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Bore prescribing, see complete prescribing 
formation in SK&F literature or PDR. The 
foliowing is a brief summary. 
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Based on a review of this drug by the National 

| Academy of Sciences — National Research 

Council and/or other information, FDA has 

classified the indications as follows: 

Effective: For the management of manifesta- 

= tions of psychotic disorders. For control of the 

.F manifestations of manic-depressive illness 
{manie phase). 

*Probably effective: For the control of 
moderate to severe agitation, hyperactivity or 
aggressiveness in disturbed children. 

Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 

Final classification of the less-than-effective 
indications requires further investigation. 


(Contraindications: Comatose states, presence of 
darge amounts of C.N.S, depressants, or bone 
“marrow depression. 

Warnings: Avoid using in patients hypersensitive 
(e.g.. blood dyscrasia, jaundice) to any pheno- 
thiazine. Caution patients about activities requir- 
‘ing alertness (e.g., operating vehicles or 
"machinery! especially during the first few days 
therapy. Avoid concomitant use with alcohol. 


491967, 1968, 1969 Smith K hine Corporation 
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THORA 
OMAZINE 
Thats no surprise. 





You know what to expect: 


DEPENDABILITY | 


For effective management of psychotic symptoms 


e unsurpassed clinical experience 
e widely researched and documented 
e 18 dosage forms and strengths for maximum flexibility 


x 


May counteract antihypertensive effect of 
guanethidine and related compounds. 


Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged 
extrapyramidal signs in newborn whose mothers 
had received chlorpromazine. 

Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression. aspiration of 
vomitus is possible. May prolong or intensify the 
action of C.N.S. depressants, organophosphorus 
insecticides, heat, atropine and related drugs. 
{Reduce dosage of concomitant C.N.S. depres- 
sants.) Anticonvulsant action of barbiturates is 
not intensified. Antiemetic effect may mask signs 
of toxic drug overdosage or physical disorders. 
Discontinue high-dose. long-term therapy 
gradually. 

Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness. cholestatic 
jaundice, agranulocytosis, eosinophilia, leuko- 
penia, hemolytic anemia, thrombocytopenic 
purpura and pancytopenia: postural hypoten- 
sion, tachycardia, fainting. dizziness and. 
occasionally. a shock-like condition: reversal of 
epinephrine effects: EKG changes have been 
reported, but relationship to myocardial damage 
is not confirmed: neuromuscular (extrapyramidal) 
reactions: pseudo-parkinsonism. motor restless- 
ness, dystonias, persistent tardive dyskinesia, 
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hyperrefiexia in the newborn: psychotic symp- 
toms, catatonic-like states, cerebral edema; con- 
vulsive seizures; abnormality of the cerebrospinal 
fluid proteins: urticarial reactions and photo- 
sensitivity, exfoliative dermatitis, contact 
dermatitis; lactation and breast engorgement (in 
females on large doses), false positive pregnancy 
tests, amenorrhea, gynecomastia; hyperglvcemia, 
hypoglycemia, glycosuria: dry mouth, nasal 
congestion, constipation, adynamic ileus, 
urinary retention, miosis, mydriasis; after pro- 
longed substantial doses, skin pigmentation, 
epithelial keratopathy, lenticular and corneal 
deposits and pigmentary retinopathy, visual 
impairment; mild fever (after large LM. dosage): 
hyperpyrexia; increased appetite and weight: a 
systemic lupus erythematosus-like syndrome; 
peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. 


Supplied: Tablets, 10 mg.. 25 mg.. 50 mg., 100 mg. 
and 200 mg., in bottles of 100 and Single Unit 
Packages of 100. Spansule® capsules, 30 mg., 75 
mga 150 mg., 200 mg. and 300 mg.. in bottles of 
50 and Single Unit Packages of 100. Injection, 

25 mg./ml.: Syrup. 10 mg./5 mi.: Suppositories, 
25 mg. and 100 mg.: Concentrate, 30 mg./ ml. and 
100 mg./ ml. 


Smith Kline & French Laboratories 
Division of SmithKline Corporation, Philadelphia 
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The Understanding of the Brain 
(018863-7) | $5.95 
(018864-5) $3.95 








The Human Nervous System: Basic Principles 


of Neurobiology, Second Edition 
(046848-6) $14.95 (tent) 

Psychiatric Treatment: Crisis, Clinic and 
Consultation 

(0537100) $15.00 (tent.) 
Behavioral Therapy, Second Edition 
(055062-X) | $6.95(tent.) 





McGraw-Hill Book Company 
1221 Avenue of the Americas 
New York, New York 10020 
Attn: W. K. Spiegel, College ~ 27 
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BEHAVIORAL THERAPY, Second Edition 
Halmuth H. Schaefer, The University of Auckland, and Patrick L. 
Martin, Pacific State Hospital, Pomona, California. 
1975, 352 pages (tent.), $6.95 (tent.) . 
Including five new chapters on mental retardation and informa- 
tion on follow-up care for the patient outside the hospital, the Second 
Edition of this informative text prepares mental health professionals 
for the application of behavioral techniques to the field of public 
mental health care. Extensive material has been added on recently 
developed techniques in quasi-behavioral methods, alcoholism, and 
preventive community health care. 


PSYCHIATRIC TREATMENT: CRISIS, CLINIC, AND 

CONSULTATION, Edited by C. Peter Rosenbaum and John E. Beebe. 

both of the Stanford University School of Medicine. 
1975, 640 pages (tent.), $15.00 (tent) 

Practically oriented and comprehensive, this text provide! | 

mental health professionals with an understanding of the kinds | 











of issues they face working with patients who are in crisis, who 

need outpatient therapy, or about whom they are consulting. 
Focusing on the therapist's experience in the clinical situation, the 
book provides both a theoretical understanding of problem and treat- 
ment and a series of practical suggestions on how the therapist can 
proceed in various clinical situations. 


THE HUMAN NERVOUS SYSTEM: BASIC PRINCIPLES OF 
NEUROBIOLOGY, SECOND EDITION, Charles R. Noback and 
Robert J]. Demarest, both of the College of Physicians and Surgeons, 
Columbia University. 1975, 512 pages (tent.), $14.95 (tent) 
Extensively revised, the Second Edition of this popular text 
has increased its coverage throughout of topics in neurobiology, 
neuroanatomy and neurophysiology. Over half the illustrations are 
new, and there is new information dealing with advances in areas 





such as neural pathways and feedback systems, the ultrastructure of 
the retina, and in the concepts of contrast inhibition. The chapter on 
"Development and Growth of the Nervous System" has aiso been 
updated. 

THE UNDERSTANDING OF THE BRAIN 
John C. Eccles, Ph. D., State University of New York at Buffalo 
1973, 224 pages, $5. 95 hard; $3.95 soft. 

This is a Nobel Laureate's stimulating, far-reaching introduc- 





tion to neurophysiology. The text ranges from the simplest pheno- 
mena of inverterbrate nervous systems to the role of the human brain 
in cognition, creativity, and volition. Including both philosophical 
and psychological concepts, Dr. Eccles examines the nature of the 
conscious self, the role of language, and the problem of life's meaning. 
SOOO OK OOCOCOOOOOOOOOOODOOOOOOOOOOC 
Within 10 days of receipt. of ante 1 will remit full price plus local 


sales tax and handl ling. McGraw-Hill pays postage and handling if I 
remit full with this coupon, | will return unwanted books postpaid. 


NAME 
ADDRESS 
CITY. STATE . ZIP 
Complimentary copy. For possible class adoption, Please fill out the 
following. 

SCHOOL. 
COURSE TITLE & NO. 
USUAL ENROLLMENT 
PRESENT TEXT 
Prices subject to change without notice. Offer good in continental 


U.S.A. only. 62APST175 
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SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in duplicate to Francis J. 
Braceland, M.D., Editor, The American Journal of Psychiatry, 
1700 Eighteenth Street, N.W., Washington, D.C. 20009. Au- 
thors of numbered papers presented at the Association's annual 
meeting should submit two copies of the manuscript to the sec- 
retary of the session or notify the secretary that the manuscript 
will be sent to the Journal office later. 


Al numbered annual meeting papers become the property of 
the Journal although, due to space limitations, fewer than half 


can be published in the Journal. Release of a manuscript for 
publication elsewhere must be secured from the Editor. 

Communications about a manuscript, by letter or telephone 
(202-232-7878). should include reference to the manuscript 
number. [n the case of annual meeting papers, this is the num- 
ber carried in the program booklet: in the case of other manu- 
scripts, it is the number noted in the letter acknowledging 
receipt of the manuscript. 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Once a paper 
has been published in the Journal, which is a copyrighted publi- 
cation, the legal ownership of all parts of the paper. including 
any illustrations, passes from the author to the Journal. [fan in- 
dividual or organization wishes to reprint material published in 
the Journal, written permission must first be secured from the 
Editor or Managing Editor. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journal style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
Psychiatric Association or of the Journal's Editorial Board. 


SPECIFICATIONS FOR MANUSCRIPTS 


Manuscripts should be typed in upper and lower case on one 
side only of letter-size bond (or other opaque) paper. All parts 
of the manuscript (including case reports, footnotes. references, 
etc.) should be double-spaced, with generous margins. Subheads 
should be inserted at reasonable intervals to aid in comprehen- 
sion and to break the typographical monotony of lengthy texts. 
Abbreviations not easily recognized by the average reader 
should be explained. 


Length. As a general rule the manuscript of a regular article 
should not exceed 10-12 typed pages. unless a special arrange- 
ment has been made with the Editor; Brief Communications 
should not exceed eight typed pages. Letters to the Editor 
should not exceed 500 words unless a special arrangement has 
been made with the Editor. 


* Author identification. The authors’ affiliations and position 
titles should be provided and an address and telephone number 
given for the first-named author or the co-author who has been 
designated to handle the galley proofs and reprint requests. The 
number of authors should preferably not exceed four, with 
other collaborators being acknowledged in a footnote. 


Precis. A brief precis is included at the beginning of each ar- 


ticle: 60-100 words for regular articles, 40-60 words for Brief 


Communications. The author may prepare the precis himself or 
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ask that the Journal stall prepare it, in which case the author 
may make any necessary changes on the galley proofs. 


Informed consent. Manuscripts that report the results of ex- 
perimental investigation on human subjects must include a 
statement to the effect that informed consent was obtained after 
the nature of the procedure had been fully explained. 


References. References should be typed double-spaced on a 
separate sheet of paper, to be attached at the end of the manu- 
script. Fhey should be arranged according to their order of ap- 
pearance in the text, where they should be indicated by numbers 
in parentheses. Reference citations should be restricted. to 
closely pertinent papers; a complete review of the literature is 


rarely desirable, except in the case of review articles for which a* 


special arrangement has been made with the Editor. 

References should be typed in accordance with the style 
shown below for books and journal articles; chapters in books 
will be treated as journal articles with regard to capitalization. 
Up to three authors should be listed; one or more authors past 
the third will be designated "et al.” Abbreviations of journal 
names should conform to the style used in /ndex Medicus, 
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Tables and figures. Titles and headings of any tables and fig- 
ures should be sufficiently clear that the meaning of the data is 
understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3! sinches in width, 
the column width of the Journal, all elements of a figure should 
be prepared to withstand this reduction. Graphs should be fin- 
ished drawings not requiring. further. artwork. Authors are 
urged to engage the services of a professional in the preparation 
of figures. Authors may be required to meet the costs of any fur- 
ther artwork that must be done in the editorial office. 


AUTHOR'S CORRECTIONS 


rections after the paper has been scheduled for publication: 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
nal office or arrange with a colleague to read the proofs. Au- 
thors are urged to keep changes on galleys to a minimum. 


REPRINTS 


An order form for reprints will be attached to the galley 
proofs submitted to authors for correction. Reprints are usually 
mailed to authors about a month after publication of the article. 
Requests from others to order reprints should be directed to the 
Editor; inclusion of a letter of permission from the senior au- 
thor and a brief statement of the intended use of the reprints 
will expedite the processing of such requests. 
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> Advantage: 


- tial milieu . 


> ire débatate campuses providing 
individually prescribed programs of 


| care, education, treatment and train- 
X. ing for children, adolescents and 
~ adults with learning disabilities, neu- 


rological impairment, mental retar- 
dation or em ‘tional disturba nce. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
_ changing ideas and insights in a com- 
prehensive fakes el: of. Supportive 





treatment. 


i poo aahicalle sepa- 
-~ rated to provide the proper residen- 
. yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. : 


THE OAKS — intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 


 . Austin. 


_ Brown Hall -90 ACRES -Residential 
- psychiatric treatment and: training 


for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 


. and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 


who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 


The February 1975 issue of 


axi The Director of Adimigsións/ - : 


Department C-O/THE BROWN 


SCHOOLS/P.O. BOX 4008, Austin, 


Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5 05 
From Texas Free: (800) 292 


aa R. Day. M.D /Medical and Psy 
Director 


James L. Boynton, M.D. (Director, The Oaks  . 


Residential Treatment Center 


John L. Carrick, M.D /Psychiatric Director, — 


San Marcos Units. 


Other Medical Staff. Thomas F. Caldwell’ 
D.D.S./Patrick A. Cato, M.D./Orrie L. Forbis, 


Jr., M.D./Willis M . Thorstad, M.D. 
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The American Journal of Psychiatry 


will feature 


e Philip D. Walls, Lichun Han W alls, 


and Donald G. 


Langsley on 


Psychiatric Training and Practice in the 


People's Republic of China 











Tofranil-PM 


imipramine pamoate 


Capsules’ of 150, 125,100 
and 75 mg. 


. _One capsule lasts from bedtime to bedtime. 


For single-dose therapy in € becomes part of the regular Please read the prescribing in- 
depression when the dosage is bedtime routine — making it formation for details of usage, 
established. easier to establish a more re- precautions, warnings, contra- 
. liable pattern of self-medication. indications, adverse experiences, 

@ simple enough dosage regimen and dosage recommendations. 
to help avoid missed doses. e safety/efficacy ratio equivalent A summary of this information 

to divided daily doses. appears on the following page. 
@ while daily dosage ranges : mE | X 
from 75 to 300 mg., the 150-mg. € provides a full range of single ns SBO SOR 200 2: T3 
capsule may be the most effec- daily dosage strengths to facili- e mg. of A hA na hydrochloride. 
tive daily dose for many patients. tate increasing or gradually 


decreasing medication. 


- e saves time and cost of dosage 
administration in the hospital. 


 Tofrani-PM Geigy 


* 


4 


imipramine pamoate 


One capsule lasts from bedtime to bedtime. 


Tofranil-PM” 

brand of imipramine pamoate 

Tofranil” 

brand of imipramine hydrochioride USP 


indications: For the relief of symptoms of 

depression. Endogenous depression is more 

likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 

monoamine oxidase inhibiting compounds is 

contraindicated. Hyperpyretic crises or severe 
convulsive seizures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatai. When itis desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving a monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. 

Initial dosage should be low and increases 

should be gradual and cautiously prescribed. 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction. 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established; therefore, in admin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconclusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given tfo: 

— patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects. arrhythmias. myocardial infarction. 
strokes and tachycardia: 

—patients with increased intraocular pres- 
Sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug s anticholinergic properties; 

—hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity: 

— patients with a history of seizure disorder 
because this drug has been shown to lower 
the seizure threshold: 

— patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs. 

Usage in Chilaren: Pending evaluation of re- 

sults from clinical trials in children, Tofranil, 

brand of imipramine hydrochloride, is not 
recommended for treatment of depression in 
patients under twelve years of age. 

Tofranil-PM, brand of imipramine pamoate, 

should not be used in children of any age 


I because of the increased potential for acute 


+ 


overdosage due to the high unit potency 

[75 mg. 100 mg., 125 mg. and 150 mg.) Each 
capsule contains imipramine pamoate equiva- 
lent to 75 mg, 100 mg..125 mg. or 150 mg. 
im:pramine hydrochloride. 

Since imipramine may impair the mental and/ 
or physical abilities required for the perform- 
ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 


patient should be cautioned accordingly. 
Precautions: It should be Kept in mind that 

the possibility of suicide in seriously de- 
pressed patients is inherent in the illness and 
may persist until significant remission occurs. 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, may beresumed in 
lower dosage when these episodes are re- 
heved. Administration of a tranquilizer may be 
useful in controlling such episodes. 

Prior to elective surgery. imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi 
tion of a phenothiazine. 

in occasional susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
nounced ie.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics. which contain 
any sympathomimetic amine (e.g.. adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
levels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards. such treatment shouid be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes afew adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias. heart block, stroke, falis. 
Psychiatric: Confusional states (especially in 
the eideriy) with hallucinations, disorienta- 
tion. delusions: anxiety, restlessness, agha- 
tion; insomnia and nightmares: hypomania, 
exacerbation af psychosis. 

Neurological: Numbness. tingling. paresthe- 
sias of extremities; incoordination, ataxia. 
tremors; peripherai neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublingual adenitis; blurred vision, dis- 
turbances of accommodation. mydriasis, con- 
stipation. paralytic ileus: urinary retention, 


delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight}, edema (general or of face 
and tongue}: drug fever, cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression. 

Gastrointestinal’ Nausea and vomiting, ano- 
rexia, epigastric distress. diarrhea; peculiar 
taste. stomatitis, abdominal cramps. black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female; 
increased or decreased libido. impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive): 
altered liver function: weight gain or loss; 
perspiration: flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling: alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under ciose 
supervision. Dosage should be initiated with 
Tofranil, brand of imipramine hydrochloride, 
at alow level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
alonger period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil. brand of imipramine 
hydrochloride: Hound tablets of 25 and 

50 mg..triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. in 2 cc. for I.M. 
administration. 

Tofranii- PM. brand of imipramine pamoate: 
Capsules of 75, 100. 125 and 150 mg (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-B50-P (2/74) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsiey, New York 10502 
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*. MORE THAN 30 YEARS.. 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 


techniques have kept Reiter instruments P 


. THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


SS 
The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 


a’ 










The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


l The Reiter Compact MOL-AC Il—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 


which has earned world-wide professional acceptance, the A 


MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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f ELAVIL 


(AMITRIPT YLINE HCOIIMSD) 
useful in many 
therapeutic settings : 
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In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist's office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCI, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 
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In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 
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In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 





'In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





Should not be used during the acute recovery phase following myocardial 
infarction; in patients hypersensitive to it; in those who have received an MAOI 
within two weeks; or in children under 12. Patients with cardiovascular dis- 
orders should be watched closely. Safe use during pregnancy and lactation 
has not been established. The drug may impair mental or physical abilities 
required in the performance of hazardous tasks and may enhance the response 
toalcohol. Since suicide is a possibility in any depressive illness, patients should 
fiot have access to large quantities of the drug. Hospitalize as soon as possible 
any patient suspected of having taken an overdose. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
AMITRIPTYLINE HČIIMSD) 


For a brief summary of prescribing information, please see following page. 
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ELAVI 


(AMITRIPTYLINE HCI | MSD) 





dosage forms for differing 


patient needs 


25 mg (yellow) 


This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 


dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 


quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
(i generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 

Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 






Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in. pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 


levels have been reported. 


Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CNS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 


indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 


water for injection q.s. 1 ml. 


For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 


in the treatment of clinically significant depression 
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FELLOWSHIP PAPERWEIGHT 


Here's a way to indicate everyday you're a Fellow of the American 
. Psychiatric Association. A handsome polished white marble paper- 
weight on which a facsimile of the Fellowship Medal appears, with the 
word "Fellow" on a polished chrome background appearing below, is 
available for your desk. Immediate shipment, while the supply lasts, 
(after which there may be a six weeks delay for reorder), at a cost of 
$4.00 which includes processing your order, packaging, and postage. 


MEMBERSHIP DESK PEN 


For Members, order a handsome custom-made Park Pen desk set. It is 
a two-inch cube of white Italian marble with a customized replica of 
the APA seal, one and a half inch in diameter, with a Parker desk pen, 
handsomely gift boxed, available in this initial offering at $9 each. Im- 
mediate shipment is possib!e while the supply lasts. Reorder subject to 
six weeks delay. 
































Please send me: |. . |  .. Fellowship Paperweigh:(s) @ $4.00 ea. 
Membership Desk Pen(s) @ $9.00 ea. 
Send Coupon to: -— 
losed 

American Psychiatric Association Bill me | Check enclose 
Publication Sales Nama 
1700 Eighteenth St. N.W. 
Washi: gton, D.C. 20009 Address 

City State Zip 


175AJP 





"M a \ D » 
. Exploring the Ņondrug Parameters of Tranquilizer Effectiveness No. 1 ) 


How individual patient variables influence 


d —  Itisnow well established Apart from the effect ofthe negatively —resultingin 
that certain nondrug factors can physician's personality and exacerbation of anxiety? On the 
affect response to antianxiety prescribing attitudes on patient other hand, more passively 
medication. Thus, even with response, there are certain anxious individuals with 
agents of proven efficacy, such significant patient variables, intellectual and esthetic 
as Librium (chlordiazepoxide e.g., personality type, severity inclinations have been shown to 
HCI,, different patients may and duration of anxiety, benefit from antianxiety 
exhibit varying degrees of socioeconomic status, attitude ^ medications. ' 
symptomatic relief from toward medication and insight When medication is 


excessive anxiety and tension. into the nature of the condition indicated in the latter group, 
————————————————————— o undertreatment^* Thus, some many psychiatrists place a high 


1. Rickels K, Lipman RS, Park LC, Covi L, M 
Uhlenhuth EH. Mock JE: iis clinical experience suggests that value on the benzodiazepines — 
Psychopharmacologia 20:128-152, 1971 physically active extroverts, for of which Librium (chlordiaz- 

2. Hollister LE: Ann Intern Med 79:88-98, whom abatement of iety epoxide HC]) was the first in 

July 1973 anxi p ] 

3. Greenblatt DJ, Shader RI: Ibid., 77: may decrease the will to achieve clinical use — for their antianxiety 
91-100, July 1972 

4. Rickels K, Downing RW, Howard K: or take action, may resp ond etfectiv ddp. broad usefulness 
Clin Pharmacol Ther 12:263-273, Mar-Apr and wide margin of safety ^ 

1971 








Socioeconomic status 
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( | "-— 
the effectiveness of antianxiety 





Demonstrated predictors of 


(chlordiazepoxide HCI) 


In a double-blind, controlled 
study" of psychoneurotic 
patients with moderately severe 
anxiety, 111 patients were 
treated with Librium in a daily 
dosage of 30 to 40 mg, and 201 
patients received a placebo. 
Outcome criteria included a 
global improvement measure 
after 2 and 4 weeks and the 
4-week change score of a 10-item 
physician questionnaire. 





therapy 


Statistical analysis revealed and drug therapy responded ~ 
favorable response to Librium that the greatest drug-placebo 


difference in relieving anxiety 
occurred among patients who 
were more severely ill, those in 
a higher socioeconomic class 
and those whose illness had 
persisted for at least six months. 
The more educated patient 
with high verbal ability, greater 
insight and 
an accepting 
attitude toward 
combined 
psychotherapy 


significantly better to Librium 
than to the placebo. On the 
other hand, patients of lower 
socioeconomic status, with less 
insight and greater readiness to 
accept medication alone as 
sufficient therapy, tend to show 
a moderately favorable response 
to both drug and placebo. 


For proven effectiveness against 
excessive, obstructive anxiety 


adjunctive 


Librium 


chlordiazepoxide HCI) 








10 mg, 25 mg capsules 


Please see following page 
for summary of product information. 
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Effective adjunct in psychotherapy 
/ Librium (chlordiazepoxide HCI) 


- + 10 mg, 25 mg capsules/up to 100 mg daily in severe anxiety 


While drowsiness, ataxia 
and confusion are the most 
frequently occurring side 
effects, physicians should be 
aware of the possibility of 
more serious reactions. 
Before prescribing, please 
consult complete product 
information, a summary of 
which appears below. 

When anxiety has been 
reduced to useful, appropriate 
levels, Librium should be 
discontinued. 


Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 


Contraindications: Patients with known 
hypersensitivity to the drug. 


Warnings: Caution patients about 
possitle combined effects with alcohol 
and other CNS depressants. As with all 
CNS-acting drugs, caution patients 
against hazardous occupations requiring 
complete mental alertness (e.g., operating 
machinery, driving). Though physical and 
psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage; withdrawal symptoms 
(including convulsions), following 
discontinuation of the drug and similar to 
those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age 
requires that its potential benefits be 
weighed against its possible hazards. 


_ Precautions: In the elderly and debilitated, 


and in children over six, limit to smallest 
effective dosage (initially 10 mg or less 
per day) to preclude ataxia or oversedation, 
increasing gradually as needed and 
tolerated. Not recommended in children 
under six. Though generally not 
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Wide margin of safety 






performance 





recommended, if combination therapy 
with other psychotropics seems indicated, 
carefully consider individual 
pharmacologic effects, particularly in use 
of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation 
and acute rage) have been reported in 
psychiatric patients and hyperactive 
aggressive children. Employ usual 
precautions in treatment of anxiety states 
with evidence of impending depression; 
suicidal tendencies may be present and 
protective measures necessary. Variable 
effects on blood coagulation have been 
reported very rarely in patients receiving 
the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in 
the elderly and debilitated. These are 
reversible in most instances by proper 
dosage adjustment, but are also 
occasionally observed at the lower dosage 
ranges. In a few instances syncope has 
been reported. Also encountered are 
isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 


Minimal likeli- 
hood of impairing 
mental acuity and 


Dependable antianxiety action 


igi : 


symptoms, increased and decreased libido 
— all infrequent and generally controlled 
with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have 
been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 


Usual Daily Dosage: Individualize for 
maximum beneficial effects. Ora] — 


Adults: Mild and moderate anxiety and 


tension, 5 or 10 mg t.i.d. or q.i.d.; severe 
states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.) 


Supplied: Librium® (chlordiazepoxide 
HCl) Capsules, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500; Tel-E-Dose* 
packages of 100. Libritabs* (chlordiaz- 
epoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to 
clinical activity, capsules and tablets are 
indistinguishable. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley. New Jersey 07110 


Four books that came before their time... 


The APA JOINT INFORMATION SERVICE, trying alway to anticipate future needs and trends, expertly car- 


ries out field studies to develop information for program planning, for trainine—and for the practitioner who wants 


to be fully informed. The JIS saw years ago what most communities and community mental health programs are 


only now coming face to face with—that vast numbers of the mentally ill will need residential, vocational, and my- 


riad other support services in the community as they are increasingly turned away from state hospitals and back to 


the cities and towns. Four publications assessing those needs, describing successful pioneering efforts, and provid- 


ing practical hard-as-nails advice have been issued in the recent past. Unfortunately they are every bit as timely 


today as they were when they came off the press. 


You need to know what they have to say. So we'll meet vou part way: list price separately, $24; combination 


price, $18.50. 






Halfway Houses 
for the 
| Mentally IH 






AAA LER LLL IEF FRCL 


Raymond M. Glosscote 


&MMOND Gassco: ROG 
ALAN M xRAIT 


red by Bertram 5. Browa 


. concise, well-written. a model 
of medical reportorial writing. in- 
dispensable. 


—AMERICAN JOURNAL 


conveys its history, essential 
characteristics, its problems and 
goals for the future. Defini- 
live. . 


| TIE STAFF OF 


THE MENTAL 
HEALTH CENTER 


A FIELD stupy 






. deserves close study by those 
who are concerned with problems 
of organization within any psychi- 


Once again, the Joint Information 
Service has published a useful doc- 
umentary report that is readable 


atric unit. and informative. 
OF PSYCHIATRY —PSYCHIATRY —BRITISH JOURNAL —HOSPITAL & COMMUNITY 
* OF PSYCHIATRY PSYCHIATRY 
—————————————————————————————————————————— 
Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 
Please send me ______ copies of the special four-book package at $18.50 and/or 


copies of Halfway Houses for the Mentally Ill, at $6 each, 


— ——— copies of The Staff of the Mental Health Center, at 


for a total of $ 





Name | | 





Address __ 


= | | remittance enclosed 


— copies of Partial Hospitalization for the Mentally Ill, at $6 each, 


$6 each, 


— — copies of Rehabilitating the Mentally Ill, at $6 each, 


please bill me 




















Zip 
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Inthe treatment 
^Of middle-age depression, _ 
there may be one thing to add... 


K Although the causes of depression in middle-aged 

(/ women are varied, estrogen depletion is believed 

by many to be a significant contributing factor in. — , 
depressions arising in the menopausal years."' 

In the absence of a history of overt psychosis, 
estrogen replacement therapy alone, or in conjunc- 
tion with antidepressants and counseling, may 
provide physiological and, in turn, psychological 
effect to enhance the total therapy./ Estrogen 
replacement has been noted to relieve the symp- 
toms of estrogen-related depression in a relatively 
ME short time? When used with antidepressants, 

i | -l ™ estrogens may help bring about a generalized 
emotional improvement in patients, while waiting for initial response to slower acting 
antidepressants. 

In many estrogen deficient patients, PREMARIN* (Conjugated Estrogens Tablets, 
U.S.P) imparts a renewed sense of well-being. It helps alleviate depressive symptoms 
related to menopausal estrogen deficiency, while helping to identify those that arent. 

Crying spells, insomnia, fatigue, headache, feelings of weakness and other such 
symptoms may be relieved by estrogen replacement®’ At the same time, the classic 
autonomic and metabolic symptoms of the climacteric may be controlled? 





N 
V 


PREMARIN ws 
(CONJUGATED ESTROGENS 
" TABLETS, USP) 


for estrogen-related 
depression | 


See last page of advertisement for prescribing information. 





i 
€ 





~ PREMARIN 


e BRAND OF 


CONJUGATED 


"ESTROGENS 
TABLETS, USP 


or 
estrogen-related 
depression 





contains 
natural estrogens 
exclusively 





BRIEF SUMMARY (For full prescribing information, see package circular.) 
PREMARIN® (CONJUGATED ESTROGENS TABLETS, U.S.P.) 








Indications: Based on a review of PREMARIN Tablets by the National Academy ot Sciences National Research 
Council and/or other information, FDA has classified the indications for use as follows 

Effective: As replacement therapy for naturally occurring or surgically induced estrogen deficiency states asso 
ciated with: the climacteric, including the menopausal syndrome and postmenopause. senile vaginitis and krauro 
sis vulvae, with or without pruritus. 

"Probably'' effective: For estrogen deficiency-induced osteoporosis, and only when used in conjunction wit! 
>ther important therapeutic measures such as diet, calcium, physiotherapy, and good general health-promoting 


measures Final classification of this indication requires further investigation 








Contraindications: Short acting estrogens are contraindicated in patients with (1) markedly impaired liver function 
(2) known or suspected carcinoma of the breast, except those cases of progressing disease not amenable to surgery or 
irradiation occurring in women who are at least 5 years postmenopausal, (3) known or suspected estrogen-dependent 
neoplasia, such as carcinoma of the endometrium: (4) thromboembolic disorders, thrombophlebitis, cerebral embolism 
or in patients with a past history of these conditions, (5) undiagnosed abnormal genital bleeding 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mammograms 
except, if in the opinion of the physician, it is warranted despite the possibility of aggravation of the mastitis or stim 
ulation of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest manifestations of thrombotic disorders (thrombophlebitis, retina 
thrombosis, cerebral embolism and pulmonary embolism). If these occur or are suspected. estrogen therapy should 
be discontinued immediately 

Estrogens may be excreted in the mother s milk and an estrogenic effect upon the infant hos been described. The 
long range effect on the nursing infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 percent of breast cancer patients with metastases, and this usually 
indicates progression of bone metastases. This occurrence depends neither on dose nor on immobilization. In the 
presence of progression of the cancer or hypercalcemia, estrogen administration should be stopped 

A statistically significant association has been reported between maternal ingestion of diethylstilbestrol during 
pregnancy and the occurrence of vaginal carcinoma in the offspring. This occurred with the use of diethylstilbest ro! 
for the treatment of threatened abortion or high risk pregnancies. Whether or not such an association 1s applicable 
to all estrogens is not known at this time. In view of this finding, however, the use of any estrogen in pregnancy is 
not recommended j 

Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettage 
Precautions: As with all short acting estrogens, the following precautions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 
examinations 

To avoid prolonged stimulation of the endometrium and breasts in climacteric or hypogonadal women, estrogens 
should be administered cyclically (3 week regimen with | week rest period — withdrawal bleeding may occur during 
rest period 

Because of individual variation in endogenous estrogen production, relative overdosage may occur which could 
couse undesirable effects such as abnormal or excessive uterine bleeding, mastodynia and edema 

Because of salt and water retention associated with estrogenic anabolic activity, estrogens should be used with cau 
tion in patients with epilepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should occur, reexamination should be mode for organic pathology 

Pre-existing uterine fibromyomata may increase in size while using estrogens therefore, patients should be examined 
at regular intervals while receiving estrogenic therapy. 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, estrogens should be used judiciously in young patients in whom bone 
growth is incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating patients in whom fertility 1s desired 

The age of the patient constitutes no absolute limiting factor although treatment with estrogens may mask the 
onset of the climacteric 

Certain liver and endocrine function tests may be affected by exogenous estrogen administration. If test results 
are abnormal in a patient taking estrogen, they should be repeated after estrogen has been withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen 
administration 


nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such as abdominal immediately postpartum 
cramps and bloating loss of libido and qynecomastia in males 
breakthrough bleeding, spotting, unusually heavy edema 
withdrawal bleeding (See DOSAGE AND aggravation of migraine headaches 
ADMINISTRATION ) change in body weight (increase, decrease) 
breast tenderness and enlargement headache 
reactivation of endometriosis allergic rash 


hepatic cutaneous porphyria becoming manifest 


Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and | week 
off) for all indications except selected cases of carcinoma and prevention of postpartum breast engorgemen! 
Menopausal Syndrome — 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
symptoms ond response of the patient. For maintenance, adjust dosage to lowest level that will provide effective control 
If the patient has not menstruated within the last two months or more, cyclic administration is started arbitrarily 
If the patient is menstruating, cyclic administration is started on day 5 of bleeding If breakthrough bleeding (bleed 
ing or spotting during estrogen therapy) occurs, increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stop breakthrough bleeding in the previous cycle. In subsequent cycles, the 
estrogen dosage is gradually reduced to the lowest level which will maintain the patient symptom-free - ° 
Postmenopause — os a protective measure against estrogen deficiency-induced degenerative changes (e.g osteo 
porosis, atrophic vaginitis, kraurosis vulvoe) — 0.3 mg. to 1.25 mg. daily and cyclically. Adjust dosage to lowest effec 
tive level 
Osteoporosis (to retard progression) — usual dosage 1.25 mg. daily and cyclically 
Senile Vaginitis, Kraurosis Vulvae with or without Pruritus — 0.3 mg. to 1.25 mg. or more daily, depending upon 
the tissue response of the individual patient. Administer cyclically 
How Supplied: PREMARIN (Conjugated Estrogens Tablets, U.S.P.) No. 865 — Each purple tablet contains 2.5 mg.. in 
bottles of 100 and 1,000. No. 866 — Each yellow tablet contains 1.25 mg., in bottles of 100 and 1,000. Also in unit dose 
package of 100. No. 867 — Each red tablet contains 0.625 mg., in bottles of 100 and 1,000. No. 868 Eoch green 
tablet contains 0.3 mg., in bottles of 100 and 1.000 
References: |. Kaufman, S.A.: Obstet. Gynecol. 30:399 (Sept.) 1967. 2. McEwen, D.C.: Can. Nurse 63:34 (Feb.) 1967 
4. Kaufman, S.A., in Olds, S.: Today's Health 48:48 (May) 1970. 4. Klaiber, E.L., et al.: Am. J. Psychiatry 128:1492 
(June) 1972. 5. Rhoades, F.P.: Mich. Med. 64:410 (June) 1965. 6. Rhoades, F.P.: J. Am Geriatr. Soc. 15:346 (Apr.) 1967 
7. Kerr. M.D.: Mod. Treat. 5:587 (May) 1968. 8. Tramont, C.B.: Geriatrics 21:212 (Nov) 1966. 9. Kupperman, H.S 
Med. Aspects Hum. Sexuality 1:64 (Sept.) 1967. 10. Astwood, E.B., in 
Goodman, L.S., and Gilman, A. (Eds.): The Pharmacological Basis of 
Therapeutics, ed. 4, New York, The Mccmillan Company, 1970, chap 
69, p. 1538 ff 


Ayerst. 


AYERST LABORATORIES 
7406 New York, N.Y. 10017 


FIRST 
INTERNATIONAL SYMPOSIUM 
AND WORKSHOP 
On: SHORT-TERM DYNAMIC 
PSYCHOTHERAPY 


MARCH 19-22, 1975 


Sponsored by: 


THE SHORT-TERM PSYCHOTHERAPY UNIT 
of the 


DEPARTMENT OF PSYCHIATRY, 


THE MONTREAL GENERAL HOSPITAL 
and the 


DEPARTMENT OF PSYCHIATRY, 
McGILL UNIVERSITY 


With the participation of: 
Dr. David Malan, Consultant 
Tavistock Clinic, London, England 
Dr. Peter Sifneos, Professor of Psychiatry 
Harvard Medical School, Boston 
Dr. M. Straker, Professor of Psychiatry 
University of California, Los Angeles 


To be held in MONTREAL, QUEBEC, CANADA 


Audiovisual facilities are used throughout the four-day symposium 
and workshops. The aim is to demonstrate by use of videotapes the 
evaluation, criteria for selection of patients, techniques, process, 
and outcome of short-term dynamic psychotherapy. 


For information and application forms, please write: 
H. Davanloo, M.D., Director 
External Services in Psychiatry and 
Short-Term Psychotherapy Unit 
Department of Psychiatry 
The Montreal General Hospital 
1650 Cedar Avenue 
Montreal, Canada H3G 1A4 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S, Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 








SINEQUA 


DOXEPINHCI / 


clinical depression/an iety 
O Eliminates potential for "cheeking" 
medication 
[] Colorless, tasteless following dilution 
[] Contains no alcohol or sugar 
[] Easily mixed with water or juices 





CONCENTRATE 


10 mg./ml., 120-ml. (4-0z.) bottles 


BRIEF SUMMARY 

Sinequan® (doxepin HC!) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersen- 
sitivity to the drug, and in patients with glaucoma or a tendency to urinary 
retention. 

Warnings. Usage in Pregnancy: This drug has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal 
reproductive studies have not resulted in any teratogenic effects. 

Usage in Children: Usage in children under 12 years of age is not recom- 
mended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported 
following the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cau- 
tious initiation of therapy with this drug. The exact length of time may vary 
anc is dependent upon the particular MAO inhibitor being used, the length of 
time it has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 
mg. per day, Sinequan can be given concomitantly with guanethidine and re- 
lated compounds without blocking the antihypertensive effect. At doses of 
300 mg. per day or above, Sinequan does exert a significant blocking effect. In 
addition, Sinequan was similar to the other structurally related psychothera- 
peutic agents as regards its ability to potentiate norepinephrine response in 
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the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usually 
occurs early in the course of treatment, and tends to disappear as therapy is 
continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a stafting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients 
have been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to 
three weeks, antianxiety activity is rapidly apparent. 
Supply. Available as capsules containing doxepin HCI equivalent to 10 mg., 
25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and unit-dose 
packages of 100 (10 x 10's). Sinequan (doxepin HCI) 25 mg. and 50 mg. also 
available in bottles of 5000. Sinequan Oral Concentrate (10 mg./ml.) is avail- 
able in 120 ml. bottles with an accompanying dropper calibrated at 5 mg., 
10 mg., 15 mg., 20 mg., and 25 mg. 

More detailed professional information available on request. 


Ga» LABORATORIES DIVISION 
PFIZER INC. 


©1974, PFIZER INC. 











patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms, 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 





TABLETS: 0.5 mg, 1 mg, and 2 mg 
INJECTION: 1.0 mg/ml 


-~ COGENTIN 
(Benztropine Mesylate | MSD) 


helps alleviate most 
phenothiazine-induced 





extrapyramidal symptoms 


In a recent study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
Pyramidal symptoms. Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 


1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 
extrapyramidal side effects: single or multiple daily doses? Curr Ther Res 14:246, 
May 1972. 


impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or joe es or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. When benztropine mesylate is used with levodopa the usual dose of 
each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
as tardive dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 


containing 1.0 mg benztropine mesylate and 9.0 sodium chloride per ml, in 2-ml ampuls. 


For more detailed information, consult your MSD representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 


Facts about dosage 
schedules of 
COGENTIN 
(Benztropine Mesylate|MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 meg 
once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see full prescribing information. 
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Neither separate 
nor equal. 








Predominant anxiety 
is often associated with secondary depressive 
symptoms in a psychoneurotic complex that 
is important to recognize. 


The psychoneurotic patient whose principal 
symptom is anxiety may also display secondary 
depressive symptoms. These depressive symptoms are 
not separate entities but, rather, part of a 
psychoneurotic symptom complex. As the anxiety 
responds to treatment with Valiunr (diazepam), 
the depressive symptoms referable to it are also often 
improved. 


The beneficial effect of Valium (diazepam) is usu- 
ally pronounced and rapid. Improvement is generally 
apparent within a few days, although some patients may 
require a longer period. In addition, Valium is generally 
well tolerated but patients should be cautioned against 
hazardous occupations requiring complete mental 
alertness when taking this agent. 

When the patient's anxiety and associated or 
accompanying depressive symptoms are intensified at 
bedtime, an A.s. dose added to the b.i.d. or t.i.d. treatment 
regimen can often relieve the symptoms 
and thus may encourage 
a more restful night's sleep. 





For predominant psychoneurotic anxiety 
with associated depressive symptoms. 


Valiuni (diazepam) - 


2-mg, 5-mg, l0-mg tablets 


Please turn page for a summary of complete product information. 
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For predominant psychoneurotic 
anxiety with associated depressive symptoms. 


Valium diazepam 


2-mg, 5-mg, l0-mg tablets 


Before prescribing, please consult com- 
plete product information, a summary 
of which follows: 

Indications: Tension and anxiety states; 
somatic complaints which are concomi- 
tants of emotional factors: psychoneu- 
rotic states manifested by tension. 
anxiety, apprehension, fatigue, depres- 
sive symptoms or agitation; sympto- 
matic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due 
to acute alcohol withdrawal: adjunc- 
tively in skeletal muscle spasm due to 
reflex spasm to local pathology, spastic- 
ity caused by upper motor neuron dis- 
orders, athetosis, stiff-man syndrome, 
convulsive disorders (not for sole 
therapy). 

Contraindicated: Known hypersensi- 
tivity to the drug. Children under 

6 months of age. Acute narrow angle 
glaucoma; may be used in patients with 
open angle glaucoma who are receiving 
appropriate therapy. 

Warnings: Not of value in psychotic 
patients. Caution against hazardous 
occupat:ons requiring complete mental 
alertness. When used adjunctively in 
convulsive disorders, possibility of in- 
crease in frequency and/or severity of 
grand mal seizures may require in- 
creased dosage of standard anticon- 
vulsant medication; abrupt withdrawal 
mav be associated with temporary in- 
crease in frequency and/ or severity of 
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seizures. Advise against simultaneous 
ingestion of alcohol and other CNS 
depressants. Withdrawal symptoms 
(similar to those with barbiturates and 
alcohol) have occurred following 
abrupt discontinuance (convulsions, 
tremor, abdominal and muscle cramps, 
vomiting and sweating). Keep addic- 
tion-prone individuals under careful 
surveillance because of their predis- 
position to habituation and dependence. 
In pregnancy, lactation or women of 
childbearing age, weigh potential 
benefit against possible hazard. 
Precautions: If combined with other 
psychotropics or anticonvulsants, con- 
sider carefully pharmacology of agents 
employed; drugs such as phenothi- 
azines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants 
may potentiate its action. Usual precau- 
tions indicated in patients severely 
depressed, or with latent depression, or 
with suicidal tendencies. Observe usual 
precautions in impaired renal or hepatic 
function. Limit dosage to smallest 
effective amount in elderly and debili- 
tated to preclude ataxia or oversedation. 
Side Effects: Drowsiness, confusion, 
diplopia, hypotension, changes ia libido, 
nausea, fatigue, depression, dysarthria, 
jaundice, skin rash, ataxia, constipa- 
tion, headache, incontinence, changes 
in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred 


vision. Paradoxical reactions such as 
acute hyperexcited states, anxiety, hal- 
lucinations, increased muscle spasticity, 
insomnia, rage. sleep disturbances, 
stimulation have been reported; should 
these occur, discontinue drug. Isolated 
reports of neutropenia, jaundice; peri- 
odic blood counts and liver function 
tests advisable during long-term therapy. 
Dosage: Individualize for maximum 
beneficial effect. Adults: Tension, 
anxiety and psychoneurotic states, 2 to 
10 mg b.i.d. to q.i.d.; alcoholism, 10 mg 
t.i.d. or q.i.d. in first 24 hours, then 

5 mg t.i.d. or q.i.d. as needed; adjunc- 
tively in skeletal muscle spasm, 2 to 

10 mg t.i.d. or q.i.d.; adjunctively in 
convulsive disorders, 2 to 10 mg b.i.d. 
to q.i.d. Geriatric or debilitated patients: 
2 to 215 mg, | or 2 times daily initially, 
increasing as needed and tolerated. 
(See Precautions.) Children: 1 to 25 mg 
t.i.d. or q.i.d. initially, increasing as 
needed and tolerated (not for use under 
6 months). 

Supplied: Valium? (diazepam) Tablets, 
2 mg, 5 mg and 10 mg- bottles of 100 
and 500; Tel-E-Dose® packages of 100; 
Prescription Paks of 50, available 
singly and in trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 07110 


THE NATION'S PSYCHIATRISTS— 
1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


1. Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years' training. It gives data on 
their age, sex, citizenship, race and work status. 


2. The Education and Training of Psychiatrists provides data on the number in the 
sample who graducted from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


3. Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and wha? they do. 


4. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pool, along with ratios per 100,000 population. 


5. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 
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\ging successfully: 
= the goal just 
survival? 

opular belief would have it that "aging" 
nd "existing" are the same, both 
iarked by deteriorated ability — physi- 
3l and mental. But is successful aging 


ist existing? 
dr is it the 


nost of one’s 
bilities? 


fore than just surviving the changes 
nd obstacles of old age, successful 
ging is adapting to the changes and 
vercoming the obstacles. Consider the 
sry fortunate aging individuals who 
ontinue active, productive, even so- 
ally significant lives. Picasso, painting 
1d sculpting until his death at the age 
f 91. Stokowski still conducting at 92. 
fargaret Mead, an active author and 
nthropologist at 73. Consider, too, 
10se who lack prominence and popular 
cclaim, but still lead personally satis- 
ing lives. Thus adding meaning to 
eir prolonged existence by following 
iterests and abilities 

How then, can some age so success- 
lly, others less so, and still others 
erely survive? One reason: individual 
ifferences. Not only in abilities, but in 
pportunities and situations that can 
ither nurture or suffocate ability. 

Aging doesnt have to mean ailing 
odies and failing minds. True, the cell 
ss of old age extends to the brain. But 
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the loss of brain cells doesn't invariably 
lead to loss of intelligence and alertness. 


Fon 


Although the 
decrease in 
brain volume 
is well known, enormous 
reserves of cerebral cells help compen- 
sate for loss with age. Disease and injury, 
more than advancing age, actually 
lessen cerebral capacity. 

And lack of use contributes to the 
decline; mental and physical functions 


that are utilized tend to persist and those 
not utilized tend to disappear So, if used, 
the mind often can remain alert. And, 
in fact, 


Some now 

believe that 
intellectual decline 
can be minimal. 


One theory isolates two basic types of 
intelligence: "fluid" and "crystallized" 
Both increase into adolescence, but fluid 
intelligence, formless and independent 
of education, begins to decline during 
the twenties. Crystallized intelligence — 
experience refined through education — 
continues to grow, and does not decline 
or even level off during old age. So, 
according to this theory, total intelligence 
changes qualitatively. Quantitatively, it 
remains relatively constant. 

But we still see senility and seeming 
mental decline, sometimes caused by 








injury to the brain from accident or a 
disease like cerebral arteriosclerosis. In 
some cases, the reason may be per- 
sonality frustration even more than 
actual brain deterioration: a decline in 
performance generated by severe stress 
more than a decline in cognitive ability, 
Clinically significant anxiety, alone or as- 
sociated with underlying organic dis- 
ease, is common in the elderly, and can 
cripple the aged mind, and interfere with 
the adaptive process. But 


When such anxiety 
is controlled ine elderly 


patient may become more responsive to 
personal interests and social activities. 


To therapy and counselling. To adapting 
to the changes of age. 

If antianxiety therapy adjunctive to 
your counsel and reassurance is de- 
sirable, consider Serax (oxazepam). 
Serax has been found valuable, partic- 
ularly in the older patient, in the manage- 
ment and control of clinically significant 
anxiety, tension, agitation and irritability 

Special care must of course be taken 
in prescribing antianxiety agents for 
elderly patients, especially where 
cardiac complications might ensue from 
a drop in blood pressure. And careful 
attention must be paid to dosage recom- 
mendations and follow-up observation. 

More than eight years of clinical ex- 
perience have shown Serax to be 
especially useful in many geriatric pa- 
tients. Its dosage flexibility* generally 
permits adjustment to individual patient 
needs, making Serax a logical choice in 
the management of clinically significant 
anxiety in the elderly patient. 


In Brief 

Indications: Oxazepam is indicated for the 
management and control of anxiety, tension, 
agitation, irritability and related symptoms. Such 
symptoms are commonly seen in patients with a 
diagnosis of psychoneurotic reaction, psycho- 
physiological reaction, personality disorder, or 
in patients with underlying organic disease. 
Anxiety associated with depression is also re- 
sponsive to oxazepam therapy. This product has 
been found particularly useful in the manage- 
ment of anxiety, tension, agitation and irritability 
inolder patients. Alcoholics with acute tremulous- 
ness, inebriation or with anxiety associated with 
alcohol withdrawal are responsive to therapy. 


*See package circular for full prescribing information 


Wyeth 
makers of Serax (oxazepam) 
for use in clinically significant anxiety 


Contraindications: History of previous hyper- 
sensitivity to oxazepam. Oxazepam is not in- 
dicated in psychoses 


Warning: Use in Pregnancy: Safety for use in 
pregnancy not established. 


Precautions: Hypotensive reactions are rare, 
but use with caution where complications could 
ensue from a fall in blood pressure, especially 
in the elderly. Withdrawal symptoms üpon dis- 
continuation have been noted in some patients 
exhibiting drug dependence through chronic 
overdose. Carefully supervise dose and amounts 
prescribed, especially for patients prone to self- 
overdose, excessive, prolonged use in suscepti- 
ble patients (alcoholics, ex-addicts, etc.) may 
result in dependence or habituation. Reduce 
dosage gradually after prolonged excessive 
dosage to avoid possible epileptiform seizures. 
Withdrawal symptoms following abrupt discon- 
tinuance are similar to those seen with barbitu- 
rates. Caution patients against driving or 
operating machinery until absence of drowsiness 
or dizziness is ascertained. Warn patients of 
possible reduction in alcohol tolerance. Not in- 
dicated in children under 6 years; absolute 
dosage for 6- to 12-year olds not established. 


Adverse Reactions: Therapy-interrupting side 
effects are rare. Transient mild drowsiness is 
common initially; if persistent, reduce dosage 
Dizziness, vertigo and headache have also oc- 
curred infrequently; syncope, rarely. Mild para- 
doxical reactions (excitement, stimulation 
of affect) are reported in psychiatric patients. 
Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy, 
edema, slurred speech, tremor and altered 
libido are rare and generally controllable by 
dosage reduction. Although rare, leukopenia 
and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood 
counts and liver function tests are advised. 
Ataxia, reported rarely, does not appear related 
to dose or age. These side reactions, noted with 
related compounds, are not yet reported: para- 
doxical excitation with severe rage reactions, 
hallucinations, menstrual irregularities, change 
in EEG pattern, blood dyscrasias (including 
agranulocytosis), blurred vision, diplopia, incon- 
tinence, stupor, disorientation, fever and euphoria. 


Availability: Capsules of 10, 15 and 30 mg. 
oxazepam, tablets of 15 mg. oxazepam. 


Wyeth Laboratories * Philadelphia, Pa. 19101 











First day in the hospital and 


all efforts will be directed toward 


returning her to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


(THIORIDA ZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients with mixed 
anxiety-depression 


Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 

Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 

Adverse Reactions: Centra/ Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin— 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. B/ood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxic/ty—Jaundice, biliary 
stasis. Cardiovascular Effects —Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of moUth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome. 74.199 SANDOZ 
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Defining Borderline Patients: An Overview 


BY JOHN G. GUNDERSON, M.D., AND MARGARET T. SINGER, PH.D. 


This review of the descriptive literature on borderline 
patients indicates that accounts of such patients vary 
depending upon who is describing them, in what context, 
how the samples are selected, and what data are 
collected. The authors identify six features that provide a 
rational means for diagnosing borderline patients during 
an initial interview: the presence of intense affect, usually 
depressive or hostile; a history of impulsive behavior; a 
certain social adaptiveness; brief psychotic experiences, 
loose thinking in unstructured situations; and 
relationships that vacillate between transient 
superficiality and intense dependency. Reliable 
identification of these patients will permit better 
treatment planning and clinical research. 


IN 1953 KNIGHT NOTED that the term "borderline" was 
applied to patients who could not be classified in other 
ways, Le, as psychotic or neurotic, hence making it 
something of a-wastebasket diagnosis (1). No doubt 
much of the dissatisfaction with recognizing such a cate- 
gory, whether it is termed borderline or any of its alterna- 
tive labels, stems from thé wish to keep schizophrenia as 
a clearly distinct disorder. Yet despite this objection, its 
use has steadily expanded. 

Stern (2) was the first to use the term borderline, but 
„the real parentage for this unwanted category is traceable 
to the **as-if" personality described by Deutsch (3), the 
ambulatory schizophrenia of Zilboorg (4), and the latent 
schizophrenia as introduced and developed by Ror- 
schach (5), Bleuler (6), and Federn (7). Latent schizo- 
phrenia was sanctioned by Bleuler in 1911 to classify per- 
sons whose conventional social behavior he felt concealed 


Based on papers presented by Dr. Gunderson and Dr. Singer at the 
127th annual meeting of the American Psychiatric Association, Detroit, 
Mich., May 6-10, 1974. 


Dr. Gunderson is Assistant Professor, Harvard Medical School, and 
Assistant Psychiatrist, McLean Hospital, Belmont, Mass. 02178. Dr. 
Singer is Clinical Research Psychologist, University of California, 
Berkeley, Calif. 


underlying schizophrenia.. Ambulatory schizophrenia 
was subsequently offered by Zilboorg in 1941 to combat 
the therapeutic nihilism that clinicians felt the latent 
schizophrenia label implied. Deutsch’s article on the “‘as- 
if" personality described persons whose superficial social 
appropriateness masqueraded highly disturbed personal 
relationships. 

Before and even after Knight's paper popularized the 
term borderline, many other names were suggested and 
then silently retired in favor of the ever-widening use of 
this term. Among these are preschizophrenia (8), schizo- 
phrenic character (9), abortive schizophrenia (10), pseu- 
dopsychopathic schizophrenia (11), psychotic charac- 
ter (12), subclinical schizophrenia (13), borderland (14, 
15), and occult schizophrenia (16). | 

The most serious competition in the nomenclature has 
come from the term pseudoneurotic schizophrenia. 
This term was particularly popular in New York because 
of the local influence of its originators, Hoch and Polatin 
and associates (17, 18). Hoch urged replacing the term 
borderline with pseudoneurotic schizophrenia, which de- 
fined a specific psychopathological condition character- 
ized by the combination of panneurosis, pananxiety, and 
pansexuality together with symptoms 'of schizophrenia. 
The broadening of the concept of schizophrenia which 
followed in New York may be responsible for a discrep- 
ancy in diagnostic habits between New Yorkers and 
other American psychiatrists ás well as the British (19). 
Yet this term, too, has given way in-the most recent. 
APA diagnostic manual (20). | 

Although the use of the term borderline has become 
more common, disagreement over its definition has not 
subsided but has merely been displaced and camouflaged. 
Many who accept this term now disagree about whether 
it refers to borderline patient (21), state (22), personality 
organization (23, 24), character (25), pattern (26), schizo- 
phrenia (27, 28), condition (29), or syndrome (30). The | 
increasing frequency of "borderline", patients (31-36), 
the greatly expanding literature, and the existing confu- 
sion about diagnosis and treatment make it imperative 
that some method for defining the patient group be de-. 
vised that is replicable and from which research can pro- 
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DEFINING BORDERLINE PATIENTS 


ceed and conclusions can be generalized. In this 
paper we will attempt to survey the major relevant de- 
. scriptive accounts of the borderline and to chronicle the 
common and discriminating features of these accounts. - 

Before we expand on these descriptive accounts, cer- 
tain features about the literature itself should be noted. 
Since Knight’s pivotal article appeared, there has been a 
large and still expanding descriptive literature on the bor- 
derline patient. There were approximately 25 articles on 
' borderline patients up to 1955, and that number has dou- 
bled in the past 10 years. Nevertheless, there remains a 
confusing overlap and discrepancy among authors in 
their descriptive attempts to define borderline patients. 
While most authors pay lip service to the previous litera- 
ture, they proceed to describe borderline patients anew 
without noting how their descriptions add to or simply re- 
peat earlier contributions. It is not clear whether this pro- 
vincialism stems from an unfamiliarity or an unspoken 
dissatisfaction with the existing literature. 

In this article we will discuss the major descriptive ac- 
counts of the borderline syndrome. Clearly, not all of the 
writings are of equal importance. The work of some au- 
thors is extremely well known and widely quoted, while 
others’ work is obscure and/or limited to a single publi- 
cation. Certain writers attribute every imaginable trait to 
borderline patients, while others are quite selective in 
their descriptions. Furthermore, some authors expand or 
contract their definitions of borderline patients in later 
publications. In addition, some descriptive accounts are 
secondary or preliminary to a discussion of other issues, 
e.g., psychodynamies (37, 38), theory (27, 38), treat- 
ment (21, 31-33, 36, 37, 39-42), testing technique (43, 
44), and schizophrenia (45). Yet in many the descrip- 
tive accounts are the primary goal of the paper (12, 17, 
23, 29, 30, 46-49). Among the latter, only Grinker and 
associates (30) have undertaken a prospective and sys- 
tematic collection of observations and data analysis. 

Nevertheless, each of the authors cited has attempted 
to articulate his conceptualization of borderline patients 
and in so doing has implied either his agreement or dis- 
agreement with others. Taken in their entirety, these vari- 
ous views reflect the present clinical opinion about these 
patients. Any attempt by researchers to reliably define 
borderline patients should encompass these major clini- 
cal impressions. In this review, the most common and 
distinguishing characteristics will be identified, and a ra- 
tional guide for standardizing clinical criteria for diag- 
nosing borderline patients will be offered. 


METHODOLOGICAL PROBLEMS 


There are essentially three types of descriptive ac- 
counts: symptomatic and behavioral observations, psy- 
chodynamic formulations, and psychological test find- 
ings. Although these sources of descriptive data are 
parallel, they seldom seem touched or influenced by each 
others proximity. This independence, or ignoring of 
: other sources, arises in part from the different contexts in 
which the observations are made and reported. Symptom 
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and behavior observations tend to be published in the 
psychiatric literature and are the purview of clinical re- 
searchers and of those involved in residential treatment. 
Psychodynamic formulations frequent the psycho- 


analytic literature and usually are developed within indi- 


vidual psychotherapeutic office practice. Finally, the psy- 
chological literature contains the accounts made of the 
borderline patient by psychologists who have adminis- 
tered controlled clinical testing procedures. In addition, 
the independence of these three groups no doubt grows 
out of a traditional suspicion each group holds for each 
other's methodologies. In any event, the psychologist 
tends to focus upon intrapsychic structure, the psycho- 
analyst upon theory and therapy, and the general psychi- 
atrist upon diagnosis, prognosis, and outcome. 

Clearly, the amount of structure provided by a setting 
in which the borderline phenomenology is observed will 
influence how these patients are described. For example, 
clinicians using psychoanalytic techniques and psycholo- 
gists using the Rorschach test agree in emphasizing the 
major ego defects and primitive intrapsychic mechanisms 
and thinking found in these patients. Yet clinicians ob- 
serving these patients in structured hospital settings or 
evaluating them with structured interview techniques 
emphasize their stable personality features and inter- 
personal patterns. Certainly the broad agreement among 
authors from all persuasions (4, 21, 22, 27, 29, 31-33, 
35, 37, 39-41, 43, 50, 51) about the borderline patient's 
proclivity for regression in unstructured settings draws 
attention to the critical need to define the context in 
which the observations and descriptions of the border- 
line patient are being made.. This. propensity to regress 
when structure is low becomes an important and perhaps 
pathognomonic criterion for defining any sample of bor- 
derline persons. 

The circumstances that lead the borderline person and 
his evaluator to meet are also important. For example, 
there appears to be a remarkable contrast between bor- 
derline outpatients voluntarily seeking treatment and 
borderline inpatients, who may be referred by others for 
treatment. A comparison of the observations made by 
Hoch and Cattell (17) with those made by Grinker and 
associates (30), the only authors whose descriptive data 
were collected in a systematic manner, sheds light on the 
influence of sample selection upon the conclusions 
reached about borderline patients. " 

Both research groups viewed schizophrenia as a dis- 
tinct pathological condition and selected borderline 
patients who were free of overt schizophrenic symptom- 
atology, such as clear-cut delusions and hallucinations, 
on the basis of their history and mental status exam- 
ination. Hoch and Cattell further limited their sample to 
patients who presented mainly severe psychoneurotic 
symptoms, but who, on closer evaluation in psycho- 
analytic therapy and eventually in hospitals, revealed pri- 
mary signs of schizophrenia in their thinking, feelings, 
and physiological functioning. Grinker and associates, on 
the other hand, selected patients on the basis of good 
functioning between hospitalizations and the presence of 
an ego-alien quality to any psychotic behavior. The diag- 


nosis of borderline was made on outpatients, who were 
then hospitalized for participation in a prospective study. 
Thus Grinker and associates chose as their sample sub- 
jects with good premorbid features, and hospitalization 
was not a clinical necessity but rather for research pur- 
' poses. It is not surprising, then, that their sample showed 
rare psychotic phenomena and developed virtually no 
schizophrenia during a five-year follow-up (52). In con- 
trast, slightly more than one-fourth of Hoch and Cattell's 
hospitalized population later developed manifest schizo- 
phrenia (53). 

It is clear that the initial selection of samples influ- 
enced the conclusion that Grinker and associates reached 
that borderlines and schizophrenics have separate 
and distinct disorders while Hoch and Cattell concluded 
that their patients were a subgoup of schizophrenics. It is 
somewhat like packing a suitcase and then being sur- 
prised later to find what is in it when it is opened.' Most 
authors choose to regard borderline patients as a group 
somewhere between, and perhaps including, both of these 
extremes. Thus the need for hospitalization is a critical 
variable in, comparing samples. Borderline patients who 
are referred for hospitalization because of severe symp- 
toms would be expected to be more disordered than those 
functioning as outpatients. 

In summary, we have cited four major variables to be 
considered in any descriptive account of borderline 
patients: who 1s describing them, the methods used to col- 
lect descriptive data, the context in which the patients 
were observed, and how the sample was selected. Each 
has an important impact on the resulting description of 
borderline patients. - 

What follows is a sélective review of the literature cov- 
ering three major descriptive conceptualizations of the 
borderline: first, the literature on symptoms and behav- 
ior; second, the psychological test literature; and third, 
the analytic literature as it views ego functioning. 


SYMPTOMS AND BEHAVIOR 


In the descriptive behavioral and symptom literature 
for borderlines, a number of characteristics are repeat- 
edly mentioned that can be grouped under the general 
headings of affect, behavior, and psychosis. Among the 
studies that have considered the behavior and symptoms 
bf borderlines, the study by Grinker and associates (30) 
deserves special citation as the only prospective, system- 
atic onc. Despite the slanted selection of patients in that 
sample, the findings must be considered as the marker 
against which all other reports should be measured. It is 
thus of special value to compare the findings of Grinker 
and associates with those other descriptions based on 
purely clinical impressions. 


'Grinker and associates noted that Hoch and Cattell tended to include 
more clearly schizophrenic symptoms in their later definitions of 
pseudoneurotic patients. Dyrud (32) has commented that Grinker and 
associates may have too readily dismissed the relationship between bor- 
derline and schizophrenic patients. 
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Affect 


Of the four prevailing characteristics that Grinker and 
associates found in their borderline patients, two were 
qualities of affect. 

1. Anger. “Expressed more or less directly to a variety 
of targets, anger seems to constitute the main or only af- 
fect that the borderline patient experiences” (30, p. 90). 
The expression of this anger—or the defenses against it— 
are a major discriminating feature used to identify four 
separate subgroups of borderline patients. 

2. Depression. “Not the typical guilt-laden, self-accu- 
satory, remorseful 'end-of-the-rope' type, but more a 
loneliness as the subjects realize their predicament of 
being unable to commit themselves in a world of trars- 
acting individuals" (30, p. 91). Grinker and associates 
pointed out that this depression was not present in their 
healthiest borderline group, which suffered instead from 
a clinging, childlike, anaclitic depression. 

These conclusions by Grinker and associates are given 
substantial albeit inconsistent support by others. Some 
authors have noted the prevalence of anger but do not 
mention depression (21, 33), and vice versa (17, 36, 54). It 
seems likely that the confusion over the qualities of affect 
is traceable to at least two major sources. First, there is 
confusion about whether one is describing affects the 
patient presents with, affects that are covert, or affects 
that emerge in treatment. Second, as some authors have 
noted, the borderline patient's anger and depression have 
peculiar qualities. 

. How these two sources of confusion influence the de- 
scriptions of borderline affects becomes apparent when 
one examines some of the statements about depression in 
the literature. For example, there are frequent qualifying 
phrases used by those clinicians who note a pre- 
dominance of depression. Cary (29) has noted that the 
borderline patient is characterized by a “‘sense of futility 
and pervasive feelings of loneliness and isolation” that he 
says do not constitute a “true” depression. Hoch and 
Cattell (17) stated that they found frequent secondary de- 
pressions due to the persistent illness in their pseudo- 
neurotic patients, but that primary depressions were in- 
frequent. Kernberg (23) noted the prevalence of 
depressive-masochistic character traits in some of his 
borderline patients but differentiated these from depres- 
sive symptoms. Further, he advised that depression ‘‘as a 
symptom should not be used directly as an indicator of 
borderline personality organization" but suggested that 
only severe depression approaching psychosis in the form 
of “ego depersonalization" should be a presumptive in- 
dicator for a diagnosis of borderline personality. Gruene- 
wald (55) commented that there is often a “covert” de- 
pression that emerges later. Chessick (56) described a 
chronic “existential despair” in borderline patients. 

Anger is less controversial than depression. Many au- 
thors have noted a prevailing anger in borderline 
patients. This one feature seems to have been used pro- 
gressively to discriminate borderlines from the original 
description of the “as 1f" personality (3, 30) and from 
"schizoid" personalities (29), where withdrawal from 
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frustration is considered more characteristic. One au- 
thor (57) felt that the borderline patient's anger is so 
prominent that he suggested changing the name to 
"choleric." Despite the apparent agreement about the 
prevalence of anger, such a broad range of behaviors is 
cited as being "angry" that a high degree of inference 
may be required. Some examples are hostility (50), rage 
reactions (31, 49), acting out (3), self-destructiveness (23, 
31, 33, 58), detachment (59), mutism (33, 57), and de- 
mandingness (29, 57). Several authors have said that 
anger is not a presenting theme but one that emerges in 
the course of treatment (42, 50, 59). Kernberg (23) and 
Meza (57) speculated about excessive aggressive drive, 
while Modell (38) saw the anger as “mostly defensive.” 

In contrast, several authors have regarded anxiety 
as the typical affect shown by their patients. Hoch 
and Cattell (17) gave this anxiety the status of a “‘de- 
fining secondary diagnostic symptom." Although oth- 
ers (23, 32, 41, 47, 49) have also commented on anxiety 
in borderline patients, it is difficult in most instances to 
know if they are describing a symptomatic problem 
among borderlines or are making an inference based on a 
theoretical role given anxiety in personality theories. 

Finally, another term frequently applied to borderline 
patients is anhedonia (32). In fact, there is considerable 
agreement that they lack a capacity for pleasure and 
rarely experience truly satisfied feelings. Their anhedonia 
has been discussed in terms of borderline dysphoria, un- 
happiness (47, 60),- anguish (56), and lack of tender- 
ness (3, 38). 

In summary, the affective state of borderline patients is 
characterized by the prominence of anger and depression 
plus varying degrees of anxiety and anhedonia. If a gen- 
eralization can be made, it is that these patients are not 
flat in their affect tone; they tend, in fact, to experience 
intense and variable affects, although this does not seem 
to include the experience of pleasure. 


Behavior 


Much of the literature on the treatment of borderline 
patients describes behavior during therapy, especially 
during hospitalization. Here we are interested in those 
behaviors which characterize borderline patients when 
they come for evaluation and that would therefore be 
used as criteria for making the diagnosis of borderline 
and in planning treatment. This is an important issue, 
since there may be a typical and highly distressing behav- 
ioral regression following hospitalization whose active 
prevention may be required from the start (21, 29, 31, 
33, 35, 50, 61). Within the repertoire of hospital behav- 
iors, such acts as window breaking, wrist slash- 
ing (31, 33, 58), and repeated overdosing (50, 62) emerge 
as quite specific to this kind of patient. 

One historical factor, which led psychoanalysts to the 
conception of and interest in borderline patients as a dis- 
tinct entity, was the discovery that many patients who by 
their histories and demeanors seemed relatively healthy 
underwent regressions on the couch. This disparity be- 
tween good social behavior and poor intrapsychic struc- 
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ture has been mentioned repeatedly by both ana- 
lysts (18, 48, 63, 64) and psychologists (28, 60, 65). What 
is meant by good social behavior seems to be good ap- 
pearance and manners combined with superficial inter- 
personal relationships, and— more surprisingly-—good 
functioning at work (12, 36, 42, 48, 60, 66, 67). The latter 
is surprising because this impression is noted almost in 
passing by many writers despite its apparent conflict with 
the behavioral record the patients have elsewhere in their 
lives. Schmideberg (47) took exception to this view. She 
described her borderline patients as marginal and tran- 
sient in their work histories and cited their “sense of en- 
titlement" as a source of their work problems. Grinker 
and associates summarized their follow-up data by 
saying, “Although gainfully employed and largely self- 
sufficient economically, the facts suggest that the group 
was occupationally and academically static at a fairly 
low level” (30, p. 132). Frosch (12, 66) noted that a bor- 
derline person may have a surprisingly stable work 
record when he is employed in a highly structured envi- 
ronment. 

The characteristic most frequently and consistently as- 
cribed to the behavior of borderline patients is that of im- 
pulsive and self-destructive acts. '"'Self-destructive" is 
used here to indicate a broad range of behaviors whose 
result is self-destructive although their intent or purpose 
is not. Examples include sexual promiscuity and per- 
versions in search of affection (56, 68), self-mutilation 
with the goal of object manipulation (58, 61) or estab- 
lishing self-identity (66), and addiction in search of es- 
cape (15, 32). Generally, borderline patients do not re- 
gard these behaviors as self-destructive, self-degradative, 
or guilt provoking. Although relatively little of the litera- 
ture on borderline patients has dealt with actual suicide, 
repeated suicidal gestures and threats have been 
noted (50, 54, 57) and specific manipulative behavior at- 
tributed to such patients (69, 70). 

Diverse sexual problems are attributed to borderline 
persons, but there is little agreement on their prevalence. 
Certain authors have noted a preoccupation with 
sex (17), and others have described polymorphous per- 
verse sexuality (17, 23, 35, 46). Some authors (3, 12) have 
even included within the borderline category most per- 
sons with specific sexual deviances. Greenson (35) noted 
a "prominence of organ pleasures at the expense of ob- 
ject relations” among this group. Several au- 
thors (17, 41, 42) believe that these behaviors reflect a ba- 
sic confusion in the sexual identity of the individuals. 

The presence of obvious behavioral disturbances in a 
variety of spheres including drug use and sexual deviance 
often causes the borderline diagnosis to overlap with vari- 
ous character problem diagnoses in which chronic acting- 
out patterns such as antisocial, addictive, alcoholic, and 
homosexual behavior are seen. Because of this, Kern- 
berg (71) has argued for a new classification of character 
types based upon what he believes are more fundamental 
personality features than behavior. He and many others 
have included a number of specific character disorders 
within the broader diagnostic category of borderline syn- 
drome (21, 38, 41, 46, 47, 54, 68). Jan Frank (35) has sug- 


gested that various acting-out behaviors provide outlets 
for. many persons now diagnosed as borderline who pre- 
viously would have become overtly schizophrenic. He 
and others (71, 72) believe that inadequate impulse con- 
trol is the dominant ego defect 1n these persons. 

One concludes that in considering the behavioral evi- 
dence for the diagnosis of Borderline, a clinician should 
not be deterred by the presence of a stable work history 
or superficial social adequacy but should examine other 
areas, where he may often find evidence of impulsive sex- 
ual, drug-taking, or other activities whose results are self- 
destructive even though the patient's intent or purpose is 
not. 


Psychosis 


While there has been general agreement that border- 
line syndrome is a stable personality disorder (12, 23, 
30, 33, 38, 39, 47), there is also widespread recognition 
that a number of these patients may develop psychotic 
symptoms (1, 17, 36, 39, 45, 46, 49, 51, 66, 73). Indeed, as 
indicated earlier, the borderline person's capacity to de- 
velop regressive psychotic symptoms may be a pathog- 
nomonic feature. Weiner would seem to concur with this 
conclusion in his review of the literature (28). However, 
there is a consensus that when psychoses do occur, they 
have the following differential features: 1) stress re- 
lated (21, 23, 36, 43, 49, 68), 2) reversible (21, 30, 41, 49), 
3) transient (12, 15, 30, 49), 4) ego-alien (1, 12, 30), and 
3) unsystematized (23, 29, 30, 43, 45, 60, 74). Numerous 
authors have used some or all of these features to differ- 
entiate borderline psychoses from the psychoses of schiz- 
ophrenia and other disorders (21, 23, 29, 30, 38, 45, 
54, 66). Thus there is general agreement as to absence of 
stable or clear delusions or hallucinations, with only a 
few dissenting opinions (17, 33). Some authors have pos- 
tulated that the borderline's psychoses occur in response 
to intolerable rage (29, 30, 41, 73). 


Interestingly, despite the consensus about the vulnera- - 


bility of certain borderline persons to psychotic-like epi- 
sodes and regressions, only a few authors have viewed 
this as an essential feature of the borderline syn- 
drome (1, 12, 45, 73, 75). Most authors have hastened to 
note that the occurrence of psychoses is the exception, 
not the rule (23, 29-31, 39, 46, 76). A few have taken a 
determined position that psychoses do not occur at all in 
borderline persons (33, 50, 63). At the opposite extreme, 
Hoch and Cattell (53) found that the psychoses in their 
sample of pseudoneurotic schizophrenic patients were 
not necessarily transient and reversible. A more recent 
report (77) suggested that the psychoses of this group 
cannot be differentiated from those of schizophrenics, 
and another (46) reported that they are brief and rare. 
This last report would thereby place pseudoneurotic 
schizophrenia within the mainstream of thought about 
psychoses among borderline persons. 

There have also been widespread references to the 
similarity between the psychotic thought processes of 
borderline and schizophrenic persons. Some borderline 
persons demonstrate fears of being controlled (17), ideas 
of reference (38), externalization (1, 56), and other para- 
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noid tendencies (12, 23, 56). Some writers have noted 
that they have vividiy loose associations and other 
symptoms of formal thought disorder. For example, 
Knight (1) stated that loose associations can be detected 
by use of the Rorschach test and free-associative inter- 
views. On the other hand, Grinker and associates (30) 
emphasized that they found no looseness of associations. 
(However, they did not use projective tests or free- 
associative interviews in their assessment of their 
patients.) Hoch and Cattell (17) took an intermedizte 
position, stating that "approximate" or "parallel" 
associations are frequent. Thus there is little. agree- 
ment among clinicians about the presence of thought 
disturbances in borderline persons. Some say there 
are none (23, 30), while others say there are many (1, 47, 
50, 65, 73). 1t is clear that these differences result from 
problems in defining and assessing thought disorder 
as well as from the methodological problems cited 
earlier. 

Some authors have underscored the frequent occur- 
rence of disturbed states of consciousness. These peculiar 
ego states, which were first described by Deutsch (3), 
have been variously categorized as depersonalization, 
dissociation, and  derealization (23, 29, 36, 45, 61, 66). 
They have been called borderline "states," to be differ- 
entiated from borderline "personalities," These states are 
seen as responses to anxiety (66), depression (23), and 
rage (29) and as prepsychotic experiences (3). 

Separate from the purely clinical literature already 
summarized, a literature grew in the 1960s that recog- 
nized a vulnerability among borderline persons to 
psychoses when exposed to pharmacological stress, 
namely, that produced by marijuana (78), LSD (68, 79), 
and mescaline (68). These reports suggest that the bor- 
derline person is unique in his sensitivity to pharmacolog- 
ical stress. This special sensitivity or vulnerability seems 
to support Schmideberg's often quoted characterization 
of the borderline personality as “stably; unstable” (47). 

From the many foregoing clinical reports, which very 
in their positions on whether psychoses occur among the 
borderline group, a series of clinical questions arise: Do 
all borderline persons have a vulnerability to psychosis 
even if they are not psychotic when assessed? Are most 
borderline persons free from psychosis throughout their 
life despite such a vulnerability? Clinicians are uncertain 
and divided over these issues. Grinker and associates (30) 
contended that psychoses occur in only one subgroup of 
borderline persons. Equally important, they are the only 
authors who have attempted to identify subgroups of bor- 
derlines who they contend will not develop psychoses. 
Other authors have implied or hinted that many or even 
most borderline persons could develop psychoses, given 
properly stressful circumstances. Parallel issues con- 
cerning the extent and type of their reality testing and the 
nature and type of their cognitive style will be considered ' 
in a later section of this paper. 

To conclude, reports in the clinical literature generally 
agree that an undetermined number of borderline persons 
do develop psychoses in stressful situations. Moreover, 
when such psychoses occur, they are characterized by 
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their limited symptoms and limited duration. There are, 
however, few actuarial data on the prevalence of vulnera- 
bility to psychosis among borderline persons. Some au- 
thors have suggested that dissociative states may be quite 
marked in these patients. 


INTRAPSYCHIC PHENOMENA 


The psychological test literature devoted to character- 
izing borderline patients has generally been in agreement 
that they demonstrate ordinary reasoning and responses 
to structured tests such as the Wechsler Adult In- 
telligence Scale (WAIS), but that less structured tests 
such as the Rorschach reveal deviant thought and com- 
munication processes (27, 28, 43, 60, 74, 80-83). As in 
the clinical literature, most articles on which this con- 
clusion is based are impressionistic. Their many method- 
ological issues require attention before this broadly held 
viewpoint is accepted (6). The seminal contributions were 
made by Rorschach, Rapaport and associates, and Scha- 
fer, with subsequent authors generally being content to 
add confirmatory evidence. 

Rorschach (5) and later Rapaport and associates (8) 
used the terms "'fabulizing, combinatory, and con- 
fabulated" thinking to describe the propensities of bor- 
derline persons to overspecify secondary elaborations of 
their associations and to combine and reason oddly. They 
are prone to reason circumstantially rather than logi- 
cally. Their separate perceptions tend to become inter- 
mingled and related simply because they occur close to- 
gether in time or space. Borderline persons read more 
affective elaboration into their perceptions than others 
can validate, i.e., they tend to add too much and too spe- 
cific affective material to simple perceptions. Other per- 
sons then have trouble accepting this affective meaning, 
although they might accept the same basic percept that 
the borderline person sees. 

Rorschach, in 1921 (5), was the first to call attention to 
some seemingly adequately functioning persons whose 
responses to inkblot tests resembled those given by schiz- 
ophrenic patients. He applied the term latent schizo- 
phrenic to those persons who had average surface be- 
havior but Rorschach test features in common with 
schizophrenics, such as self-references, belief in the real- 
ity of the cards, scattered attention, variability in quality 
of ideas, and absurd and abstract associations. 

It was Rapaport and associates (8) who first described 
the borderline person's intact performance on the WAIS 
and a pervasively odd Rorschach record; this has sub- 
sequently become an almost axiomatic diagnostic rule 
for later writers presenting single case studies. Although 
these authors defined two groups of what they called pre- 
schizophrenics, namely, the coarctated group and the 
overideational group, it has been largely the over- 
ideational borderline patient who is referred for psycho- 
logical testing and upon whom subsequent literature has 
concentrated. Stone and Dellis (74) reiterated Ror- 
schach's observation about the disparity between social 
functioning and thinking. They went on to confirm in a 
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prospective study (74) Rapaport and associates' finding 
of a discrepancy between the Rorschach test and the 
WAIS in their evidence for pathology in borderline 
patients. : 

Schafer (82) introduced a third distinguishing feature 
about the disturbed thinking of borderline patients when 
he suggested that they are more comfortable about their 
bizarre and distorted thinking than are schizophrenics. 
Although Schafer's finding seems to differ from the gen- 
eral 1mpression in the clinical literature that psychoses 
are ego-dystonic, it was later repeated in a report by 
Fisher (60). 

In an interesting report DeSlullitel and Sorribas (84) 
compared the Rorschach test results of normal subjects, 
borderline persons, and creative artists. They found that 
the negative unpleasant content within “‘fabulized com- 
bination" responses by borderline persons distinguished 
them from the creative artists, who presented positive 
content within similar types of responses. 

Gruenewald (55) reported on psychological test bat- 
teries given to 10 of Grinker and associates’ original 51 
borderlines five or more years after their discharge. She 
noted that based solely on test results, 2 would have been 
dizgnosed as schizophrenic. However, when these data 
were combined with other information, the results were 
consistent with the borderline diagnosis and fit within the 
subgroups Grinker and associates had derived. She noted 
thet “maladaptive primary process manifestations" were 
sometimes present in thought content and organization. 
Unfortunately, she made no mention of any discrepant 
functioning on individual tests. 

[n summary, borderline persons are believed to con- 
nect unrelated percepts illogically, overelaborate on the 
affective meaning of percepts, and give circumstantial 
and unpleasant associations to the Rorschach inkblots. 
This disturbed thinking may be more flamboyant and 
more ego-syntonic than that found among schizophrenic 
persons. Yet such borderline persons are reported to 
function adequately on the WAIS, showing few or none 
of ihe ideational deviances. 


EGO FUNCTIONS 


There are various ways to assess and classify ego func- 
tions. Thus it is difficult to select from the literature com- 
parable descriptions of specific ego-function character- 
istics of borderline persons. However, two functions do 
emerge as particularly relevant to this group, namely, 
reality testing and interpersonal relationships. While the 
latzer remains almost solely within the purview of clinical 
impressions, several approaches to evaluating reality 
testing have been made. 


Reality Testing 


Any discussion of psychosis is based upon the concept 
of reality testing. Frosch (12, 40) has stated that an in- 
tactness in reality testing differentiates borderline per- 
sons from schizophrenics. Distinguishing among reality 
testing, sense of reality, and relationship to reality, he 


concluded that borderline and psychotic persons share a 
poor sense of reality and relationship to reality, but that 
the barderline person can test out his experiences 
whereas the psychotic cannot. In a panel report on the 
“as if" personality, a similar conclusion was reached 
about this subgroup of borderline persons (85). This posi- 
tion is akin to the frequent comments of several authors 
that borderline persons, when compared to schizophren- 
ics, have more distance from their psychotic experiences 
and regard the episodes as ego-alien or ego-dystonic. Zet- 
zel (21) added a twist to Frosch’s viewpoint by stating 
that it is the capacity to reverse impaired reality testing, 
given a good situation (in treatment), that distinguishes 
borderline persons from schizophrenics. 

A number of authors seem to agree with Frosch that 
reality testing is generally maintained in borderline per- 
sons (23, 30, 85). Wolberg (85) has stated that the reality 
distortions that do occur are defensive in nature and that 
the borderline person’s actual perception of reality is al- 
ways extant. However, Kernberg (51) has noted that **un- 
der special circumstances—severe stress, regression in- 
duced by alcohol or drugs, or transference psychosis"— 
they may lose this capacity. Kernberg and others have 
noted that these patients are prone to develop psychotic 
transference reactions. Of course, unless this feature is 
cited in the patient's history, it would not be of use in an 
initial diagnostic evaluation. Authors using psychological 
tests have assigned relatively greater importance to the 
vulnerability of the borderline person's reality testing to 
stress (31, 43, 60). Knight (1) noted the borderline per- 
son's inability to distinguish between dreaming experi- 
ences and reality. Hoch and Cattell (53) later drew a sim- 
ilar conclusion about the impairment in reality testing in 
their group of pseudoneurotic schizophrenic patients. 

A number of authors have emphasized that reality test- 
ing should not be viewed as a phenomenon that one has 
or does not have but, rather, that there is a spectrum of 
reality testing (1, 16, 38, 50). Modell (38) and others (21, 
23) have discussed the borderline person's reality test- 
ing problems in the context of self-object differentiation. 
Modell noted, 


The testing of reality depends upon the fact that in the ego's 
growth a distinction has been made between self and object 
.... there are degrees of alteration of this function of testing 
reality that correlate with the degree to which self and object 
can be differentiated . . . . the borderline transference is based 
on a transitional object relation where there is some self-ob- 
ject discrimination, but where this discrimination is imper- 
fect. (38, p. 228)? 


Such a graded view of reality testing helps to reconcile 
certain discrepancies noted earlier among authors who 
have presented contradictory views of reality testing in 
borderline persons. 

As Hurvich (86) has pointed out, there is a need for 
quantifiable measurements of this ego function, which 
could be used to evaluate whether and to what extent im- 


"Burnham (61) has suggested that borderline patients frequently have 
pets or toy animals. 
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pairment exists. Although Grinker and associates (30) in- 
cluded “relation to reality" as one of the seven ego func- 
tions they intended to evaluate in their borderline 
patients, they did not include any instruments to measure 
this directly. Their evaluation was based on behavior that 
was generally labeled as "positive" or "negative" and 
upon ratings of perception devised from global judg- 


ments of the patient's awareness of self, others, time, 


events, and things. These assessments did not give any 
consideration to latent vulnerability to disruptions in 
reality testing. Further, their validity as reflections of 
reality testing is not always obvious. Grinker and 
associates seemed aware of these problems and did not 
draw any definite conclusions about the relationship 
to reality and the capacity for reality testing in their 
sample. Until instruments or methods of measuring real- 
ity testing are developed, the literature on borderline per- 
sons will continue to reflect the ambiguity of the concept, 
and clinical impressions will be subject to the unstated 
and therefore unknown biases of the researchers. 

At this time the consensus is that there is a definite im- 
pairment of reality testing in borderline persons, but it is 
not as severe as that in psychotic persons and, under most 
circumstances, is not apparent. 


Interpersonal Relationships 


A number of authors have pointed to borderline 
patients’ style of relatedness as the most distinguishing 
diagnostic feature of this group. Zetzel (21) said that for 
the borderline patient in particular, "the kind of doctor- 
patient relationship that is established may prove to be a 
crucial factor in reaching a definitive diagnostic eval- 
uation.” This relationship is best illustrated by the fol- 
lowing observations. 

A frequently cited feature of the borderline patient’s 
object relationships is a predictable superficiality and 
transiency (30, 32, 60,87). Fisher (60) suggested that 
“superficiality in relationships" distinguishes borderline 
patients as a group from neurotic patients. Knight al- 
luded to this somewhat differently by noting, "Other ego 
functions, such as conventional (but superficial) adapta- 
tion to the environment and superficial maintenance of 
object relationships, may exhibit varying degrees of in- 
tactness"' (1, p. 6). This echoes the observation made ear- 
lier about the borderline person's surprising capacity for 
adequate social functioning but adds that this apparent 
behavioral normality may depend on superficiality. Dy- 
rud (32) commented that case material cited by Grinker 
and others demonstrates more than anything else the re- 
markably short sequences of interactive behavior that 
these patients are capable of maintaining. 

This quality of superficiality and transiency is sup- 
ported and explained in some measure by the original 
formulations of the “as if" personality by Deutsch (3). 
Deutsch described the borderline person's interpersonal 
relationships as “plastic” and “mimicry.” She stated that 
the "essential characteristic is that outwardly he con- 
ducts his life as if he possessed a complete and sensitive 
emotional capacity." Eventually, the absence of real 
emotional responsiveness leads to repeated dissolution of 
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relationships. This disparity between adequate superficial 
relatedness and inadequate internal relatedness has been 
used to characterize borderline patients more gener- 
ally (29, 30, 48-50, 60, 80). It may be attributable to a 
lack of coherent self-identity, which Grinker and asso- 
ciates (30) found in their sample and which other authors 
have also noted (1, 21, 23, 45, 49, 56, 66). 

In contrast to the recurrent theme that borderline per- 
sons’ interpersonal relationships are superficial and tran- 
sient 1s the claim that they are prone to form intense, 
clinging relationships. Adler (31) stated that their *read- 
iness to form rapid, intense, engulfing relationships" is 
what differentiates them from schizoid and schizophrenic 
persons. Similarly, Modell (38) stated, "My principal 
reason for considering this group homogeneous is that 
they develop a consistent and primitive form of object 
relationships in the transference." Grinker and asso- 
ciates (30) referred to this when they cited as one of the 
four identifying characteristics of borderlines “a defect in 
affectional relationships. These are anaclitic, dependent, 
or complementary, but rarely reciprocal." These ac- 
counts of borderline persons' intense relationships are 
underscored by the consensus that their initial relation- 
ships with therapists are dependent and demanding (12, 
21, 23, 29, 31, 38, 50, 76). In addition, many authors 
have noted that the intense therapeutic relationship is 
characteristically devaluative and manipulative (21, 31, 
38, 50, 57). The emergence of such angry behaviors may 
in turn lead to the repeated disruption of such close rela- 
tionships (49, 50, 57). These qualities of the border- 
line person's close relationships may not be immediately 
discernible. Houck (50) pointed out that this initial de- 
ception can lead to later problems for unsuspecting 
therapists. 

Thus in their everyday relationships borderline persons 
relate in a fairly normal but superficial and transient 
manner, while in their close relationships they become in- 
tense, dependent, and manipulative. In any event, these 
individuals are actively involved with other people and 
are not particularly socially withdrawn. 


SUMMARY 


In this paper we have surveyed the large literature of 
descriptive accounts of borderline patients. Within the 
major variations in these accounts we have attempted to 
identify certain themes and prevailing clinical impres- 
sions. We have discussed the four methodological issues 
that significantly influence the resulting descriptive ac- 
counts. Taking these methodological issues into account, 
we have identified a number of features that most of the 
authors believe seem to characterize most borderline per- 
sons. These features are as follows: 

l. The presence of intense affect. It is usually of a 
strongly hostile or depressed nature. The absence of flat- 
ness and pleasure and the presence of depersonalization 
may be useful in differential diagnosis. 

2. A history of impulsive behavior. This may take 
many forms, including both episodic acts (e.g., self-muti- 
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lation, overdose of drugs) and more chronic behavior pat- 
terns (e.g., drug dependency, promiscuitv). Often the re- 
sult of these behaviors is self-destructive although their 
purpose is not. 

3. Social adaptiveness. This may be manifested as good 
achievement in school or work, appropriate appearance 
and manners, and strong social awareness. However, this 
apparent strength may reflect a disturbed identity 
masked by mimicry, a form of rapid and superficial iden- 
tification with others. 

4. Brief psychotic experiences. These are likely to have 
a paranoid quality. It is felt that this potential is present 
even in the absence of such experiences. The psychoses 
may become evident during drug use or in unstructured 
situations and relationships. 

5. Psychological testing performance. Borderline per- 
sons give bizarre, dereistic, illogical, or primitive re- 
sponses on unstructured tests such as the Rorschach, but 
not on more structured tests such as the WAIS. 

6. Interpersonal relationships. Characteristically, these 
vacillate between transient,.superficial relationships and 
intense, dependent relationships that are marred by de- 
valuation, manipulation, and demandingness. 

These six features provide a rational basis for diagnos- 
ing borderline patients. The criteria can be readily as- 
sessed during an initial evaluation. Further research is 
under way to evaluate the relative frequency and dis- 
criminating value of each of these features. From these 
studies a reliable system of diagnostic criteria can de- 
velop. It is hoped that such prestated and standardized 
means of identifying borderline patients will permit bet- 
ter treatment planning and clinical research on these 
patients to proceed. 
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Alcohol Use in the Army: Patterns and Associated Behaviors 


BY JOHN F. GREDEN, M.D., SINAI I. FRENKEL, PH.D., AND DONALD W. MORGAN, M.D., D.M.SC. 


The authors assessed by questionnaire the alcohol use of 
1,873 U.S. soldiers in the United States and Viet Nam. 
According to operational definitions based on total ethyl 
alcohol consumption and several behaviors associated 
with drinking, 7 percent were classed as alcoholics, 5 
percent as borderline alcoholics, and 24 percent as 
potential alcoholics. Contrary to popular stereotypes, 
there was a disproportionate number of younger and 
lower ranking soldiers in these three groups; there was 
also a positive relationship between drinking and use of 
illicit drugs across groups. The authors state that future 
studies of alcohol use should include determinations of 
total ethyl alcohol intake to permit generalizability of 
their results. 


ALCOHOL USE AMONG SOLDIERS has caused periodic con- 
cern throughout modern military history. In 1895, for ex- 
ample, the Report of the Surgeon General of the Army 
reflected the disturbing facts that “17 [military] posts had 
more than 10 percent of their average strength under 
medical care for drunkenness” and that the hospital ad- 
mission rate for alcoholism was ‘41.43 per 1000 
strength” (1, p. 2). However, assessment of alcohol-re- 
lated "costs" has always been complicated by the paucity 
of accurate prevalence data (2, 3). Official therapeutic re- 
sponse to the alcohol problem has fluctuated, perhaps in 
correlation to these deficiencies of information. Summa- 
rizing earlier studies, Fiman and associates (4) stated that 
"preventive and treatment programs under medical aus- 
pices have not been systematically developed, although 
from time to time there have been programs in each 
branch of the military." 
In the late 1960's, as part of the research response to 
a developing patterns of illicit drug use, there was greater 
investigation of alcohol use among military personnel. 
The findings of these studies precipitated renewed inter- 
est in alcoholism research, treatment, and outcome eval- 
uation. In 1972, this burgeoning concern culminated in 
the establishment of a major Army-wide program to 
counteract alcohol abuse (5-7). In support of this pro- 
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gram, we initiated an epidemiological study of basic pat- 
terns of alcohol and illicit drug use among two popu- 
lations of functioning soldiers—one in the United States 
and one in the Republic of Viet Nam (South Viet Nam). 
Specifically, this paper emphasizes operational defini- 
tions of groups of alcohol users based on drinking pat- 
terns and correlated behaviors and examines prevailing 
hypotheses about military drinking patterns. 

The traditional stereotype of the military problem 
drinker seems to have been one of a middle-aged senior 
enlisted man. According to West and Swegan (2), a ma- 
jor dilemma for commanders was the **40-year-old mas- 
ter sergeant with 17 years of honorable service, who has 
passed across the vague borderline between heavy drink- 
ing and chronic alcoholism, and who now is becoming 
less effective but is still a valuable person." Fiman and 
associates (4) and Cahalan and associates (8) provided 
some documentation for this stereotypic profile. Cahalan 
and associates also identified the factors of being single, 
separated, or divorced and having less than a high school 
education as significant correlates of heavy drinking, but 
they did not find race to be a definitive factor. 

Another behavior examined in a variety of reports on 
both civilian and military populations is the association 
between illicit drug use and heavy drinking. Despite sub- 
jective disclaimers from both drinkers and drug users 
that the two patterns are unique, a number of studies 
have reported a positive relationship between heavy alco- 
hol use and excessive use of drugs, including meth- 
adone (9-11). 

To consider these various issues, we examined several 
prevailing questions about drinking patterns in the mili- 
tary: Is there any validity for the stereotype of the mili- 
tary problem drinker as a middle-aged senior enlisted 
man? Can a current high-risk typology for functioning 
problem drinkers be formulated? Are illicit drug use and 
alcohol use distinct and separate patterns (as youthful 
drug users in the military have frequently claimed when 
attempting to differentiate themselves from ‘‘juicers”’), 
or do thetwo patterns coexist? 


METHOD 


In July 1972, we simultaneously administered ques- ' 
tionnaires that could be keypunched to active-duty func- 
tioning soldiers in the United States and Viet Nam. The 
U.S. sample consisted of 863 enlisted men at Fort Lee, 
Va.—approximately 4 percent of the total post popu- 
lation. The Viet Nam sample included 1,010 U.S. enlisted 
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men stationed in Viet Nam—approximately 2 percent 
of the total American troop strength in July 1972. Only 
noncombat support troops (responsible for supplying, 
feeding, and maintaining installations and equipment for 
combat troops) were surveyed. In both locations, units 
were chosen randomly from available troop rosters solely 
on the basis of their availability during openings in our 
schedules. Cooperation was excellent: only five individ- 
uals in Viet Nam and two at Fort Lee chose not to partic- 
ipate in this voluntary survey. 

Fort Lee is a military installation of approximately 
15,000 active-duty personnel, located in central Virginia 
near Richmond and two smaller population centers. All 
respondents in the Viet Nam sample were located in the 
three primary areas of troop concentration at the time of 
the survey—Saigon, Long Binh, and Da Nang. 

In both samples, respondents were surveyed in groups 
of 30 to 150 individuals assembled in or near their work 
or classroom areas. Command personnel were absent 
from the survey area during the approximately 20 min- 
utes necessary to complete the form. During the in- 
troduction, we emphasized anonymity and our medical 
research orientation to help establish rapport. Each ques- 
tionnaire consisted of 100 computer-tabulated multiple- 
choice items pertaining primarily to the individual's pat- 
terns of drug and alcohol use, demography, family and le- 
gal history, social and military adjustment, and need for 
treatment. 


Classification Methodology 


Two major factors were employed in the classification 
of respondents into subgroups: total quantity of ethyl al- 
cohol consumed and the absence or presence of several 
behaviors characteristically associated with problem 
drinking. 

To determine the quantity of alcohol consumed, each 
soldier's self-reported typical weekly consumption of li- 
quor, beer, and wine was converted into total ounces of 
ethyl alcohol, the common denomination of alcoholic 
beverages.' The assumptions we used in these conversions 
were as follows: 

1. Hard liquor contains 40 percent alcohol, and a shot 
(1 ounce) equals .4 ounces of alcohol. 

2. Beer contains 5 percent alcohol, and one can (12 
ounces) equals .6 ounces of alcohol. 

3. Wine contains 12 percent alcohol, and one glass (3 
ounces) equals .36 ounces of alcohol. 

The quantities of alcohol.consumed in the form of li- 
quor, beer, and wine were summed to ascertain the indi- 


- vidual’s total weekly consumption of alcohol. In addition 


to this measure, selected behaviors used to define sub- 
groups included several simple items often associated by 
other investigators with drinking: 1) drinking despite pre- 
vious job trouble related to alcohol use, 2) drinking first 

"thing in the morning at least once a week, and 3) drinking 
despite previous trouble in leisure activities.due to alco- 
hol use. 


'In this report any reference to alcohol will mean ounces of ethyl alcohol con- 
verted from beverage alcohol. 
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Operational Definitions 


The samples were arbitrarily divided into the five fol- 
lowing mutually exclusive major groups on the basis of 
total alcohol consumption and related behaviors: i 

1. Alcoholics. This group included those respondents 
who consumed more than 50 ounces of alcohol a week 
(the equivalent of five commercial fifths of hard liquor) 
and those for whom drinking had caused job difficulties. 

2. Borderline alcoholics. All respondents who drank 31 
to 50 ounces of alcohol (the equivalent of three to five 
fifths of hard liquor) were included in this group. 

3. Potential alcoholics. There were three subgroups in 
this category. The first consisted of respondents who 
drank 15 to 30 ounces of alcohol a week. The other two 
subgroups reported drinking less than 15 ounces of alco- 
hol per week: one subgroup reported drinking first thing 
in the morning and the second subgroup reported drink- 
ing currently despite a history of problems in leisure ac- 
tivities due to drinking. 

4. Drinkers. This group included respondents who re- 
ported drinking the equivalent of 1 to 14 ounces of alco- 
hol a week without any history of alcohol-associated 
behaviors mentioned on their responses to the ques- 
tionnaire. ; 

5. Rare or nondrinkers. This group included respond- 
ents who reported that they drank rarely and those who 
totally abstained from alcoholic beverages. 


RESULTS 


There were striking similarities in the percentages of 
respondents falling in each of the nine subgroups for the 
Fort Lee and Viet Nam samples. For example, 4 per- 
cent of each sample reported drinking more than 50 
ounces of alcohol a week and 3 percent described pre- 
vious job trouble due to drinking, but reported that they 
continued to use alcohol. Percentages for each of the 
other seven subgroups were virtually identical for the two 
samples, and chi-square tests revealed no significant dif- 
ferences between the samples or any subgroups therein. 
Because respondents from the Fort Lee and Viet Nam 
samples reported such strikingly similar drinking pat- 
terns, they were combined and analyzed as one group. 

To further simplify presentation, we will present data 
for only the five major groups rather than all nine sub- 
groups. This is done because, as indicated previously, this 
paper focuses on patterns of alcohol use and associated 
behaviors for functioning soldiers in "representative" sit- 
uations, rather than emphasizing comparisons between 
the Viet Nam and U.S. samples. 


Distribution by Groups 


According to our operational definitions, the distribu- 
tion of the combined sample of 1,873 in the five major 
groups was as follows: alcoholics, 7 percent (N « 131); 
borderline alcoholics, 5 percent (N =89); potential alco- 
holics, 24 percent (N 2457); drinkers, 38 percent (N= 
712); and rare or nondrinkers, 26 percent (N 2484). 
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TABLE 1! 
Comparison of Demographic Characteristics Among Operationally Defined Groups of Drinkers 


Borderline 


Potential Rare or Total 
Alcoholies Alcoholics Alcoholics Drinkers Nondrinkers Sample 
(N = 131) (N = 89) (N = 457) (N =712) (N 2484) (N = 1,873) 


A m a a a IEE 8 TTA m e E AM AA n te ti a i i m apee Nyaa HA ai t a a m I AN 


Characteristic 


Age, in years* | 
17-19 42 32 24 27 123 27 150 21 131 27  , 470 25 


20-29 79 60 58 65 278 6i 434 6i 395 61 1,144 61 
30 and over i0 8 7 8 56 12 128 18 58 12 259 14 
Less than high school 
education** 39 30 18 20 91 20 85 12 63 13. 296 16 
Rank*t f 
El-E4 97 74 65 73 320 70 ' 470 66 348 72 1,300 69 
ES-E6 33 25 19 21 110 24 171 24 102 2i 435 23 
E7-E9 i I 5 6 27 6 71 10 34 7 138 8 


*ASx3 chi-square analysis (df 28) showed significant differences among the groups on the variables of age and rank (p« .01). 
F*AS5x2 chi-square analysis (df 24) showed significant differences among the groups on the variable of education (p<.01). 
TRanks EI-E4 include private, private first class, and corporal; E5-E6 indicate sergeant and staff sergeant; and ranks E7-E9 include master’ sergeant, first sergeant, 
sergeant major, and command sergeant major. 


TABLE 2 
Comparison of Drinking Behaviors Among Operationally Defined Groups for the Combined Samples 


Borderline Potential 
Alcoholics Alcoholics Alcoholics Drinkers Total 
(N= 131) (N = 89) (N =457) (N=712)  , (N= 1,389) 

Behavior Number Percent Number Percent Number Percent Number Percent Number Percent 
Began drinking before age 15* 69 33 32 36 132 29 135 19 368 27 
Drinks more since entering Army* 84 64 52 58 210 46 221 3l 567 41 
Spends more than $5 a week on alcohol* 94 72 69 78 169 37 57 8 389 28 
Drinks in morning at least once a week** 39 45 3l 45 114 25 = — 204 3e 
Drinks hard liquor daily* 48 37 36 40 64 14 14 2 162 12 
Misses at least one meal a week because 

of drinking* 63 48 41 46 105 23 64 9 273 20 


* A 4 x 2chi-square analysis (df — 3) revealed significant differences for each of these items across drinking groups (p«.Ol). 
** A 3 x 2 chi-square analysis (df 2) revealed a significant difference across drinking groups (p «.01). 
***This percentage is based on a total number of 677 (rather than 1,389) because the 712 drinkers were excluded on the basis of operational definition. 


Demographic Characteristics 


Demographic characteristics for these five groups are 
given in table 1. Contrary to a common belief in the mili- 
tary, we found that noncommissioned officers over the 


! age of 30 did not comprise a disproportionate percentage 


of the alcoholics and borderline alcoholics. In fact, a pro- 
portionately higher percentage of those under 20 years 
old and with ranks below sergeant were included in the 
groups with the heaviest alcohol consumption. Thirty 
percent of the alcoholics had not completed high school, 
compared with 16 percent of the total population. 

In contrast to reported findings for illicit drug users, 
the demographic variables of race, marital status, and 
hometown population did not significantly differentiate 
among the drinking groups: between 68 and 73 percent of 
each of the groups were Caucasian, a range of 30 to 40 
percent were married, and 37 to 44 percent were from 
towns of greater than 100,000 population. 


Drinking Behaviors 


To determine what types of alcoholic beverages each 
group drank in accumulating. their total alcohol con- 
sumption, the percent. drinking any liquor, beer, and 
wine, respectively, was obtained. Not surprisingly, a 
higher percentage of those designated as alcoholics re- 
ported drinking each of the three beverages (more than 
90 percent were beer drinkers, 85 percent drank hard li- 
quor, and 50 percent drank wine). Borderline alcoholics 
reported almost comparable patterns. Among the re- 
maining three groups, the percent, who consumed any 
hard liquor sequentially decreased, with only 48 percent 
of the drinkers reporting that they drank hard liquor. 

Table 2 presents comparisons of drinking behaviors 
among the groups. The finding that more than half of the 
alcoholics said they started drinking before the age of 15 
was striking; only 19 percent of the drinkers started be- 
fore that age. A higher percent of the alcoholics also re- 
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ported drinking more since entering the Army. Alcohol- 
ics and borderline alcoholics consistently stated that they 
spent more money than the other groups on alcoholic 
beverages. This was, of course, consistent with opera- 
tional quantity definitions. The finding that 28 percent of 
the alcoholics spent less than $5 a week on alcoholic bev- 
erages was initially puzzling, however. This could be par- 
tially explained by the fact that for five American dollars, 
a U.S. soldier in Viet Nam could buy approximately two 
and a half cases of beer or three fifths of liquor, and sol- 
diers at Fort Lee could also purchase liquor at lower 
prices than in the civilian market. Thus, these soldiers 
could consume large quantities of alcohol cheaply. Forty- 
five percent of the alcoholics, 35 percent of the borderline 
alcoholics, and 25 percent of the potential alcoholics 
stated that they took a drink of alcohol the first thing in 
the morning at least once a week. Almost half of the alco- 
holics and borderline alcoholics also reported having 
missed one or more meals in the previous week because 
of drinking. 


Family and Legal History 


To compare drinking patterns with family history, we 
inquired about a variety of intrafamily relationships. Few 
significant differences were found among the groups in 
respondents' assessments of their own interactions with 
their parents and their appraisals of the relationship be- 
tween their parents. A significant difference that did 
emerge was that a higher percentage of the alcoholics 
stated that their parents not only drank heavily but 
smoked heavily (p<.01, chi-square test). It should be 
noted that the percentages of each group reporting that 
their parents drank or smoked heavily were generally 
low, ranging from 20 to 3 percent across the groups. 
This family characteristic has been reported previously 
(12, 13). 

Previous legal and social history also revealed that 44 
percent of the alcoholics reported civilian convictions 
other than for traffic offenses, compared with.only 16 per- 
cent of the total population (p«.0l, chi-square test). A 
strikingly high proportion (14 percent) of the alcoholics 
had enlisted in the Army to avoid a jail sentence. With 
these previous patterns, it was not surprising that after 
entering the Army the alcoholics, borderline alcoholics, 
and potential alcoholics had significantly more adminis- 
trative punishments and courts-martial than the other 
groups (p<.01, chi-square test). 


Attitudinal Measures 


In our investigation, we found that a significantly 
higher percent of alcoholics and borderline alcoholics 
said they were seldom busy on the job, found their jobs 
uninteresting, and were usually bored with their overall 
military situations (p<.01, chi-square test). A greater 


* percent of alcoholics also reported feeling that their 


superiors showed little concern about the military mis- 
sion, were not responsive to their individual needs, and 
that they subsequently did not feel free to talk with 
superiors about job considerations (p<.01, chi-square 
test). It was interesting to note that at least 50 percent 
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of the alcoholics and borderline alcoholics, compared 
with 30 percent of the drinkers, felt that drinking on the 
job increased or did not change their ability to perform. 
When asked whether they felt they currently needed 
help with a drinking problem, 12 percent of the alcoholics 
responded affirmatively. Only 4 percent of the border- 
line alcoholics and 3 percent of the potential alcoholics 
said they needed help. Essentially, this meant that 2.4 
percent of the total population of 1,873 currently de- 


. sired treatment for their drinking behaviors. 


Use of Illicit Drugs 


Table 3 clearly demonstrates a positive relationship 
between alcohol use and use of illicit drugs. For example, 
68 percent of the 131 alcoholics reported previous use of 
marijuana. Among the other groups, the percentage of 
men reporting previous marijuana use tended to de- 
crease as severity of alcohol use decreased, with only 39 
percent of the rare or nondrinkers reporting this be- 
havior. This pattern was consistent for each of the other 
drug types, including hallucinogens, stimulants, depres- 
sants, and heroin. An incidental finding was that heavier 
drinkers smoked tobacco more heavily than those groups 
with lower alcohol consumption. 


Comparison of the Two Alcoholic Subgroups 


As noted in our operational definitions, the alcoholics 
group consisted of two separate subgroups. Because of 
the implications of the label "alcoholic," we compared 
these two subgroups to determine if those respondents 
who consumed more than 50 ounces of alcohol a week 
were similar to those who did not consume this quantity 
of alcohol, but who reported previous job difficulties 
related to alcohol use. We found that these subgroups 
were essentially similar in most respects. The behav- 
iorally defined subgroup drank less alcohol weekly than 
did the quantity-based subgroup. (This further explains 
why a higher percentage of the borderline alcoholics 
than of the combined alcoholics group spent over $5 a 
week on alcohol. However, most of this subgroup did 
consume more than 30 ounces of alcohol a week, be- 
gan drinking before the age of 15, drank more since 
they entered the Army, and drank in the morning at 
least once a week. Demographic characteristics and 
attitudes toward the military were similar for these two 
subgroups. 


COMMENT 


The major finding of this study was that a substantial 
36 percent of the two samples we studied were classified 
as actual, borderline, or potential alcoholics. According 
to operational definitions, which relied primarily on 
quantity but also considered several simple behaviors as- 
sociated with problem drinking, 7 percent of the popu- 
lation were categorized as alcoholics, 5 percent as border- 
line alcoholics, and 24 percent as potential alcoholics. 

In 1972, Cahalan and associates (8) also reported that 
a high percentage of functioning soldiers had problems 


TABLE 3 
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Comparison of Previous Use of Illicit Drugs Among Operationally Defined Groups of Drinkers 


Borderline Potential Rare or Total 
Alcoholics Alcoholics Alcoholics Drinkers Nondrinkers Sample 
; (N=131) (N =89) (N =457) (N =712) (N 2484) (N = 1,873) 
Drug Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent 
Marijuana* _ 89 68 32 58 283 62 363 51 188 39 975 52 
Hallucinogens* 52 40 2 25 14] 31 157 22 77 16 449 24 
Stimulants* 58 44 30 “34 174 38 164 23 92 19 518 28 
Depressants* 43 33 32 29 128 28 114 16 68 14 375 20 
Heroin* 29 22 16 18 68 15 107 15 39 8 259 14 


* A 5 x 2 chi-square analysis (df=4) across each of the five drinking groups revealed significant differences on use of drug versus no use of drug (p<.01). 


associated with alcohol use. They described 35 percent of 
enlisted men as problem drinkers and 32 percent as heavy 
or binge drinkers. Because they employed different tech- 
niques, populations, and operational definitions, direct 


comparisons between this study and their findings were: 


not possible, but the basic similarities are clear. 

The first ancillary hypothesis tested in our study was 
not confirmed—namely, the stereotype of alcoholics in 
the military as primarily older, upper rank enlisted men. 
In this connection, it must be emphasized that respond- 
ents to our survey were functioning soldiers, not desig- 
nated patients. 

In response to the second question we studied, it was 
possible from our data to identify a current high-risk 
typology for problem drinking. Essentially, the soldier at 
high risk in this population was young (17-19 years old), 
low ranking, and less educated (i.e., had no high school 
diploma). This typology has previously been observed for 
both drug and alcohol use in military studies (10, 14). 

The reemergence of drinking among young people has 
also been described recently in the mass media (15). De- 
spite this recent emphasis on alcohol consumption among 
youth, military medical clinics and alcohol programs 
continue to describe alcoholics as older individuals (4, 
16). This probably stems from the fact that it takes a 
number of years of heavy drinking combined with the ag- 
ing process to produce the pathophysiology that prompts 
an individual to seek attention and permits a rigid diag- 
nosis of alcoholism (17). Nevertheless, epidemiological 

profiles among functioning soldiers— rather than desig- 
nated patients—emphasize an urgent need for innovative 
primary and secondary preventive programs for this 
youthful segment of the military population. 

We found in examining our third question that heavy 
drinkers in our samples unequivocally reported greater 
use of all the major types of illicit drugs. A higher per- 
centage of alcoholics than of the other groups reported 
use of marijuana, hallucinogens, stimulants, depressants, 
and heroin. A sharp distinction between "'juicers" and 

"heads," therefore, was not confirmed by this study and 
appears to originate more from desired social identity of 
the users than from actual patterns of drug use. 

To place these findings in proper perspective, it must 
be noted that our study was conducted during hot sum- 


mer months, which may have greatly influenced con- 
sumption of alcoholic beverages, especially beer. Vari- 
ables related to climate and season should undoubtedly 
be considered in future surveys of drinking behaviors. 
Also, the population we surveyed consisted of noncombat 
troops, and there may be differences between this group 
and soldiers in combat status. Furthermore, a relevant 
factor when considering age in any epidemiological study 
of drinking in the military is that selection procedures 
for advancement in the Army may skew the population 
by weeding out certain types of drinkers. For example, 
the heavy drinker without exceptional skills may be ad- 
ministratively or medically separated, or the disinterested 
heavy drinker may voluntarily terminate his military ca- 
reer. 

Attempts to compare our findings with those from sim- 
ilar studies proved extremely difficult. Surveying the lit- 
erature, we discovered that researchers have utilized a 
wide array of yardsticks in assessing drinking behaviors, 
a pattern that makes generalization and cross-validation 
difficult, if not impossible. Common denominators for 
problem drinking are genuinely difficult to agree upon. 
Admittedly, total quantity of ethyl alcohol consumed is 
just one parameter—and not always the most impor- 
tant—but it appears to be the only measure that can be 
universally applied in epidemiological studies of alcohol 
use. In future evaluations, innovative behavioral and psy- 
chological analyses should be encouraged, but a common 
feature of all studies, whatever their emphasis, might be 
the measurement of total quantity of ethyl alcohol con- 
sumed. Data from several large studies could then be ac- 
cumulated and collapsed, distributions and standard de- 
viations could be compiled, and some generalizability 
might finally be attained in studies of alcohol use. 
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Sensorimotor Functions and Cognitive Disturbance in Psychiatric Patients 


BY GARY J. TUCKER, M.D., EDWARD W. CAMPION, M.D., AND PETER M. SILBERFARB, M.D. 


The authors studied 109 consecutive admissions to an 
acute psychiatric unit in a general hospital to determine 
: the relationship of specific sensorimotor impairments to 
cognitive disturbance. The results indicated a strong but 
not exclusive correlation between neurological 
impairment and thought disorder as well as between 
neurological impairment and schizophrenia. The 
theoretical and etiological implications are discussed, as 
well as the relationship of these findings to other 
variables. 


SCHIZOPHRENIA REPRESENTS a psychopathological con- 
dition with clear cognitive disturbance (thought dis- 
order). The present study investigates the role of specific 
sensorimotor impairments to cognitive disturbance. AI- 
though an attempt was made to examine schizophrenic 
patients specifically, cognitive disturbance is not exclu- 
sive to these patients (1). Consequently, a large group of 
patients was examined for this disturbance, but the major 
theoretical basis for this study relies primarily on studies 
of schizophrenic patients. 

Neurological studies of adult schizophrenic patients 
have shown varied results, but if the criteria of soft or mi- 
nor neurological signs (nonlocalizing) are used, in con- 
trast to hard or major signs (localizing), there is evidence 
of neurological dysfunction in adult schizophrenia. Pol- 
lin and associates (2) and Hertzig and Birch (3) per- 
formed detailed neurological examinations on adolescent 
and adult schizophrenic patients and found more soft 
neurological signs in these patients than one would expect 
by chance. Increased soft neurological signs in schizo- 
phrenic patients have also been found by Kennard (4), 
Larson (5), and Rochford and associates (6). 

Rochford and associates studied 65 hospitalized 
patients for the presence of the following soft signs: mo- 
tor impersistence, stereognosis, graphesthesia, extinction 
to bilateral simultaneous stimulation, bilateral marked 
hyperreflexia or hyporeflexia, coordination defects, dis- 
turbance of balance and gait, sensory abnormalities, 
movement disorders, speech defects, abnormal motor ac- 
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tivity, auditory visual integration, choreiform movements 
on the adventitious motor overflow tests, and' cranial 
nerve abnormalities (such as slight aniscoria, esotropia, 
eighth nerve deficit not proven audiometrically, and mild 
visual field and retinal defects). Hard signs consisted of 
localizing findings of CNS abnormality such as later- 
alizing cranial nerve findings, pathological reflexes, uni- 
lateral sensory deficits and movement disorders, and un- 
equivocal abnormal electroencephalograms. Rochford 
noted that neurologic abnormality was found in 36.8 per- 
cent of all patients studied, a finding significantly differ- 
ent from a control population of normal subjects. Inter- 
estingly he found no neurological abnormality among 
patients with affective disorder. The neurologic soft signs 
were found in a significantly greater number of the schiz- 
ophrenic patients (65.5 percent)(6). Pollin and asso- ` 
ciates (2) noted that 72.5 percent of their schizophrenic 
patients had at least one sign; this percentage compares 
favorably to 65.5 percent in the study by Rochford and 
associates. | 

The high incidence of soft neurological signs in schizo- 
phrenic patients is difficult to ignore. The most frequent 
types of neurologic abnormality in the schizophrenic 
patients were defects in stereognosis, graphesthesia, coor- 
dination, and balance and gait and some movement dis- 
order other than choreoathetosis. There was also some 
difficulty in auditory-visual integration of perceptual 
stimuli that may relate in part to the cognitive defects of- 
ten evident in schizophrenic patients. 

This study attempts to study the relationship between 
cognitive disturbance and sensorimotor functions and to 
evaluate whether this association is exclusive to patients 
with a schizophrenic diagnosis or whether there is a 
stronger relationship between sensorimotor impairment 
and cognitive disturbance than previously believed. 


METHOD 


The sample consisted of 109 consecutive admissions to 
the acute inpatient service of the Dartmouth-Hitchcock 
Mental Health Center during a six-month period (July to 
December 1972). The average age of the 109 patients was 
32.9 years; 74 (68 percent) were women and 35 (32 per- 
cent) were men. They had an average of 12.9 years of 
education. All patients admitted to the inpatient service 
were tested except those who had a history of alcoholism, 
clear-cut neurological illness, treatment with ECT, or 
toxic psychosis or were below the age of 16 years or 
above the age of 60 years. To avoid some of the problems 
of diagnosis, the patients were classified as schizophrenic 
or nonschizophrenic on the basis of their scores on the 
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Schneider First Rank Symptom Scale (7) and the New. 


Haven Schizophrenia Index (8). Their premorbid social 
behavior was determined by the use of two scales, the 
Phillips Prognostic Rating Scale (9) and the Klein Scale 


of Asocial Behavior (10). Other data collected included : 


the Spitzer scale: for. psychiatric symptoms (11), routine 
developmental data, neurological history, and medica- 
tions used (past and present). These interviews were per- 
formed by a separate clinician. 

Shortly after admission, a separate tester who had no 
knowledge of the patient’s history or diagnosis adminis- 
tered the Goldstein-Scheerer Object Sorting Test to each 
patient to assess cognitive disturbance. An experienced 
neuropsychological technician, who was unaware of the 
other results, gave standard tests for finger agnosia, fin- 
ger-tip writing, and tactile form recognition (12, 13) and 
the Halstead Tactual Performance Test (14) for tactile 
performance. Patients were tested as soon after admis- 
sion as possible (usually within 72 hours) and generally 
showed excellent cooperation with these procedures. 

The Goldstein-Scheerer Object Sorting Test was ad- 
ministered and scored in the same manner used in pre- 
vious investigations (1, 15, 16). The total number of ob- 
jects sorted in seven trials and the patient's reasons for 
the sorts were recorded. Each patient received an overall 
score from | (normal) to 5 (markedly abnormal) on 
scales for overinclusive, idiosyncratic (or bizarre), and 
underinclusive thinking. The two independent raters who 
scored the results showed an interrater reliability of 91 
percent. À score of 4 or 5 on either overinclusive, under- 
inclusive, or idiosyncratic scales was classified as thought 
disturbance. 

An experienced neuropsychologist analyzed the per- 
formances on each of the four neurological tests. From a 
frequency analysis of the results and comparisons with 
normal controls, a scale was devised so that a score of | 
(normal) to 4 (most abnormal) could be assigned to per- 
formance on each test. These scaled scores were then 
combined to form the following neurological impairment 
index: normal, 0-6; possible mild impairment, 7-8; mild 
impairment, 9-11; and moderate impairment, 12-16. Ap- 
propriate nonparametric statistical analysis was applied. 


RESULTS 


Of the 109 patients, 65 (59.6 percent) showed evidence 
of abnormal cognition on at least one of the scales of the 
object sorting test (see table 1). The predominant distur- 
bance was overinclusive thinking, evident in 51.3 percent 
(N=56) of the patients studied. Idiosyncratic thinking 
and underinclusive thinking were much less common; 
they were present in 12.7 percent (N=14) and 9.1 percent 
(N=10) of the patients, respectively. Forty-five patients 


' or 41.3 percent showed mild to moderate neurological 


impairment. If those with possible mild neurological 1m- 
pairment were included, this number went up to 57 per- 
cent of the patients. As only those with overinclusive 
thinking manifested a statistically significant relationship 
with neurological impairment ratings (p=.02, Spearman 


18 Am J Psychiatry 132:1, January 1975 


rank correlation), the subsequent data analysis is based 
on the overinclusive thinking scores. 

In addition to the correlation of overinclusive thinking 
and neurological impairment, neurological impairment 
ratings correlated significantly with increasing age, with 
both measures of schizophrenia (New Haven Schizo- 
phrenic Index and Schneider’s First Rank Symptom 
Scale), and with the number of previous psychiatric hos- 
pitalizations (p=.02, Spearman rank correlation). It is of 
interest that neurological impairment did not correlate 
significantly with scores on the Klein Scale of Asocial Be- 
havior or the Phillips Prognostic Rating Scale. The data 
for younger age groups (16 to 25 years) and older age 
groups (25 to 39 years and 40 to 60 years) indicate that 
neurological impairment increases with increasing age. 
There is no statistically significant difference in the 
neurological impairment index in the two older groups 
between those with or without cognitive disturbance. 
However, there is a statistically significant difference in 
the younger age group (16 to 25 years); those with cog- 
nitive disturbance had a much higher neurological im- 
pairment index than those without cognitive disturbance 
(8.4 versus 5.5, p=.03, Mann-Whitney u test). 

There were no significant differences between those 
who manifested cognitive disturbance and those who did 
not in terms of neurological problems or indicators (e.g., 
past history of convulsions, head injury, stuttering, and 
trouble in school with either reading, writing, or arithme- 
tic). Impaired performance on the tactile form test, finger 
agnosia, and finger-tip writing, but not on the tactile form 
recognition test, correlated significantly with over- 
inclusive thinking (but this was not an exclusive relation- 
ship). 

The significant correlation of both measures of schizo- 
phrenia are consistent with previously reported findings 
in schizophrenic patients, as noted above, and will be 
discussed more extensively in a subsequent report. How- 
ever, although the schizophrenic patients comprised only 
34 percent (N —38) of the total patient sample, they com- 
prised 50 percent (N 222) of those patients with neuro- 
logical impairments (N =45): 57.8 percent (N =22) of the 
schizophrenics (N 238) had mild to moderate neurologi- 
cal impairment (table 1); 68 percent of the schizophrenics 
with thought disorder had neurological impairments; 41 
percent of the nonschizophrenics with thought disorder 
had neurological impairment; but only 25 percent (N= . 
10) of the nonschizophrenic patients without thought dis- 
order had neurological impairments. These results in- 
dicate a strong but not exclusive relationship between 
neurological impairment and thought disorder as well as 
between neurological impairments and schizophrenia 
(see table 1). 


DISCUSSION 


Both thought disturbance and functional neurological 
impairment are present in hospitalized psychiatric 
patients, and this relationship exists unrelated to diag- 
nosis, occurring in both nonschizophrenic and schizo- 


TABLE | 


TUCKER, CAMPION, AND SILBERFARB 


Comparison of Patients’ Neurological Impairment with Cognitive and Diagnostic Measures {N = 109) 





Neurological Impairment Index 


Normal (0-6) Possible Mild (7-8) Mild (9-11) ^ Moderate (12-16) Chi-Square Value 








Category Number (N =47) (N = 17) (N = 24) (N = 2:1) (df=3) 
Overall cognitive disorders 
None 44 23 9 8 4 < 101* 
Any disorder 65 24 8 16 17 l 
Specific cognitive measures 
Overinclusive thinking 56 19 7 14 16 < &61** 
No overinclusive thinking $3 28 10 10 5 i 
Idiosyncratic thinking 14 6 0 9 3 < 1.20 
No idiosyncratic thinking l 95 4] 17 19 18 ' 
Underinclusive thinking 10 4 | 2 3 « 0.60 
No underinclusive thinking .° — 99 43 16 22 18 : 
Diagnostic categories SELECT 
Schizophrenic zu 38 9 7 10 12 « 10.49*** 
Nonschizophrenic 71 38 " 10 14 9 
tp-.07 
**5—.03 
*** 0l 


phrenic patients. Although thought disturbance as mea- 
sured in this study was more common than would be 
expected, certainly the incidence of 41.3 percent of neuro- 
logical impairment in psychiatric patients is even more 
surprising. However, the tests for neurological impair- 
ment and thought disturbance are very specific and pre- 
cise measures of functions that are usually not evaluated 
carefully in routine clinical evaluation. These results are 
noteworthy because the criteria for neurological and cog- 
nitive impairment were stringent and biased toward the 
. extremes of abnormal performance. The fact that only 36 
percent of the sample by either diagnostic criteria or 22 
percent by both were schizophrenic indicates that both 
these impairments occur in nonschizophrenic patients as 
well. Our findings of a high incidence of neurological im- 
pairment in schizophrenic patients is consistent with pre- 
vious studies (2, 3, 6, 17-19). 
To interpret these findings the following questions 
must be answered: Are the neurological impairments 
only a reflection of normal aging? Are the measures of 
cognitive disturbance and neurological impairment mea- 
suring the same parameters? What is the role of medica- 
tions? Certainly one would expect increasing neurological 
deficits with increasing age. Our data reflect this in part 
"but may indicate other factors also. The chronicity of the 
illness and the effects of repeated hospitalizations and 
their attendant treatments may be concomitants of age 
and thus confound this relationship. That neurological 
impairments are significantly related to previous hospi- 
talizations also connotes some factor relating to chronic- 
ity or severity. The fact that the neurological impairment 
is significantly greater in younger patients with cognitive 
impairment also attests to some particular relationship 
between these factors. All of these findings (cognitive dis- 
turbance, neurological impairment, previous hospital- 
izations) may also relate to severity of illness. Lillis- 
ton(20), in an interesting study, noted that the 
schizophrenic patients who showed more evidence of or- 


ganic dysfunction on psychological tests also have more 
psychiatric symptoms. Similarly, Kennard (21) noted 
that in those patients with EEG abnormalities there was 
a higher incidence of disordered thinking. Therefore, al- 
though age cannot be ruled out, it cannot be the entire ex- 
planation. 

Certainly one must ask whether or not the sensorimo- 
tor tests used in this study and the object sorting test are 
not measuring similar functions. Most people consider 
the object sorting test a test of concept formation ne- 
cessitating adequate vision and the ability to form opera- 
tional concepts (22). In addition, this test requires a de- 
gree of visual form perception in the same way that the 
sensorimotor tests require tactile form perception, sen- 
sory integration, and speed of performance. However, it 
would still seem unlikely that in this case the tests used 
are tapping similar functions. The object sorting test as 
used here was scored primarily on the basis of the 
patient's verbal interpretation of their sorts, e.g., on their 
ability to form concepts about why they sorted in such a 
manner. It was not scored on the basis of number of ob- 
jects handed over by the patient; instead, the patient 
handed over the objects and then was asked why he did 
this. His subsequent responses were then scored for the 
degree of overinclusive, idiosyncratic, or underinclusive 
thinking. The sensorimotor tests (the tactile form recog- 
nition, finger-tip number writing, tactile performance 
test, and finger agnosia) required almost no verbal behav- 
ior or concept formation. Rosenbaum (23) tested various 
psychomotor behaviors in schizophrenic patients. He 
noted that while the schizophrenics could be discrimi- 
nated on the basis of their performances on these psycho- 
motor tests, especially weight estimation, they could not ' 
be differentiated when other perceptual modalities, espe- 
cially auditory functions, were tested. Consequently, it 
would seem unlikely that the psychomotor tests em- 
ployed by Rosenbaum are evaluating precisely the same 
functions as the sorting tests used in this study. 
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SENSORIMOTOR FUNCTIONS AND COGNITIVE DISTURBANCE 


Although the relationship of medications, which nearly 
all these patients were taking (95 percent), must be con- 
sidered a relevant variable, some patients taking the 
same medications had no cognitive disturbance or neuro- 
logical impairment. Previous studies (24-26) have shown 
that the use of phenothiazines tends to lessen cognitive 
disturbance. Small and associates (27), using the Hal- 
stead-Reitan battery to demonstrate the effects of vari- 
ous treatments including ECT, phenothiazines, and lith- 
ium, observed no change in serial testing other than 
improvement in most areas. Also, the specific incidence 
of impairment in the schizophrenic patients is strikingly 
similar to the findings of Rochford and associates (6), 
whose sample was tested prior to drug use. 


IMPLICATIONS 


Certainly the association of cognitive impairment and 
neurological disturbance is not surprising in itself, as this 
is quite common in organic brain syndromes (28, 29). 
However, these patients are not clinically “organic,” but 
only on detailed testing show minor sensorimotor impair- 
ments that have not previously been associated with cog- 
nitive disturbances; in both schizophrenia and organic 
brain syndromes, cognitive or thinking disturbances are 
evident perhaps more than in any other clinical condition. 
It is unfortunate that under these rubrics, e.g., cognitive 
or thinking disturbances, many different and similar de- 
fects have been described, some of which supposedly dif- 
ferentiate the two conditions (loose associations, sym- 
bolic-logical defects, etc.), and some which overlap 
(concreteness, disorganization) (29). Several studies (22, 
30) have noted that in formal testing some schizophrenics 
will manifest thought disturbance while others will not; 
therefore, the presence or absence of thought disorder 
may relate to an as yet unclear second factor. Perhaps the 
presence of neurological impairments, related either to 
those demonstrated here or to others, may be the neces- 
sary factor for the occurrence of thought disorder. Over- 
inclusion was by far the most prominent thought distur- 
bance noted in the present sample, both in the 
schizophrenic and nonschizophrenic patients. This type 
of thinking disturbance might be a more pervasive distur- 
bance, prominent during many different types of cerebral 
or behavioral dysfunction, while the bizarre, idiosyn- 
cratic, and personalized responses could more often be 
related to specific types of schizophrenia or psychosis. It 
is also possible that the more idiosyncratic responses 
need a more directed or focused inquiry or even relate to 
emotionally laden interpersonal interactions. Sophis- 
ticated neurological and psychological examinations of 
patients manifesting various types of thought disturbance 
seem mandatory. More precise definitions of terms such 


'as "thought disorder" and "neurological impairment" 


are also needed. Perhaps descriptions of supposed de- 
fects rather than the use of labels may be more important 
in communicating about and furthering our understand- 
ing of these conditions than the use of these (typically) 
personally defined terms. 
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The meaning of the relationship of these sensorimotor 
dysfunctions and thought disturbance is still unclear, re- 
gardless of their occurrence in schizophrenia. Are these 
incidental findings related to either the treatments or 
the chronicity of the illness and its subsequent social 
isolation and institutionalization, or are they basic to 
the illness process or common properties of people 
who develop schizophrenia or thought disturbance? 
Longitudinal studies are necessary to integrate and un- 
derstand the diffuse array of neurological findings that 
seem to be consistently reported in schizophrenic 
patients. Many of the sensorimotor dysfunctions may re- 
late to some disturbance in the relationship of the person 
with the world, or, more broadly, they may relate to the 
area of functioning we call cognition. If we consider 
schizophrenia to be primarily a defect in thinking, as 
many have, then some biological deficits in the mecha- 
nisms used to assimilate information from the external 
world would be consistent with the hypothesis. 

Previous studies by Petrie(31), Houpt and asso- 
ciates (16), and Silverman (32) showed that schizo- 
phrenic patients tended to reduce incoming stimuli. 
These authors postulated that schizophrenic patients are 
defective in the processing of incoming stimuli and that 
psychiatric patients, particularly those with thought dis- 
turbance, have difficulty in integrating perceptual sen- 
sory inputs and in the processing of these stimuli. Al- 
though this theory is intriguing, many studies indicate a 
decrease in many cerebral functions, e.g., decreased ves- 
tibular responses to various stimuli, hyperregulation of 
the EEG, etc. (29). All of these cerebral functions and the 
neurological impairments we have noted may be related 
to a generalized process of cerebral inhibition leading to 
many of the symptoms of thought disorder, specifically 
psychosis. 


CONCLUSIONS 


A number of studies indicate an increased incidence of 
soft signs or central nervous system functional impair- 
ment in psychiatric patients, particularly schizophrenic 
patients. In this study we demonstrate a correlation be- 
tween similar neurological impairments and cognitive 
disturbances. We have previously stated that the cogni- 
tive disturbance measured by the Goldstein-Scheerer Ob- 
ject Sorting Test occurred in nonschizophrenic patients ° 
also (1, 15). It is clear that there is a stronger association 
between cognitive disturbance and neurological impair- 
ment than has been previously noted, particularly with 
respect to overinclusive thinking. This association seems 
more important than the association with traditional 
diagnostic categories. 
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Utilization Review of Treatment for Suicide Attempters 


BY LARRY KIRSTEIN, M.D., BRIGITTE PRUSOFF, M.P.H., MYRNA WEISSMAN, PH.D., 


AND DAVID M. DRESSLER, M.D. 


The authors describe an effort to develop criteria for 
utilization review of treatment for suicide attempters. 
Explicit criteria proposed by a panel of experts as 
essential determinants for hospitalization of these 
patients were compared with actual clinical practice. It 
was found that according to the experts’ criteria ( which 
were operationalized into rating assessments), over half 
of the outpatient sample should have been hospitalized. 
After multiple regression analysis was carried out on the 
criteria, however, four predictors showed that only 20 
percent of the outpatients should have been hospitalized. 
The authors discuss the issues these findings raise about 
the criteria of the experts, their utility for research, their 
validity, and their implications for utilization review. 


UTILIZATION REVIEW, which is now a standard part of 
medical practice, has only recently been introduced into 
psychiatric care (1-4). The difficulties in monitoring the 
quality of psychiatric care are major. There is lack of 
agreement about what type of information is relevant, 
how the information should be collected and interpreted, 
and what the appropriate outcome measures are. 

In 1969 the psychiatric utilization review and eval- 
uation project (PURE) was undertaken by a group com- 
posed of members of the departments of psychiatry, 
epidemiology, public health, and sociology of Yale Uni- 
versity and members of the psychiatric staff from the 
Connecticut Mental Health Center. This group began the 
task of developing a basic utilization review program for 
patient care evaluation in a community mental health 
center. 

Various ways of approaching the problem of creating a 
mechanism for the continuous monitoring of the pro- 
priety, effectiveness, and quality of patient care services 
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were suggested. They included the following: 1) develop- 
ment of screening devices to select cases for review; 2) de- 
velopment of adequate guidelines (or explicit criteria) by 
panels of experts for the evaluation of care; 3) develop- 
ment of more adequate instruments for data collection; 
4) assessment of factors involved in the actual process of 
evaluation of care by the reviewing physician; and 5) use 
of epidemiological surveys and follow-up studies to mon- 
itor patient care beyond the period of the patient’s in- 
stitutional stay. 

As part of the project various panels were formed, one 
of which was organized to develop criteria for evaluation 
of care given patients with suicidal behavior. This panel 
used the criterion-oriented approach described in detail 
by Tischler and Riedel (5). Based on a review of patients’ 
charts and on their own clinical experience and knowl- 
edge of the literature, the panel developed implicit norms 
that were then translated into explicit criteria for the hos- 
pitalization of patients exhibiting suicidal behavior. They 
developed nine criteria for which suicide attempters 
should be hospitalized and conducted a prospective study 
to compare these criteria with actual clinical practice. 

This paper has several purposes. We intend to describe 
the nine criteria and how they were translated into opera- 
tionalized assessments that could then be studied, to test 
the validity of the criterion-oriented approach by com- 
paring the explicit criteria for psychiatric hospitalization 
with actual hospitalizations, and to explore alternate 
ways of refining the explicit criteria so that they might be 
more suitable for utilization review. | 


METHOD 


Treatment Setting and Criteria for Selection 


The prospective study took place in New Haven, 
Conn., at the Yale-New Haven Hospital and the Con- 
necticut Mental Health Center. The main source of 
patients was the emergency room of the hospital, which 
at the time of the study provided the main resource for 
acute treatment for suicide attempters in the New Haven 
area. The staff were linked with the emergency services of 
the adjacent mental health center. During the day, crisis 
patients might be seen at either resource; at night they 
were seen only in the emergency room. 

The study included all patients aged 16 or over who 


came or were brought to the emergency services with a’ 


history of a suicide attempt or a suicidal gesture within 
the past three days. A suicide attempt was defined as any 
intentionally self-inflicted injury (including self-injuries 
by ingestion) unless there was good evidence both in the 
circumstances and in the patient’s statements that there 
was not even partial or ambiguous self-destructive intent. 
Lack of intent was not assumed merely on the basis of the 
patient’s denial, absence of serious risk to life, or added 
manipulative elements. It was accepted in cases such as 
attempted abortion by pill ingestion and cases of com- 
pulsive minor self-mutilation. Cases of accidental self-in- 
jury in which unconscious self-destructive intent was sus- 
pected were excluded in our definition of a suicide 
attempt because the injury was not intentional. 

Included in our definition were suicidal gestures in 
which initiating moves of a potentially self-destructive 
nature had been carried out even if there was no risk of 
significant physical injury, e.g, climbing on a bridge, 
toying with a gun, announcing intent to ingest pills but 
actually taking no more than one or two. Some kind of 
act was required; patients only complaining of suicidal 
feelings, no matter how intensely, were not included. 


Screening Procedures and Sampling 


Screening took place over a period of 25 weeks, from 
November 1970 to May 1971. During this time psychiat- 
ric residents were instructed to identify and record data 
on all eligible subjects appearing at any time of the day or 
night on all days of the week. As a check on this proce- 
dure a research assistant examined emergency room 
records and other admission records daily to identify 
missed subjects. The appropriate resident was immedi- 
ately contacted and the relevant information obtained in 
the event of missed cases. 

During the 25 weeks, 274 subjects were identified and 
at least some data were obtained on each of them. The 
average inflow was 11 cases a week. ‘Twenty-five patients 
hospitalized for medical sequelae of suicide attempts 
were excluded from the study because the disposition 
choice was a medical unit, and one patient was excluded 
because of insufficient data. This left a sample of 248 sui- 
cide attempters. Characteristics of the sample and the 
methodology have been detailed elsewhere (6). 


Data Collection 


Data were collected primarily by the psychiatric resi- 
dent who first evaluated the patient clinically. After pilot 
studies had been carried out a precoded data-recording 
form was devised.’ This form contains 101 items, includ- 
ing sociodemographic status, previous history, details of 
the attempt, judged and acknowledged motivations, men- 
tal status, social circumstances, what treatment was insti- 
tuted, and residents’ feelings toward the patient. Defini- 
tions of items and anchor points for each item's 
description rating were given in as much detail as pos- 
sible. Items were adapted from a variety of sources, par- 
ticularly the Los Angeles Suicide Prevention Center As- 


"This form is available from the authors on request. 


KIRSTEIN, PRUSOFF, WEISSMAN, AND DRESSLER 


sessment of Suicidal Potentiality (7), and, for mental 
status, a modified version of the Hamilton Rating Scale 
for Depression (8). 

The form was completed by the psychiatric resident 
during or immediately after the initial interview with the 
patient. Almost all suicidal patients were seen by a psy- 
chiatrist when they first came to the emergency unit. For 
patients who were too physically ill or drowsy at this 
time, information was obtained after admission. Vari- 
ables that referred only to the time of'admission, such as 
mental status, were omitted. Thirty-two of the original 
274 patients (11.6 percent) were discharged or died before 
information was obtained. For these patients, only basic 
sociodemographic data and treatment disposition were 
recorded. All of the data collected were recorded on pre- 
coded forms suitable for computer analysis. 


RESULTS 


Table 1 shows the criteria for hospitalization of 
patients with suicidal behavior developed by the expert 
panel as well as the translation of these criteria into oper- 
ationalized rating assessments and operationalized cri- 
teria. These were administered as part of the resident's 
interview. Most of the.criteria could be operationalized, 
but there was some redundancy. 


Disposition Groups 


The 18 operationalized criteria were rated on different 
scales, most of which were 4-point scales. Each scale was 
divided into two groups (e.g., high. or not high, present or 
absent) according to the clinicians’ judgment of the 
scale's reflection of the clinical situation. This dichotomi- 
zation was done by a psychiatrist (L.K.) before the data 
were analyzed and was independent of the prospective 
study. A cross-tabulation of each of the 18 items was 
made with the three possible treatment dispositions. 

Table 2 compares the operationalized explicit criteria 
with the treatment actually recommended. The items are 
ordered by their power to discriminate among the three 
groups. 

Suicidal risk was the single most powerful item deter- 
mining whether the suicidal patient was to receive a rec- 
ommendation of hospitalization. It was found that 80.8 
percent of the 121 patients who were hospitalized were 
considered high suicidal risks while only 25.7 percent of 
the 127 patients who were not hospitalized were consid- 
ered suicidal risks. Eleven of the 18 items showed a sig- 
nificant prediction in the direction that the expert panel 
hypothesized. However, item 4b, "change from usual 
state," was a significant predictor in the opposite direc- 
tion. A person having this symptom was more likely to 
have had an actual disposition of outpatient treatment 
than to have been hospitalized, although the experts ` 
judged that the presence of this behavior requires hos- 
pitalization. 

The expert panel had agreéd that the presence of any 
one of the criteria necessitated hospitalization. It is evi- 
dent from the data shown in table 2 that all of the suicidal 
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UTILIZATION REVIEW FOR SUICIDE ATTEMPTERS 


TABLE | 


The Experts’ Explicit Criteria, Their Operationalization into Rating Assessments, and Operationalized Criteria 


Experts’ Explicit Criterion 


l 


A clear lethal suicide plan 


Operationalization of Rating Assessments* 


How specific was the plan for the attempt and its execution? 
How intense has recent suicidal behavior been? 

What were the social circumstances of the attempt? 

Using all available data from the interview, what is assessment 
of the patient’s intent to kill himself? 

Taking into account all of the evidence, what was the potential 
risk of the attempt to the patient’s life? 


Operationalized Criterion 


Specific plan 
Intensity of attempt 
Help sought 
Serious intent 


Serious risk 


If What were the medical effects of the attempt? 


Major medical effects 


lg What is the patient's acknowledged overt intent in making the 


attempt? 
2 A recent history of medically 


Overt intent 


serious attempts 2a How many attempts has the patient made in his entire life, 


including this present episode? 


Previous attempts 


2b How many suicide gestures has the patient made in his entire 


life, including this present episode? 


GC 


The presence of suicidal thoughts, 

gestures, or attempts in association 

with delusions or psychosis 
motivations: 
3a Bizarre motivation? 
3b Depressive delusions? 
3c Paranoid delusions? 
3d Thought disorder? 

4 A recent progression in seriousness 

of thoughts from suicidal thoughts 


Previous gestures 


To what extent does the suicidal behavior show the following 


Bizarre motivation 
Depressive delusions 
Paranoid delusions 
Thought disorder 


to gestures 4a How rapid was the onset and development of the present suicidal 


preoccupation? 


Speed of onset 


4b How much do recent suicidal feelings and preoccupation 


represent a change from the patient's usual state? 


Change from usual state 


4c How long had the patient delayed between deciding to take his 


life and making the attempt? 


CA 


An expectation of hospitalization 

that car.not be changed during 

interview 5 
patient in the near future? 

6 The presence of high-risk social 

circumstances, such as social 


Plans delayed 


What is assessment of the risk of suicidal behavior by this 


Suicidal risk 


isolation 6 What are the patient's living arrangements? Living arrangements 
7 A current, clear suicide attempt 7a through 7g: same as la through lg Same as la through lg 
8 Expression of strong suicidal 


thoughts with intent and without 


seeing any other way out None 
9 Expectation of change in behavior 

of significant others due to suicidal 

behavior not met; change cannot 

be accomplished appropriately None 


*The rating scales were generally 4-point scales with definite anchor points. 


patients in this study had at least one of the symptoms 
and that according to the experts' criteria all 248 patients 
should have been hospitalized. Thus the 127 patients (51 
percent) who were not hospitalized would have, by the ex- 
perts' criteria, been subject to utilization review. 


M ultiple Regression Approach 


In an effort to determine which combinations of items 
were most important to determine disposition in actual 
clinical practice, all 18 items were entered into a stepwise 
multiple regression analysis. Disposition was trans- 
formed into a dichotomous variable: the inpatients were 
given a score of 1 and noninpatients a score of 2. 
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Four items were determined to be significant by the 
multiple regression analysis: suicidal risk, thought dis- 
order, serious intent, and major medical effects. These 
items accounted for 38 percent of the variance in predict- 
ing disposition. It must be noted that the suicidal risk 
item accounted for 31 percent of the variance; the value 
of the three additional items was therefore small. Using 
all four items, 51 of 248 patients (20.5 percent) were con- 
sidered misclassified: 15 hospitalized patients who were 
predicted not to require hospitalization by the criteria 
and 36 nonhospitalized patients who were predicted to re- 
quire hospitalization. Thus, using these four items, the 
charts of 5] patients would be open to utilization review. 


TABLE 2 


Comparison of Operationalized Explicit Criteria for Hospitalization and Actual Disposition (N =248 } 
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Actual Disposition 





No Further Outpatient Chi- 
Treatment Treatment Hospitalization Square 
Criterion Number Percent Number Percent Number Percent Value* 
Suicidal risk 
High 8 27 25.7 97 80.8 70.7** 
Low 13 78 74.3 23 19.2 ` 
Serious intent 
Serious 3 14.3 3 2.9 34 28.3 262** 
Not serious 18 85.7 100 97.] 86 71.7 f 
Overt intent 
Overt 6 213 43 42.2 79 69.9 23.6** 
Not overt 16 12.1 59 57.8 34 30.1 l 
Previous attempts 
One or more | 5.0 17 16.5 47 42.0 23.0** 
None 19 95.0 86 83.5 65 58.0 
Thought disorder 
Present l 48 2 1.9 25 21.2 212 
Absent 20 95.2 102 98.1 93 78.8 i 
Serious risk 
High 4 18.2 6 5.8 35 28.9 49.1 ** 
Low 18 81.8 98 94.2 86 71.1 ` 
Intensity of attempt 
High 2 9.5 7 6.7 33 21.1 1g. ]** 
Low 19 90.5 97 93.3 86 BE 
Bizarre motivation 
Present l 4.8 5 4.9 25 21.6 14.7** 
Absent 20 95.2 97 95.1 9] 78.4 
Specific plan 
Present 3 14.3 5 4.8 26 22.4 14.0** 
Absent 18 85.7 99 95.2 90 77.6 
Major medical effects 
Yes l 4.5 0 — 10 8.3 9 peer 
No 21 95.5 105 100.0 111 91.7 
Plan delayed 
Yes 6 30.0 28 26.9 50 45.5 g ee 
No i4 70.0 76 73.1 60 54.5 i 
Living arrangements l 
Bad 3 13.6 |i 10.5 25 21.0 47 
Good 19 86.4 94 89.5 94 79.0 ` 
Depressive delusions 
Present | 4.8 3 2.9 9 8.0 28 
Absent 20 95.2 101 97.1 103 92.0 ` 
Paranoid delusions 
Present l 4.8 4 3.8 8 7.2 12 
Absent 20 95.2 100 96.2 103 92.8 ` 
Previous gestures 
One or more 4 19.0 21 20.4 28 252 09 
. None 17 81.0 82 79.6 83 74.8 ` 
Help sought 
No I 4.8 3 2.9 4 3.4 02 
Yes 20 95.2 100 97.1 IES 96.6 ` 
Speed of onset 
Rapid 20 100.0 96 92.3 98 87.5 37 
Not rapid 0 — 8 7.7 14 12.5 ` 
Change from usual state 
Yes 19 90.5 83 79.8 65 57.0 18.1** 
No 2 9.5 21 20.2 49 43.0 l 
Any of the above 
Present 22 100.0 105 100.0 121 100.0 
Absent 0 — 0 — 0 a 
*df=2. 
**5« O01. 
FEED 05. 


Am J Psychiatry 132:1, January 1975 25 


UTILIZATION REVIEW FOR SUICIDE ATTEMPTERS 


DISCUSSION 
Operationalizing the Criteria for Research 


The findings show that the general guidelines devel- 
oped by the experts could, with some exceptions, be oper- 
ationalized and tested in a prospective study. Two of the 
nine criteria were not operationalized: criterion 8, ‘“‘ex- 
pression of strong suicidal thoughts with intent and with- 
out seeing any other way out," and criterion 9, ‘‘ex- 
pectation of change in behavior of significant others due 
to suicidal behavior not met; change cannot be accom- 
plished appropriately." However, operationalizing crite- 
rion 5, “an expectation of hospitalization that cannot be 
changed during the interview,” called for a similar eval- 
uation of the patient’s expectations and future suicidal 
behavior. It would appear that the absence of operation- 
alized assessments for these two criteria indicates a defi- 
ciency in the design of the prospective study. 

There was some redundancy in the operationalized 
criteria, e.g., the "specific plan" criterion, and criterion 7, 
"a current, clear suicide attempt." This redundancy 
probably reflects the fact that the clinicians did not think 
in terms of operationalizing behavior. Greater attention 
must be paid to developing distinguishable explicit cri- 
teria so that translation into operationalized assessments 
will allow for testing of specific criteria with little overlap 
between variables. 


Validity of Criteria 


The validity of the criteria still remains a question. 
Was using the experts' opinion or using the clinical prac- 
tice a valid approach? One way of determining the an- 
swer might be to look at the consequences of each ap- 
proach. If the experts were correct, all of the suicide 
attempters should have been hospitalized and the 51 per- 
cent who were not hospitalized were misclassified. There 
is a body of literature (9-12) which agrees with the ex- 
perts that all suicide attempters should be hospitalized. 
Two studies (9, 10) found that most attempters referred 
for outpatient treatment never actually begin treatment. 
Another study (11) showed that untreated suicide at- 
tempters are at higher risk for a future completed suicide 
than treated suicide attempters. In some parts of Great 
Britain it is the practice to routinely hospitalize all sui- 
cide attempters (12). Taken together, these studies sug- 
gest that outpatient treatment may be inadequate for sui- 
cide attempters. 

If, on the cther hand, the clinical practice not to hospi- 
talize all 248 suicide attempters is valid, then the experts' 
criteria are too conservative, A number of problems 
could be seen in the British practice of hospitalization 
and in the experts' criteria. Of practical concern is the 
number of beds necessary to hospitalize all suicide at- 
tempters. Furthermore, a number of suicide attempters 
would be encouraged to identify with a sick, dependent 
role and look to hospitalization as an escape rather than 
try to cope with their conflicts. A third area of objection 
arises from the ethical and legal aspects of imposing hos- 
pitalization on a person who does not want it. 

One way of determining whether or not the experts' 
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criteria are valid would be a long-term follow-up study to 
see what happened to the 127 nonhospitalized patients in 
comparison with the 121 hospitalized patients. If the non- 
hospitalized patients had a poorer outcome (repeated sui- 
cide attempts and/or completed suicides), the experts' 
criteria should be considered more valid than clinical 
practice. 


Implications for Utilization Review 


The main purpose of this study was to develop criteria 
for utilization review of patients with a wide range of sui- 
cidal behaviors. Misclassified patients include those hos- 
pitalized patients who should not have been hospitalized 
("overtreated") and those patients not hospitalized who 
should have been hospitalized ("undertreated"). Accord- 
ing to the experts' explicit criteria, 127 of 248 patients 
(51 percent) were considered misclassified and should 
have been hospitalized. After multiple regression analy- 
sis, four operationalized guidelines determined that 51 of 
the 248 patients (20.5 percent) were misclassified: 15 (6 
percent) were “‘overtreated,” and 36 (15 percent) were 
"undertreated." 

By refining the experts' criteria with multivariate tech- 
niques, the task of utilization review shifted from exam- 
ining why 127 patients were not hospitalized to exam- 
ining 51 charts. This seems to be a feasible task. 
Questions concerning the 15 patients who were “‘over- 
treated" would include whether they represent a discrete 
group with other characteristics that led to their hospital- 
ization or whether they were truly a misclassified group. 
Similarly, it seems practical to begin reviewing the charts 
of the 36 “‘undertreated”’ patients rather than 127 charts 
and to focus on whether these 36 patients have charac- 
teristics which might explain their receiving less than ade- 
quate care. This is a particularly important group to ex- 
amine in view of the high risk of a future successful 
suicide. Further work remains to be done on the appli- 
cation of the four criteria derived from the multivariate 
analysis to other treatment settings. 


CONCLUSIONS 


According to these results, the use of experts to de- 
velop guidelines for utilization review in psychiatry is fea- 
sible, at least with the treatment of suicide attempters. In 
general, criteria could be operationalized and tested: 
While the experts’ criteria appear more conservative than 
actual practice, long-term follow-up studies are required 
before conclusions can be drawn. The combination of ex- 
perts’ criteria to develop baseline variables and multi- 
variate analysis of the variables predictive of actual prac- 
tice offers an approach to this complex problem. 
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Obstacles in the Treatment of Dying Patients 


BY PERITZ LEVINSON, M.D. 


Theory and practice in the management of the dying 
patient have moved forward in the past two decades. 
However, the author believes the benefits of this progress 
have not reached a large segment of the population of 
dying patients—those individuals who have a higher level 
of psychopathology or are from a lower socioeconomic 
group. Obstacles in the treatment of such patients are 
described and illustrated by case histories; the author 
makes specific recommendations related to the care of 
these more difficult cases. 


THE TREATMENT of the dying patient has gained system- 
atic attention only during the past two decades. Despite 
the brevity of this period, there have already been three 
distinct historic phases. During the first phase, well-in- 
tegrated patients who generally qualified for psychoanal- 
ysis were studied. During the second phase, treatment of 
the dying patient was extended to a larger but still selec- 
tive group of middle-class individuals. The current or 
third phase of modern thanatology is facing the challenge 
of bringing the treatment of the dying patient to all indi- 
viduals regardless of psychopathology, socioeconomic 
status, race, or religion. In order to accomplish this, ob- 
stacles in the treatment of these dying patients must be 
carefully delineated and confronted. In this paper, I will 
describe these obstacles, provide illustrative clinical 
cases, and make recommendations for dealing with them. 


REVIEW OF THE LITERATURE 


The First Two Phases 


The first phase in the recent history of treating dying 
patients coincided with the appearance of The Psychia- 
trist and the Dying Patient by Kurt Eissler in 1955 (1). 
Eissler’s book was associated with a decided quickening 
of interest in thanatology. The treatment of dying 
patients recorded in this volume was careful, thorough, 
and well documented. A number of detailed clinical stud- 
ies in this style followed (2-5), and landmarks were 
charted in the feelings of the dying patient, his methods 
of coping with death, and the relationship to his doctors. 
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These studies dealt with only a small minority ofthe pop- 
ulation of terminally ill individuals. These individuals 
were, for the most part, young, intelligent, cultured, ma- 
ture, reality-based, and responsive, with high levels of 
frustration tolerance and good capacities for object rela- 
tions. They did not display the characteristics of isola- 
tion, dependency, immaturity, distrust, superstition, and 
lack of education that frequently appear in the general 
population. 

The second phase was exemplified in the work of Eliza- 
beth Kubler-Ross, whose book On Death and Dying (6) 
appeared in 1969. This study, which took place at Billings 
Hospital in Chicago, sampled a highly religious middle- 
class group of individuals who were invariably mature, 
hard-working, self-sacrificing, verbal, responsible, fam- 
ily-oriented people with roots in the community. Likethe 
cases in Eissler's book (1), these cases are not suitable as 
models for the treatment of the dying patient in the gen- 
eral population because they do not reflect the significant 
limitations in. relatedness, emotional stability, intelli- 
gence, and accomplishment that are found in the general 
population. 


The Third Phase: The Problem Today 


There have been several other books about the dying 
patient in recent years. These have either been general re- 
views with little or no clinical material (7-13) or have in- 
cluded “normal” economically favored subjects (14, 15). 

A large group of individuals, characterized by higher 
psychopathology and lower socioeconomic status, have 
not yet benefited from our increased interest and profi- 
ciency in the management of the dying patient, as Sud- 
now (16) has illustrated. He described the care of the ter- 
minally ill in a 440-bed county general hospital that 
treated mainly indigent patients, many of whom were 
black. The nature of the organization did not require aş- 
sumption of any extended responsibility to particular 
patients and their families, as would normally be found in 
a private hospital. **... alcoholic patients ... [patients] 
from lower-class settings, prostitutes, suicidal cases, va- 
grants, narcotic addicts, and the like, when encountered 
in grave borderline illnesses, were normally accorded a 
more rapidly fatal fate. These patients were [viewed as] 
less interesting [and] less deserving” (16, p. 206). 

In an earlier work, Shands (17) described a similar 
trend in the tumor clinic of the Massachusetts General 
Hospital, Boston, Mass. He found that many cancer 
patients dropped out because the traditional shifting of 
clinic staff led to frequent disappointment in their efforts 
to form a needed dependent relationship. Other reports 


have shown that the adequacy of case management de- 
creases with sociocultural distance between the clinician 
and his patient (18). 


FACTORS LEADING TO OBSTACLES IN TREATING 
DYING PATIENTS 


A number of factors can lead to obstacles in the treat- 
ment of the dying patient by causing abnormal mood 
states, excessive regression, negativism, acting out, abuse 
of medication, and countertransference reactions on the 
part of the staff. I have found the following factors most 
likely to lead to complications in the treatment of the 
dying patient: 1) severe ego deficiencies in the areas of 
frustration tolerance, contact with reality, and cognitive 
function; 2) pathological coping mechanisms that lead to 
withdrawal, isolation, suspicion, and conflict with doc- 
tors, clergy, family, and hospital staff; 3) the nature and 
severity of the physical disease; 4) religious, socioeco- 
nomic, cultural, and racial barriers; 5) lack of coopera- 
tion by the family; 6) iatrogenic factors stemming from 
the physician's unresolved feelings about death and his 
frustrated omnipotence; and 7) shortcomings in the pat- 
terning of medical care. Chronic schizophrenia and men- 
tal subnormality, which were included under factor 1, ac- 
counted for 3 cases in my sample of 14 patients. Factor 2 
was a steady feature in the borderline psychopathology 
that characterized most of the remaining subjects in the 
cases I observed. A discussion of borderline traits that 
present obstacles to treatment precedes case histories il- 
lustrating these factors. 


Borderline Traits as Obstacles 


While the number of psychotic patients in the general 
population is not large, the incidence of borderline indi- 
viduals is considerable. In the population of dying 
patients there are also stable character disorders that 
have decompensated under the stress of mortal disease. 
The borderline patient who is terminally ill often shows 
an excessive use of denial, coupled with marked defi- 
ciencies in such ego functions as self-observation, reality 
assessment, perception, integration, and communication. 
There is a lack of tolerance for anxiety and other affects, 
making it impossible to go through a process of protest 
and mourning (19). These patients find it difficult to feel 
concern for their objects and to feel guilt. Their reactions 
take primitive forms of rage and impotence rather than 
mourning and regret over aggression. They tend to with- 
draw from too close an emotional involvement, which 
lends a shallowness to their lives. 

Other characteristics associated with the borderline 
level of psychopathology are obsessive and compulsive 
mechanisms, hypochondriasis, paranoid trends, and 
schizoid traits, These elements often present over- 
whelming barriers to the establishment of the working 
relationship that is necessary to effectively help the dying 
patient. An obsessive borderline patient tends to in- 
tellectualize the experience of dying, to employ isolati 
to excess, and to regress into an ideational rather? 
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relational world. A hypochondriacal patient may be pre- 
occupied with symptoms rather than relationships and 
may even feel relief and a sense of vindication because his 
illness is a “real” disease. 

The patient with paranoid character traits is likely to 
react to his progressive organic disease with heightened 
distrust and suspicion that is fed by growing anger, de- 
spair, frustration, and helplessness. The individual with a 
schizoid tendency reacts with increased withdrawal, se- 
clusiveness, and fantasy preoccupation. These reactions 
present formidable obstacles to the physician who at- 
tempts to care for a dying patient during his terminal ill- 
ness. 

Patients who present a narcissistic personality struc- 
ture often have functioned very well prior to their disease, 
despite an inordinate need to be admired, a shallow emo- 
tional life, and a tendency to exploit their objects. Under 
the stress of terminal illness, they feel extreme envy and 
despair, and their enhanced distrust and depreciation of 
others leaves them completely unable to depend on any- 
one. The ravages of disease often increase their under- 
lying rage and lead to the appearance of paranoid traits 
that further impede the staff's efforts to help them. 

Other borderline-type traits include the impulse neuro- 
sis—a form of character pathology that finds expression 
in alcoholism and drug addiction among the general pop- 
ulation. Such patients’ pursuit of drugs for terminal pain 
is particularly difficult to manage. This group of patients 
merges with the "'acting-out" personality disorders, 
which present a particular proclivity for suicide. Finally, 
there is the passive-dependent personality, who is often 
lonely and pessimistic and manifests a deep sense of futil- 
ity and hopelessness. 

The following sections will describe patients I studied 
who presented obstacles related to the factors I have enu- 
merated. 


PATIENTS STUDIED 


While engaged in psychiatric consultation in a large 
general hospital, I focused on referrals that presented ob- 
stacles in the management of the dying patient. These 
"more difficult" cases were selected from cancer patients 
referred from two services—ear, nose, and throat (ENT) 
and hematology. During a two-year period, I studied a 
total of 14 individuals—8 surgical and 6 medical cases. 
They represented only those consultees who had not ac- 
cepted recommended psychotherapy but who could be 
partially followed anyway, or those who initially ac- 
cepted contact but then broke it off on one or more occa- 
sions. In each case, the cancer was at least moderately 
advanced and the prognosis was poor. Eleven patients 
died within two to six months after referral. There were 9 
men and 5 women, with an average age of 46. Every sub- 
ject I studied was seen for at least six sessions and most 
patients had many more sessions. In addition, there were 
consultations with medical staff, social service, family, 


and clergy. 


The ENT subjects were generally referred by the nurs- 
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ing staff because they were not experiencing the level of 
feeling associated with fatal disease. They usually mani- 
fested stoicism or excessive depression. The hematologic 
referrals were usually made by the attending physician 
and were often associated with untoward emotional reac- 
tions to chemotherapy with such drugs as cortisone, cy- 
clophosphamide (Cytoxan), and vincristine sulfate. The 
undue stress precipitated or underscored existing psycho- 
pathology. 

There are significant differences that cannot be over- 
looked between the patients with progressive tumors 
(many of them treated surgically) of the ENT service 
and those with the intermittent, invisible cancers of the 
blood system (20). However, patients with these diseases 
share a common ground when it comes to coping with 
death. 


Case Reports 


In the first case I will describe, excessive use of denial 
and paranoid mechanisms formed a serious obstacle to 
treatment. The second case deals with a borderline 
patient with severe acting-out tendencies. 


Case 1. A 61-year-old truck driver was dying of metastatic 
carcinoma in the neck region. Although he had had extensive 
surgery, the patient employed massive denial toward his fatal 
disease, and he displaced all feelings of concern onto a chronic 
shoulder ailment caused by neuralgia. His frustration, anger, 
and helplessness resulting from the progressive debilitation 
were projected onto physicians, whom he viewed as sadistic, 
negligent, and inadequate. 

Another important obstacle in establishing a relationship 
with this patient stemmed from his pseudomasculine and anti- 
intellectual attitudes, which were related to his social class. He 
viewed emotional illness or even talking about feelings as a sign 
of weakness and as a cause for ostracism. Therefore, he 
presented overwhelming resistance to behavioral consultation, 
whether from a nurse, social worker, or physician. In addition, 
he was suspicious of all educated people and of any process that 
smacked of intellectualism. He employed total denial of a 
marked sense of intellectual, social, and economic inferiority 
and of fears of rejection and passivity. In his decline, he 
presented an ongoing and grandiose monologue of former phys- 
ical strength, emotional stability, and vocational feats. 


Case 2. A 29-year-old narcissistic and masochistic divorced 
housewife had leukemia for two years before she died. The dis- 
ease, combined with her psychological immaturity, led to a se- 
ries of emotional crises for which the internist insisted on psy- 
chiatric treatment. However, on each occasion she rejected the 
contact after a few sessions. Her object relationships had been 
consistently shallow and conflictual, and she had always main- 
tained an infantile attitude toward her mother. These infantile 
. needs were greatly intensified by her fatal disease and led to a 
period of promiscuity. Intense envy of others' health as well as 
rage at her mother, who had failed to protect her from the dis- 
ease, led to much guilt and to an all-consuming sado-masochis- 
tic relationship with a lover. The therapist was an instant 
recipient of primitive transference wishes and of sadistic projec- 
tions that made it difficult to alter the acting-out behavior. The 
patient's children suffered abuse and neglect as a result of her 
acting-out behavior. 


30 Am J Psychiatry 132:1, January 1975 


In certain cases, religious, cultural, social, and racial 
factors can pose a formidable barrier in the treatment of 
the dying patient. Religion provides a harmonious means 
of coping with death for some people. Usually, religion 
emphasizes the importance of an afterlife, and it thus de- 
tracts from the finality of death and eases mourning and 
the need to withdraw the libidinal cathexes from love ob- 
jects. Devoutly religious people often charge the image of 
God with libido that is freed in anticipation of entering a 
new world, and these individuals are often best served by 
the clergy. However, the dying patient who finds himself 
in the borderline area between religion and rationalism 
can provide formidable obstacles to therapy. Such pa- 
tients can become skeptical of religious doctrine but at 
the same time view the therapist as too rationalistic, 
challenging, and threatening. Culture-bound patients 
often view the therapist as an outsider. Competition be- 
tween agents of the different disciplines can develop. 

Obstacles arising from racial differences can occur in 
such situations as treatment of a black patient by a white 
physician. In this situation, the physician becomes the 
recipient of a hostile transference based on the patient's 
too often real experiences of rejection and exploitation. 

The third case illustrates a barrier to the treatment of 
the dying patient that resulted from cultural factors. A 
deficiency in the patterning of medical care was an addi- 
tional obstruction in this case. 


Case 3. A 20-year-old woman who had dropped out of high 
school and become involved with the counterculture was dying 
of Hodgkins' disease. She rejected psychiatric consultation in 
favor of a faith healer who was popular in the counterculture 
milieu. The patient terminated an important course of chemo- 
therapy at the insistence of the faith healer. This proved to be an 
unfortunate choice, as the disease, which had carried a hopeful 
prognosis if given intensive treatment, returned after four 
months and led to rapid decline and death. The patient's weak- 
ened physical state limited subsequent psychiatric intervention, 
although her disillusionment with the faith healer made psycho- 
therapy more acceptable to her. Guilt and anger in regard to the 
faith healer added further stress by increasing her depression 
and distrust, both of which posed additional obstacles in her 
treatment. The impasse was compounded when the patient was 
sent to a cancer hospital for her terminal phase in order to free 
a bed on an acute surgical ward. She was deprived of her famil- 
lar surroundings as a result of deficient medical care patterning 
and staff countertransference based on her earlier refusal to 
cooperate. . 


Lack of cooperation by family members can pose an- 
other important obstacle in the treatment of the dying 
patient. The impasse can be formidable, as the patient of- 
ten finds himself very dependent on his family and de- 
prived of his authority (if he has not already surrendered 
it). The final clinical example I will present illustrates the 
dramatic interplay of a combination of factors that can 
provide formidable obstacles to treatment. The two main 
elements in this case are the special nature of the organic 
process itself and iatrogenic factors. 


Case 4. An attractive 24-year-old woman died of carcinoma 
of the maxillary sinus with extension to the eye and skull after a 


one-year course of the disease that featured marked oscillations 
in the prognosis. The patient had been referred for psychiatric 
treatment because of the tragedy of “a beautiful girl having to 
lose her face," as noted by the nurses, who identified heavily 
with the patient. 

Psychiatric treatment began after the first surgical procedure 
confirmed the diagnosis and the poor prognosis. The patient 
had a strong inclination toward denial but nevertheless began to 
express feelings of protest, anger, and despair in a brave effort 
to cope with her disease and arrive at a stage of acceptance. 
However, members of the medical staff revealed deep feelings 
of grief, helplessness, and guilt. They began to avoid the bedside 
on rounds and were not able to maintain an accurate prognosti- 
cation in response to the patient's appeals. A second operation 
was scheduled and, although she was faced with mutilation, the 
patient revived denial, stopped coping with the inevitability of 
death, and discontinued psychotherapy. The operative proce- 
dure, which inflicted great suffering, involved the resection of 
large segments of the palate, maxilla, and orbit, as well as re- 
moval of the eye. The patient was left with great pain and was 
unable to eat due to the loss of the palate. She became malnour- 
ished and frail, and before she could get accustomed to the cum- 
bersome oral prosthesis, the tumor had recurred. 

The nature of the cancer that caused a young woman-—heav- 
ily dependent on her looks for admiration, support, and rela- 
tionships—to lose her face represented a special obstacle to 
treatment. As the true nature of her prognosis became only too 
clear to her again (after the reappearance of the tumor), the 
patient wanted to resume the psychiatric treatment, but she felt 
too ugly and ashamed. When J was finally admitted to the bed- 
side, I immediately asked to see her unbandaged lesion and 
made sure not to flinch at the gruesome sight. 

The patient began to drop denial and resume her con- 
frontation with death. However, the medica! staff could not be 
dissuaded from once again offering hope in the form of cryosur- 
gery which they heavily rationalized. Denial was iatrogenically 
reinstated and by the time the patient recovered from the proce- 
dure, she was too weak to continue her efforts to arrive at an ac- 
commodation with death. She died with a feeling of hopeless- 
ness, futility, and distrust. 


TREATMENT RECOMMENDATIONS 


The approach to the more difficult dying patient con- 

sists of three parts: 1) dealing with the patient himself, 2) 
providing consultation for the personnel who care for the 
dying individual, and 3) influencing official attitudes and 
policies regarding death and dying. 
" Very limited goals must be accepted in the treatment 
of such patients. A good therapeutic relationship in the 
traditional sense cannot be expected. [nstead, the thera- 
pist and staff often meet with distrust or apathy. The pas- 
sive approach to therapy that may encourage ventilation 
in better integrated patients is viewed by these individuals 
with suspicion and seen as disinterest, condescension, 
foreboding, or pity. There is no time with the more diffi- 
cult dying patient to work through borderline traits in the 
usual way. The therapist should quickly sense the 
patient's suspicions and insecurities and actively try to al- 
leviate them. 

Preoccupation with physical symptoms is another lim- 
iting factor. Support, reassurance, and relief of the physi- 
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cal symptoms for these patients takes precedence over 
communications related to death, separation, and loss. 
Flexibility is important. While confronting rigid defenses 
in one patient, the therapist should be agile in responding 
to more fluid and changing impulses, affects, and de- 
fenses in another. The therapist may need to attenuate 
denial, counter withdrawal and apathy, sanction depen- 
dency, encourage protest, and combat excess depression 
—all within a brief span of time. Pathological defenses 
usually must be supported rather than challenged, and re- 
spect for the borderline patient’s need for distance must 
be maintained. Suicidal intent may appear at any time. 
The treatment should be supportive, directive, and educa- 
tive rather than interpretive. 

The therapist should be able to use psycho- 
pharmacologic agents and analgesics with skill and imag- 
ination. Phenothiazines can decrease paranoid and schi- 
zoid symtomatology and also reduce the amount of 
analgesic needed. Inordinate depression may warrant the 
use of antidepressant medication. The therapist must be 
familiar with cancer treatment agents, their side effects, 
and their expected efficacy. Variability in the course of 
the organic process is an important factor to con- 
sider (21). Concern over death and dying increases with 
the progression of the disease and quickly fades as symp- 
toms diminish due to spontaneous remission or active 
treatment intervention. 

It is particularly urgent that the psychiatrist establish 
rapport with the primary care physician when the dying 
patient is a more difficult case. This is necessary because 
they must coordinate what the patient is told about his 
fatal illness and be responsive to each other’s suggestions 
about analgesia, palliation, etc. The psychiatrist should 
serve an educative function for the primary physicians 
who themselves must care for most dying patients. It 
should be demonstrated that the emotional needs of the 
dying can be responded to within reasonable amounts of 
time. This instruction can be given informally during 
daily rounds as well as through case presentations during 
grand rounds. Subtle departmental influences that quietly 
discourage a young house staff member from “‘sitting 
with’’ a dying patient should be uncovered. Discussion by 
the medical and nursing staffs of their feelings about 
death, as well as their attitudes toward “‘psychos”’ and so- 
cioeconomically and morally deprived individuals, can be 
valuable in modifying iatrogenic factors in the treatment 
of dying patients (22). | 

To influence official attitudes, efforts must be made to 
recognize the dying patient's special needs. Public fund- 
ing should be sought for research and the development of 
varied programs. Then, each case could be carefully 
screened and a decision made as to whether psychiatric 
treatment was needed and, if so, what type of therapy 
should be given. At the same time, another decision 
would be made as to whether the patient was suitable for 
treatment on a general ward, a cancer ward, a terminal 
care hospital, or at home. Public and private health in- 
surance should compensate physicians for the additional 
time required by the emotional needs of the dying, and 
the family should be covered for specific expenses from 
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caring for the patient at home during the terminal phase. 

Finally, it is important to equip the medical student 
with the ability to recognize and respond to the emotional 
needs of the many terminally ill patients he will encoun- 
ter. Along the same lines, continuing education programs 
for practicing physicians should promote the theory and 
practice of thanatology. All of these efforts should re- 
ceive confirmation by the appearance of appropriate 
questions on licensure examinations, specialty board ex- 
aminations, and during periodic review. 
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A Schizophreniform Behavioral Psychosis Mediated by Dopamine 


BY DAVID L. GARVER, M.D., R. FRANCIS SCHLEMMER, JR., JAMES W. MAAS, M.D., AND JOHN M. DAVIS, M.D. 


The authors conducted a study in which schizophrenic- 
like behavioral disturbances were induced in members of 
a macaque social colony by the chronic administration of 
d-amphetamine. Animals given the drug showed 
hypervigilance, hyperactivity, fragmented and repetitive 
behaviors, and progressive social withdrawal as well as 
the development of solitary stereotypies. The syndrome 
was dissected pharmacologically with alpha-methyl- 
para-tyrosine, chlorpromazine, pimozide, and 
haloperidol. Based on the behavioral findings and the 
known mechanisms of action of these drugs, the authors 
conclude that the major elements of the psychotic-like 
behavior induced by d-amphetamine were mediated by 
dopamine systems. 


A SYNDROME VIRTUALLY INDISTINGUISHABLE from para- 
noid schizophrenia has resulted from street use or super- 
vised administration of large quantities of amphetamines 
in amphetamine abusers who had no evidence of pre- 
psychotic conditions (1, 2). 

Similarly induced and similar appearing behavioral al- 
terations in nonhuman primates could provide an animal 
model of psychosis from which much information could 
be gleaned concerning the function and interrelationships 
of critical neurotransmitter systems. Documentation of 
such psychotic behaviors may be possible through obser- 
vation and quantitation of alterations in the rich variety 
of social interactions and individual behaviors induced by 
the administration of d-amphetamine to members of a 
nonhuman primate social group. 


METHOD 


Adult feral stumptail macaques with stabilized social 
felationships were observed in their colony at the same 
hour daily. Behavioral scoring encompassed both social 
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and solitary measures. Each animal, in rotation, was 
scored during a 30-second interval with regard to 15 so- 
cial and 13 solitary behaviors (there were 12 such inter- 
vals for each animal during each daily scoring period). 
Details of the scoring procedure appear in appendix 1. 
We will focus mainly on the following behaviors: activity 
—the number of intervals scored daily when movement 
other than checking occurred; stereotypies—the number 
of intervals when repetitive, often rhythmic behaviors 
(excluding checking or athetoid-like movements) that in- 
terrupted normal social or individual activities occurred; 
proximity—the number of intervals when the animal was 
less than three feet away from another animal; and 
checking—the total number of changes in eye direction 
or visual fields, with or without accompanying head 
movements, that occurred in 12 30-second intervals each 
day. 

Four selected monkeys within the social colonies were 
given 2 mg/kg of d-amphetamine in time-release form 
(Dexedrine) every 12 hours via nasogastric tubing for a 
period of 3 to 20 days. Quantitation of behaviors was de- 
termined during the predrug period (baseline) and then 
again during the days when d-amphetamine was adminis- 
tered. 

After a recovery period of at least 3 weeks from any 
previous study the same animals "were pretreated via 
nasogastric tube with the following drugs immediately 
followed by the addition of d-amphetamine: 125 mg/kg 
of alpha-methyl-para-tyrosine (AMPT) every 12 hours 
for 14 days before d-amphetamine was given; 6.5 mg/kg 
of chlorpromazine (CPZ) a day for 36 days before addi- 
tion of d-amphetamine; 0.5 mg/kg of pimozide (PZ) a 
day for 4 days before d-amphetamine addition; and 0.14 
mg/kg of haloperidol a day for 21 days before addition 
of d-amphetamine with a stepwise increase in haloperidol 
to 0.57 mg/kg a day during days 17 to 20 of d-ampheta- 
mine administration. Finally, the animals again received 
two additional courses of 3 days of administration of d- 
amphetamine alone for comparison with earlier d-am- 
phetamine-induced and drug-modified behaviors. 


RESULTS 
Syndrome Induced 


Chronic administration of 2 mg/kg of d-amphetamine 
every 12 hours induced profound alterations in the behav- 
ior of members of the macaque social colony who re- 
ceived the drug. These animals manifested a state charac- 
terized by increased activity, frequent changes of visual 
field (checking), repetitive stereotyped behavior of a vari- 
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TABLE 1! 
d-A mphetamine-Induced Changes in Behavior of Four Macaques 





Behavior Score Expressed as Means + SEM* 


Type of Behavior Clancy Freda Beckie Suzie 
Activity 
Baseline 7.754 1.14 8.75 + 1.75 8.00 + 1.22 8.00 + 1.22 
Days 1-4 11.67 + 0.27** 11.67 + 0.27** 11.50 + 0.43 9.00 + 0.35 
Days 5-8 11.00 + 0.50 12.00 + 0.00 — e 
Days 9-12 12.00 + 0.00 12.00 + 0.00 e$ sou 
Stereotypies 
Days 1-4 
Social 12.00 + 0.00** 0.00 + 0.00** 0.30 + 0,20 1.50 + 0.80 
Solitary 0.00 + 0.00** 7.30 + 2.60** 9.00 + 1.80 0.50 + 0.30 
Days 5-8 
Social 6.30+ 1.70 0.00 + 0.00 — — 
Solitary 1.00 2 0.60 9,20 + 1.00 -— — 
Days 9-12 
Social 0.00 + 0.00 0.00 + 0.00 — — 
Solitary 6.50-- 1.20 8,30 + 2.40 ak sis 
Checking . 
Baseline 14.254 2.43 11.75 + 1.39 25.00 + 1.46 18.75 +: 0.96 
Days 1-4 168.67 + 31.27** 37.67 + 2,60** 29.75 + 11.58 47.00 + 4.11 
Days 5-3 94.00 + 16.09 20.25 + 3.49 — — 
Days 9-12 31.25 + 6.00 14.50 + 3.36 — — 


*The number of intervals during which activity and stereotypies were present daily and the total number of checks within each of the intervals were averaged for 4 days of 


baseline, days 1-4, days 5-8, and days 9-12 of d-amphetamine treatment and expressed as mean + SEM for each animal. 


**Days 1-3. 


ety of types (stereotypies), and progressive social isola- 
tion. 

Changes in activity. Periods of rest alternating with pe- 
riods of activity characterize normal colony life for each 
of the animals studied. Administration of d-ampheta- 
mine interrupted this cycle by inducing a chronically ac- 
tive state. Animals receiving the drug would seldom be 
without. movement, except for checking, for 30-second in- 
tervals. Table 1 shows the increase in intervals of activity 
for each of four animals given d-amphetamine. 

Stereotypies. Each animal demonstrated d-ampheta- 
mine-induced stereotyped behaviors. These were mani- 
fest in a variety of forms: threatening, lipsmacking, social 
grooming, presenting, self-grooming, scratching, and 
rocking. Table 1 shows intervals of stereotyped behavior 
per 12 intervals observed daily for four animals, two of 
which were given the drug chronically for 4 days and two 
of which were given it for 12 days. When stereotyped be- 
haviors are divided into social stereotypies and solitary 
stereotypies! it becomes evident that even when social 
stereotypies are present initially, solitary stereotypies 
eventually dominate during the course of chronic d-am- 
phetamine administration. (See the figures given for 
Clancy in table 1.) 

Checking. Among the most striking behaviors seen in 
the animals given d-amphetamine was the marked in- 
crease in checking (shifting of visual field). Although this 


Rocking, a fragment of threat behavior, was considered a social stereo- 
typy; this is further explained later in the paper under the heading ''Dis- 
cussion.” 


34 Am J Psychiatry 132:1, January 1975 


phenomenon was more marked in some animals than in 
others, like stereotypies it appeared consistently in all 
animals treated with d-amphetamine. Table | shows the 
marked increase in checking from baseline levels, espe- 
cially in Clancy. There was a gradual subsequent diminu- 
tion of this behavior during days 5 to 8 and days 9 to 12. 

Social isolation. Social isolation has already been dem- 
onstrated in the development of nonsocial stereotypies 
that replace usual interactions such as social grooming 
and other initiated social activities. In each animal social 
grooming was reduced during the first days and contin- 
ued reduced throughout the course of d-amphetamine ad- 
ministration (12 days for Clancy and Freda, 5 days for 
Beckie and Suzie). Initiated social activity varied consid- 
erably during the first 3 days of d-amphetamine adminis- 
tration because of social stereotypies but was reduced 
beginning with administration day 4 until the end of 
d-amphetamine administration. Similarly, proximity 
scores varied early in this part of the study but showed 
rather consistent reduction beginning on day 5 until the 
end of d-amphetamine administration. 

The reduction in social operations and the reduction in 
proximity scores during d-amphetamine treatment were 
as follows: Clancy showed only 5 percent of her baseline 
social grooming during days 1 to 3 and 5 to 12, 45 per- 
cent of her baseline-initiated social activity during days 5 
to 12, and only 50 percent of her baseline proximity score 
during days 5 to 12; Freda showed 37 percent of her base- 
line social grooming during days 1 to 3 and 5 to 12, 39 
percent of her baseline-initiated social activity during 
days 5 to 12, and 47 percent of her baseline proximity 


scores during days 5 to 12; Becky showed no social 
grooming during days 1 to 5 and 80 percent of her base- 
line-initiated social activity during days 4 and 5; and 
Suzie showed 32 percent of her baseline social grooming 
during days | to 5 and 35 percent of her baseline-initiated 
social activity during days 4 and 5. 


Reproducibility 


The basic elements of the d-amphetamine syndrome 
were found to be reproducible, but they were often less 
exaggerated when the same animal was reintroduced to 
the drug. Table 2 shows the means for activity, stereo- 
typies, and checking for Clancy and Freda during two 
subsequent 3-day trials of d-amphetamine compared with 
these means at initial baseline and during the previous 
d-amphetamine administration. 


Pharmacological Dissection 


Alpha-methyl-para-tyrosine (AMPT). The means for 
the 3 final days of AMPT pretreatment, the first 3 days of 
combined AMPT and d-amphetamine, and the first 3 
days of d-amphetamine alone on two separate subsequent 
occasions are shown in figure I for activity, checking, and 
stereotypies in two animals. The increase induced by 
d-amphetamine in each of the measurements was pre- 
vented or greatly diminished by pretreatment and con- 
comitant treatment with AMPT. 

_ Chlorpromazine (CPZ). Pretreatment and con- 

comitant treatment with CPZ also prevented the d-am- 
phetamine-induced behaviors that appeared during sub- 
sequent trials with d-amphetamine alone (see figure 1). 

Pimozide (PZ). 1n contrast to AMPT and CPZ, pre- 
treatment and concomitant treatment with PZ permitted 
d-amphetamine-induced elevation in checking. Like 
AMPT and CPZ, it inhibited d-amphetamine-induced 
elevation of activity and stereotypies (see figure 1). 


Reversal of Broader Aspects of the Syndrome 


After pretreatment with 0.14 mg/kg of haloperidol a 
day for 21 days, two animals were given d-amphetamine 
along with a gradual increase in haloperidol in an at- 
tempt to block the effects of d-amphetamine on both so- 
cial and solitary behaviors. At low doses of haloperidol 
the characteristic d-amphetamine-induced syndrome ap- 
peared. Haloperidol was increased stepwise until days 17 
to 20 of chronic d-amphetamine administration. At this 
time the dose of haloperidol was raised to 0.57 mg/kg a 
day and most of the behavioral measurements, both so- 
cial and solitary, returned to or near baseline levels. 
Table 3 shows the “normalization” of the syndrome by 
haloperidol 17 to 20 days after initiation of d-ampheta- 
mine by comparing behavioral measurements during 
baseline, during both early and late periods of d-am- 
phetamine administration alone, and during combined 
d-amphetamine and haloperidol administration late ‘in 
the d-amphetamine period. d-Amphetamine-induced 
checking was not reversed by haloperidol. 
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TABLE 2 
Reproducibility of d-Amphetamine-Induced Changes in Behavior of 
Two Macaques 





Behavior Score Expressed 
as Means + SEM* 





Type of Behavior Clancy Freda 
Activity 
Baseline 9042 05 87+ 23 
Initial d-amphetamine administration 11.724 03 1172 03 
Repeat d-amphetamine administration 11.74 0.2 10.8 « 0.9 
Stereotypies 
Baseline 0024 00 00+ 0.0 
Initial d-amphetamine administration i204 00 734 26 
Repeat d-amphetamine administration 354 10 872 1.2 
Checking 
Baseline 12.34 24 110+ 1.6 
Initial d-amphetamine administration 168.7 + 31.3 37.7 & 2.6 
Repeat d-amphetamine administration 71.24 15.8 54.0 + 16.2 





*These values show scores during the final 3 days of baseline, first 3 days of 
d-amphetamine administration, and the mean of the subsequent two trials 
with d-amphetamine alone on days 1-3 expressed as mean + SEM for each 
3-day period for each animal. 


DISCUSSION 


Interest in developing model psychoses displaying sim- 
ilarities to naturally occurring psychiatric syndromes has 
accelerated in the past several years (3-8). In this study 
we have documented the induction of psychotic-like be- 
havior by chronic d-amphetamine administration. Our 
behavioral measurements (as well as demonstration 
films) give evidence of a frantically hyperactive and agi- 
tated state, with hypervigilance diminishing with the de- 
velopment of increasing social isolation and solitary ste- 
reotypies. 

The attempt to move from qualitative and quantitative 
observations of behavior to generalizations. concerning 
similarities of d-amphetamine-induced behavioral altera- 
tions in nonhuman primates and psychopathophysiology 
of the schizophrenias is fraught with difficulties. How- 
ever, this effort must be made if a link is to be suggested 
between a state so induced in. nonhuman primates and 
psychiatric ilIness. 


Bleuler's Classification 


Using Bleuler's four A's (autism, associations, affect, 
and ambivalence) (9), it is possible to group many of the 
d-amphetamine-induced or altered behaviors as possible 
manifestations of these states. 

Autism is suggested by the progressive social isolation 
demonstrated by proximity scores, elevated levels of self- 
grooming as compared to social grooming, inability to 
attend another animal’s social signals, and preoccupation 
with the performance of solitary stereotyped behaviors to 
the exclusion of normal social interactions. 

Affective inappropriateness is suggested by the exces- 
sive threats that appeared in dominant animals when no 
discernible stimulus of implied threat arose from other 
animals. The inappropriateness of stereotyped threat- 
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FIGURE | 


Mean Behavior Scores (SEM) During Administration of d-Amphetamine (d-A) with Alpha-methyl-para-tyrosine (AMPT), Chlorpromazine 
(CPZ), and Pimozide (PZ) in Two Macaques* 
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* These values are for the following time periods: during the last 3 days on AMPT alone, first 3 days of concomitant AMPT and d-A, and the mean of two subsequent 
trials (days 1-3} of d-A alone; during comparable 3-day periods with CPZ and d-A; and during comparable 3-day periods with PZ and d-A. 
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TABLE 3 
Comparison of Effects of d-Amphetamine Alone with d-A mphetamine and Haloperidol Combined on Behavior in Two Macaques 


Behavior Scores Expressed as Means + SEM* 


d-Amphetamine Alone d-Amphetamine and 


Type of Behavior Baseline Days 1-3 Days 9-12 Haloperidol 
Reversed behavior 
Activity 8.4 +: 0.6 {11.74 0.3 12.0 + 0.0 9.6 + 0.9 
Sterotypies 0.0 + 0.0 97+ 1.6 7.4 x 1.4 0.0 + 0.0 
Social grooming 11.8 + 2.1 5.7 32 1441.3 15.1 + 1.9 
Initiated social activity 14.3 + 2.4 63.8 + 30.5 5.5 + 1.8 16.8 + 1.8 
Proximity 9.8 + 0.7 934 L1 5.5 = 0.9 11.04 0.6 
Threatening 0.5 + 0.4 45.7 + 27.6 0.6 + 0.47 0.8 + 0.6 
Self-grooming 1.5=0.8 3.8 + 2.0 9.6 + 1.0 0.6 + 0.3 
Behavior not reversed 
Checking 13.0 + 1.5 103.2 + 31.0 22.9 + 4.5 37.4 + 11.2 


*The values show the effects of the drugs during 4 days of baseline, 3 days early in d-amphetamine administration (days 1-3), 4 days later in d-amphetamine 


administration (days 9-12), and 4 days of combined d-amphetamine and haloperidol (0.57 mg/kg a day) late in d-amphetamine administration (days 17-20). 


ening was apparent to the animals not given d-ampheta- 
mine. These animals failed to respond submissively, sug- 
gesting that the behavior of the animals given the drug 
may have lacked the appropriate affective tone for mean- 
ingful social intercourse. 

Ambivalence may be demonstrated by threatening 
without a follow-through attack when the animal threat- 
ened does not respond with a submissive gesture. [t is 
also suggested by the appearance of the further frag- 
mented threat seen in stereotyped rocking. This behavior 
appeared only during the time of hypervigilance, soon 
after stereotyped threatening (forward rocking, eyes 
open, brow raised, ears back). We suggest that fragments 
of behavior patterns, in this case the beginning of a threat 
sequence, may also be a behavioral manifestation of am- 
bivalence. Ambivalence was also suggested by the short- 
lived, interrupted social interactions such as grooming. 

The presence of abnormalities of associations (formal 
thought disorder) cannot be documented in animals who 
have no spoken language. Yet patterns of behavior, a rel- 
atively consistent behavioral language, can be grasped by 
the experienced observer. A fragmentation of sequenced 
behavior, though difficult to quantitate, is experienced 
by the observer dysjunctively. Animals not given d-am- 
phetamine infrequently approached and often actually 
‘distanced themselves from animals given the drug. This 
avoidance may have been the result of fragmented and 
unintelligible social cues. It is this fragmentation of pre- 
viously patterned sequenced behavior, without apparent 
relationship to events, which may be a nonhuman pri- 
mate behavioral counterpart to the unintelligible cogni- 
tive stream seen in schizophrenias clinically. 

The focus of activity on the self (solitary stereotypies) 
rather than on outside events and relationships within the 
colony would appear to be correlated with relief from the 
hypervigilant state demonstrated by a reduction in check- 
ing. This "autistic" withdrawal might have been neces- 
sary for homeostasis in the animals given d-amphetamine 
and may have implications for clinical schizophrenias. 


Dopamine-M ediated Theory of Psychosis 


With the administration of AMPT, the d-ampheta- 
mine-induced changes in activity, checking, and the ap- 
pearance of stereotypies were blocked, indicating that 
these elements of the syndrome are catecholaminergically 
mediated. Chlorpromazine also abolished the d-am- 
phetamine-induced behaviors. In contrast, pimozide pre- 
vented the hyperactivity and stereotypies but not the hy- 
pervigilant (checking) state. Since AMPT inhibits 
tyrosine hydroxylase, chlorpromazine blocks dopamine 
and norepinephrine receptors, and pimozide blocks pri- 
marily dopamine receptors (10, 11), these data are con- 
sistent with the view that d-amphetamine induces hyper- 
activity and stereotypies by means of dopamine systems. 
It also appears that the hypervigilant state may be pro- 
duced by effects on norepinephrine systems. 

When we attempted to titrate haloperidol, a preferen- 
tial dopamine receptor blocker (10), against the d-am- 
phetamine-induced syndrome, we were able to achieve a 
remarkable “normalization” of both social and individ- 
ual behaviors in the absence of fully reversing hyper- 
vigilance. This reversal of psychotic-like behaviors by 
haloperidol is consistent with the hypothesis that dopa- 
minergic systems mediate the isolated, withdrawn, frag- 
mented, and inappropriate behaviors (other than hyper- 
vigilance) induced by d-amphetamine. 

A dopamine-mediated theory of psychosis or schizo- 
phrenia by no means requires that large quantities of 
dopamine are released from dopaminergic terminals and 
are present on or near dopamine receptors within the cen- 
tral nervous system. At least two other possibilities exist. 
One involves such supersensitivity of dopamine receptors 
that they are activated too frequently by normal or sub- 
normal amounts of dopamine and are **normalized" by 
an antipsychotic drug (a dopamine-receptor blocking . 
agent). 

A second possibility involves a critical balance between 
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two or more neurotransmitter systems, one of which is 
dopamine. Anticholinergic agents alone have been de- 
scribed as producing motor behavior reminiscent of that 
seen after small doses of amphetamine (12). If there were 
a deficiency in acetylcholine or other critical neurotrans- 
mitter systems supplying critical areas of the central 
nervous system that are physiologically balanced by 
dopamine, critical balance could fall to dopamine 
predominance. This would elicit a dopamine-mediated 
psychotic syndrome without excessive dopamine being 
present at dopamine receptors, yet relieved by blocking 
with antipsychotic agents the activation of the dopamine 
receptor. 

Investigations concerning neurotransmitter mediation 
in animal models of psychosis show promise for defining 
possible defects in neurotransmitter systems. Such defini- 
tion would focus clinical research strategies and verify 
impressions gained clinically. 
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APPENDIX | 
Behavioral Scoring 


Each animal in rotation was scored during a 30-second inter- 
val with regard to 15 social and 13 solitary behaviors, for a total 
of 12 such intervals for each animal during each daily scoring 
period. Social behaviors could receive additional scores when 
they took place with another animal during its 30-second scor- 
ing period (i.e., an approach by animal A to animal B during 
animal B's 30-second interval would be scored both for ap- 
proach A to B and for being approached B by A). 

An animal received a score for each occurrence of approach- 
ing, being approached, threatening, lipsmacking, withdrawing, 
scratching, or checking during a scored 30-second interval. 

A single score was tabulated if social grooming, proximity, 
self-grooming, activity, or stereotypies occurred during a scored 
30-second interval. 

Scores were summed for each of the measurements for each 
animal for each dailv scoring period. The initiated activity score 
is the sum of approaching, social presenting, submissive pre- 
senting, social exploration, social grooming, threatening, 
mounting, attacking, withdrawing, and lipsmacking for each 
daily scoring period. 


Psychiatric Controversy: Man’s Ethical Dimension 


BY SILVANO ARIETI, M.D. 


Although determinism may permeate human existence, 


man's moral values raise him above the level of an 
animal and enable him to direct his own life. The author 
suggests that psychiatrists should influence the patient to 
exert his will, make conscious choices, and, above all, 
assume a sense of responsibility for his own actions. In 
order to free the patient from whatever conditions hinder 
his will and to help him make choices, psychiatric 
treatment must consider man's ethical dimension. 


COMMITTED AS WE ARE to the scientific method, we psy- 
chiatrists divide, dissect, and examine the psyche of the 
human being piece by piece. This is a legitimate proce- 
dure, provided that after the analysis we reach a syn- 
thesis, give the proper consideration to those aspects of 
the personality that could not expand, and, most impor- 
tant, do not leave out any basic human dimension. 

We do not always follow this procedure. In our double 
allegiance to science and to man, who in his totality is not 
reducible to the accepted canons of science, we tend to 
adhere to traditional science exclusively and to minimize 
man's ethical dimension. In what I call the “ethical di- 
mension" I include such vast areas as moral values and 
the phenomena of will, conscious choice, and responsi- 
bility. 

I do not mean to suggest that the therapist should im- 
pose his values on the patient; I simply wish to stress that 
values always accompany and give a special psychologi- 
cal significance to facts and that when we deprive facts of 
their value, we fabricate artifacts which have no reality 
„in human psychology. An individual may suspend his 
value judgment when he wants to examine a fact from a 
specific point of view, but then the ethical content has to 
be reestablished if the fact is to have human significance. 
If we remove the ethical dimension, we reduce man to a 
subhuman animal, an animal that is not beyond freedom 
and dignity, but whose organization precedes the experi- 
ence of freedom and dignity—a subhuman animal to 
whom Skinnerian psychology can be safely applied. 


Read at the 127th annual meeting of the American Psychiatric Associa- 
tion, Detroit, Mich., May 6-10, 1974. 
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It is easy for many of us who practice psychodynamic 
psychiatry to understand how Skinner's approach has 
only limited application to our work. The functions ofthe 
psyche that we study in our daily work—feelings, emo- 
tions, attitudes, introjection, guilt, expectation, purpose, 
goal, inner self, personality, determination, choice, will, 
etc.—are miraculous or imaginary entities for Skin- 
ner (1). According to Skinner, ideas, dreams, images, in- 
sights, and conflicts cannot be seen or observed and, 
therefore, do not count, nor can the existence of an inner 
life be inferred from them. Skinner follows a procedure 
antithetical to the medical procedure, for a physician 
does not simply observe his patient's behavior but also 
makes inquiries about what goes on inside of the patient. 

Although I have never gathered statistics on a large 
scale on this subject, I am inclined to believe that many 
psychiatrists are ready to reject Skinner's position. But 
unfortunately, many of us are willing to accept other po- 
sitions that do not consider adequately the ethical dimen- 
sion. Ín contrast to the position of Rollo May (2), Leon 
Salzman (3), Leslie Farber (4), myself (5), and many oth- 
ers, a large group of psychiatrists and psychologists do 
not believe that there is such a thing as human will. Cer- 
tainly a normal voluntary action consists of many steps, 
some of which are not yet susceptible to scientific analy- 
sis. We do not know when neurology ends and psychol- 
ogy begins. We do not know the intimate neurological 
mechanism that initiates a voluntary movement. Perhaps 
what we call will is the synthesis or result of many neu- 
ropsychological mechanisms plus newly emerging ele- 
ments that in a tentative way we call autonomy, individ- 
uality, originality, creativity, and indeterminacy. 


PREEMINENCE OF DETERMINISM 


Determinism reigned supreme in the era of hard-to- 
imagine proportions that extended from the appearance 
of the atom to the development of the human cortex. The 
simplest entities (the subatomic particles) and the highest 
(some parts of the human cortex), respectively, opened 
and closed this vast era that unfolded over billions and 
billions of years. The most complex entity in our uni- 
verse, the human cortex, again permits a certain indepen- 
dence from causality as it existed at the subatomic level 
studied by Heisenberg. However, the freedom of man, 
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made possible by his cortex, is different from the so- 
called freedom of the subatomic particles. It is integrated 
with the essence of man. Although this freedom produces 
an interruption in the deterministic chain of causes and 
effects, it immediately rejoins determinism, thereby re- 
establishing continuity, for the will of man becomes a 
cause of action. It is a causality compatible with free will. 
It is for future research to establish whether subatomic 
"freedom" becomes incorporated in some particles of 
neurons and changes ideas into free actions and thus rein- 
tegrates itself into the essence of man. 

For many psychiatrists, including myself, what we call 
will, that ability by virtue of which we conform our be- 
havior to our determination, is the culmination of the 
psychological functions of the human being. Certainly we 
can bypass our will. We may meekly obey others, or we 
may behave in conformity with our conditioned reflexes. 
If we have some psychiatric disorder, our will is hindered 
in various ways. If we are hysterical, we lose control of 
some functions of our body. If we are phobic, the avoid- 
ance of the dreaded event rather than our determination 
will guide our actions. If we are obsessive-compulsive, we 
feel obligated to obey internal injunctions even when they 
seem absurd. If we are psychopathic, we cannot say no to 
ourselves; we are under the impulse to satisfy our urges 
immedistely. If we are catatonic, we go through a stage 
in which even our smallest movement may be endowed 
with cosmic responsibility and guilt; consequently, we do 
not move at all. Those of us who have intensely studied 
the catatonic type of schizophrenia consider the catatonic 
state to be the nadir of the human condition (6). Al- 
though the catatonic is not physiologically paralyzed, he 
cannot respond to people who touch him, bump into him, 
smile at him, or caress him. He appears to be a statue, 
but unlike a statue he hurts in a most atrocious way, hav- 
ing lost the most precious and human of his possessions 
—his will. By studying cases of catatonic schizophrenia 
of different degrees of severity, we can learn a great deal 
about the existence, unfolding, and impairment of the 
will (6). 

Psychiatric treatment attempts to liberate the patient 
from whatever condition limits his will, whether it is a 
mild neurosis or a severe catatonia. It should be under- 
stood, however, that total freedom and total self-causa- 
tion are not available to any man. Even partial freedom is 
not something a human being ts born with; it is a striving, 
a purpose—something to be attained. Being born free is a 
legal concept that, although valid in daily life, has philo- 
sophical limitations. Striving for freedom is an unceasing 
attempt to overcome the conditions of physicochemistry, 
biology, psychology, and society that affect human life. 


The psychiatric patient has the additional burden of over- 


coming the conditions of his psychopathology, and the 
purpose of psychiatric treatment is to help him do so. It 
would be unrealistic to forget, however, that this self-cau- 
sation is only a thin margin of a totality in which the ma- 
jority of facts and events are ruled deterministically. But 
I feel that this thin margin is sufficient to change the 
world, to make history, to cause the rise or fall of 
man (5). 
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FREUDIAN VIEW OF THE CONCEPT OF WILL 


Classical Freudian psychoanalysis has a controversial 
(and I would say ambivalent) attitude toward the concept 
of will. On one side, Freudian psychoanalysis adheres to 
a strict deterministic view of reality and life that leaves 
no room for human choice. According to Freud, most of 
our actions are caused by unconscious motivation, and as 
long as our actions are the result of unconscious motiva- 
tions, we cannot call ourselves free or feel responsible for 
what we do. 

Like many other great thinkers, Freud contradicted 
himself on many issues, including the question of will. 
More than any of his predecessors or contemporaries he 
revealed the role of the unconscious wish as a determi- 
nant of human behavior. But Freud's great discovery 
does not imply that will has no role. Let us consider 
Freud's famous statement, “Where id was, ego must be." 
Freud meant that as a result of psychoanalysis, uncon- 
scious wishes, generally relegated to the id, must become 
part of the ego; i.e, they must become conscious. But 
what is the purpose of this? To make the id part of the 
ego does not mean unleashing the unconscious wishes or 
giving them free reign or unrestricted access to conscious 
behavior, although this is the way some people interpret 
Freud's statement. I believe that Freud meant that once 
the unconscious wishes become conscious, they will be 
regulated by the functions of the ego. The individual will 
be in a better position to accept or reject them. In other 
words, Freud conceived psychoanalysis not as a libera- 
tion of the id but as a liberation of the ego from the un- 
wanted, unconsciously determined oppression exerted by 
the id. Thus, psychoanalysis has the function not of re- 
stricting but of enlarging the sphere of influence of the 
will. Its aim is to return a sense of responsibility to the 
human being for many actions that previously were 
beyond his control. In this respect, psychoanalysis en- 
larges the ethical dimension. 


POSITION OF SOME PSYCHODYNAMIC SCHOOLS 


In addition to Freudian psychoanalysis, some schools 
of psychodynamic psychiatry have also neglected the role 
of autonomy and individuality, which are prerequisites 
for free will. Whereas some geneticists believe that most 
or all of our life is predetermined by our genetic code, 
some psychodynamic psychiatrists believe that our pres- 
ent life is entirely determined by our past experiences-— 
by what our parents, families, schools, and society have 
done to us. Thus, although the psychiatrists who focus 
only on the environment do not invoke heredity, their 
basic philosophy is similar to that of the geneticists: 
man's destiny is shaped by forces external to the self. 


- 


WE CREATE OUR OWN SELF-IMAGE 


Obviously we are influenced by external forces. Ge- 
netic, familial, and social factors are important, but not 
to the extreme degree that many psychiatric studies im- 


ply. Conceptions that view the individual only as a pas- 
sive agent or tabula rasa, as a receiver, Or as a puppet 
pulled by strings of different kinds have prevailed in daily 
psychiatric practice. For instance, when we elicit a his- 
tory from the patient's family or (in most cases) from the 
patient himself, our aim is to establish how this history 
has made the patient what he is now. Some psychiatrists 
ignore completely the fact that the patient has always re- 
created that history. What he tells us is seldom what hap- 
pened but more frequently what he perceived and inter- 
preted, what he assimilated, and what his memory has 
constantly changed and given different meaning to. The 
child does not just reflect or absorb from the environ- 
ment; he also tries to select what to absorb or what to 
give prominence to. The image that the child has of him- 
self does not consist of reflected appraisals from parents 
or family members but of what the child did with those 
appraisals. In the same way, the image that he has of his 
parents and siblings, although related to the actual es- 
sences of these people, is not a mirror reproduction but 
rather a subjective interpretation. There is a definite dis- 
crepancy between the way reality and the significant 
people in one's life were in the past and the way one has 
perceived them. This discrepancy is particularly pro- 
nounced in the schizophrenic and preschizophrenic indi- 
vidual but also exists (to a lesser degree) in the neurotic 
individual and in all of us. This discrepancy is one mani- 
festation of individuality. The image that the individual 
has of himself is particularly important because it is a 
major constituent of inner life or what is at times called 
the self. And, our self-image is not created exclusively by 
others but also by ourselves. We are among our own cre- 
ative forces. 

I must stress again that I do not mean that we are com- 
pletely free. The self in whose creation we have cooper- 
ated is also the result of our specific biological endow- 
ment and a random mixture of external factors. The 
psychiatric patient has less possibility of contributing to 
the creation of his own self than the normal person be- 
cause he was handicapped by external contingencies. 
However, the patient who has successfully progressed to 
an advanced stage of treatment will stop blaming his 
mother or father, his childhood, his spouse, or the condi- 
tions at work for all his troubles. The more he becomes 
conscious of his secret life (the more he understands his 
thoughts and motivation), the more he increases the area 
'of his responsibility. He recognizes the role that other 
people played in his life, but he assumes some responsi- 
bility for what happened to him and especially for the 
way he will direct his life in the future. Of course, it would 
be absurd for him to think that his destiny will be entirely 
in his own hands, but he is aware that he too is a deter- 
mining force in his own life. 

Insofar as psychiatric treatment increases the ability to 
make choices, it is constantly involved with man's ethical 
dimension. Any choice that affects others reveals our 
sense of responsibility, our concern or lack thereof not 
only for ourselves but for others. What we are responsible 
for is typically a product of our own self. Of course, when 
responsibility becomes one's only concern, it is distorted 
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and assumes a tyrannical role; however, its absence, or a 
great decrease in it, produces in us the psychopathic vari- 
ety of human life. 


SELF-REALIZATION AND THE ROLE OF PSYCHIATRIC 
TREATMENT 


A misinterpretation and a misapplication of some psy- 
chiatric and psychoanalytic concepts stand out among 
the many causes of the permissiveness and hedonism of 
our days. I refer particularly to the concept of self-real- 
ization that has persuaded many to strive for self-fulfill- 
ment, even if this means disregarding the rights of others. 
This misunderstanding derives not only from the already 
mentioned concept of id liberation, misconstrued from 
Freudian theory, but also from a broad generalization of 
some concepts of the neo-Freudian schools of psycho- 
analysis and humanistic psychology. Maslow, Horney, 
and Fromm believe that the highest ethic, as well as the 
aim of psychotherapy, is the one that leads to self-realiza- 
tion. 

This point of view is controversial on many grounds. 
First, there is no preordained, specifiable potential in 
man that has to be realized. Man is indefinite and capable 
of unpredictable growth because of the multitude of pos- 
sible encounters with different systems of symbols and 
concepts (7). Man must aim at continuous growth or self- 
expansion, but not at a mythical realization of an as- 
sumed potential. Man is not an acorn'that may become 
an oak. For man, there is no question of potentiality but 
of infinite possibilities. Second, “‘self-realization”’ is very 
deceptive as a subjective experience. Reading the writings 
of Mussolini and Hitler, and even of some politicians of 
our own times, one is forced to conclude that these people 
were sure of realizing themselves and their “own destiny" 
by following a mission or mandate given them by the 
people. Third, and most important, self-realization ig- 
nores the actual problem of ethics, one's moral relation 
to others. Self-fulfillment is not necessarily an ethical 
aim; it may be a form of hedonism and narcissism, again 
easily recognized in the lives of some politicians. What 
some authors mean by self-fulfillment is a legitimate as- 
piration. However, when self-fulfillment is pursued, it is 
not on ethical grounds but for personal gratification. To 
remain ethically justifiable, it must not interfere with eth- 
ical principles. We certainly should aspire to our psycho- 
logical growth and happiness, provided we do not in- 
fringe upon the rights of others. 

Ultimately, we must ask the question of whether psy- 
chiatric treatment itself conditions the patient by making 
him choose accepted behavior and reject what is consid- 
ered socially unacceptable behavior. To the extent that 
treatment has this effect, it is not psychodynamic; it does 
not enlarge the freedom of man. We must be able to 
make a fine distinction. Influencing the patient (as 
psychodynamic treatment does) does not mean condi- 
tioning the patient; it means increasing the patient's vis- 
tas and his range of choices. The patient then does the 
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choosing. As a matter of fact, as Halleck (8) has recently 
stated, the patient should have a voice even in the choice 
of his own treatment. 


CONCLUSIONS 


Often a defeatist philosophy of life, in which every- 
thing is presumed to be fallacious or illusionary, per- 
meates psychotherapy. According to this view there is no 
escape from the determinism that regulates human life 
(9); human life is a part of a deterministic cosmos in 
which everything is caused by something else. Obviously 
a large part of our existence is determined by outside 
forces. Certainly we must agree with Freud that the part 
of the iceberg which is submerged is much larger than 
that above the surface. But from that part which 1s above 
water we can see the polar star and a large part of the 
firmament. Even though the deterministic forces prevail 
and ultimately overcome us, we should not feel defeated 
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if we have added our will, our choice, and our sense of 
responsibility to the conditions that give meaning and di- 
rection to our existence. 
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Private Psychiatry and Accountability: A Response to the APA Task Force 


Report on Private Practice 


BY STEVEN S. SHARFSTEIN, M.D., M.P.A., CARL A. TAUBE, AND IRVING D. GOLDBERG, M.P.H. 


The authors note that the imminence of national health 
insurance makes it very important to determine the rcles, 
efficiency, and effectiveness of both the private and the 
public sectors of mental health care. The difficulties in 
distinguishing public from private care are examined. 
The authors present estimated distributions of care by 
type of provider that differ from those of an APA task 
force report on private practice. They point out the need 
for objective research on the quality of care in both 
sectors and on the effectiveness of alternative mental 
health systems, suggesting that public choices should be 
made on the basis of correct interpretations of reliabie 
data and accountability to those being served. 


AS NATIONAL HEALTH INSURANCE coverage for mental 
illness is debated in the coming months, one of the issues 
will be the role private psychiatry will play in the final 
plan. The future and structure of menial health services 
in this country will hinge on the benefit package provided 
by the plan. À balanced assessment of the current contri- 
bution of private practitioners is necessary in order for 
the public to be served with quality care at reasonable 
cost. 

The American Psychiatric Association's task force re- 
port, The Present and Future Importance of Patterns of 
Private Psychiatric Practice in the Delivery of Mental 
Health Services.(1), is one attempt to assess "the vital 
role of its private practitioner members in the delive-y of 
mental health services to the American people" (p. v). 
The report makes several statements regarding the supe- 
riority of the private practice delivery system, including 
the following: 


It seems doubtful that there is any health service ren- 
dered by a public facility that could not be as, or more, effec- 
tively rendered by the private sector of psychiatry from the 
standpoint of quality and economy. ... To the extent public 
facilities can integrate the private sector of psychiatry under 
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contractual or fee-for-service arrangements, the public will 
be better served and at the same or possibly a lower 
cost. (pp. 20, 21) 


These conclusions have elicited comments that chal- 
lenge the quality and economy of organized patterns of 


. care and public policies favoring organized care settings 


such as community mental health centers (2). 

In this paper we will take issue with some of the task 
force's data and their interpretations of the data. We will 
also deal with issues related to the distinction between 
public and private care and to accountability, quality as- 
sessment, and economic factors. These issues are neces- 
sary components in any comparative analysis of the orga- 
nization of mental health delivery systems, and they must 
be faced before public policy regarding national health 
insurance can proceed in a rational and responsible man- 
ner. 


DATA ON THE RELATIVE ROLE OF THE PRIVATE 
SECTOR 


The task force report presents an analysis of the contri- 
butions of psychiatrists in private practice to the delivery 
of mental health services. Their analysis was based on a 
study that was conducted in the state of Kentucky in 
1970 (3). From these data, the report concludes that 


The private practice segment of the profession in Ken- 
tucky is the largest component of the state's mental health 
delivery system. This finding quite possibly may be appli- 
cable to the nation as a whole. (1, p. 15) 


The report later states with more certainty, 


All in all, it seems fair to estimate, as the Kentucky survey 
suggests, that roughly half of about 5,000,000 persons who 
seek, each year, psychiatric care in the United States seek 
and receive it from private practitioners. (1, p. 19) 


Finally, near the end of the report, all uncertainty 
about the relative role of the private práctitioner seems to 
have disappeared, and we find the statement, 


It is useful to picture the private practice sector of psychia- 
try as a massive national outpatient and inpatient service for 
the mentally ill, and one that meets the service needs of about 
half of all emotionally disturbed persons who seek profes- 
sional help. (1, p. 27) 
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Aside from the statistical hazards inherent in project- 
ing findings from a single state to the nation as a whole, 
other data on the mental health system that were not ex- 
amined in the report seem to indicate that more modest 
claims regarding the role of the private practice sector of 
psychiatry might be more appropriate, even in the state 
of Kentucky. An examination of some of these data fol- 
lows. 


Kentucky Data 


The most recent year for which the Kentucky Depart- 
ment of Mental Health has published data is 1972; these 
data relate to state mental hospitals and community 
mental health centers (4). In order to compare these fig- 
ures with those for private practice, we will accept for the 
moment the 1970 survey (3) estimate of 12,300 individ- 
uals under the care of private practitioners in Kentucky 
and assume for the purposes of illustration that this num- 
ber increased by 25 percent between 1970 and 1972 (to 
15,375). This provides us with the following picture: Of 
the total number of individuals under psychiatric care in 
Kentucky in 1972 (N 266,254), 23 percent (N « 15,375) 
were served by private practitioners, 12 percent (N= 
7,948) by state mental hospitals, and 65 percent (N= 
42,921) by community mental health centers (CM HCs). 

These data seem to indicate that private practice ac- 
counts for a quarter—not a half, as stated in the task 
force report—of the individuals served annually. This 
proportion is more consistent with the results of a study 
by Hornstra and Udell (5), who found (in a seven-county 
area which included Kansas City, Mo.) that 29 percent of 
all individuals applying for psychiatric services during a 
one-year period (1967-1968) were accounted for by the 
private sector and that 35 percent of all those under psy- 
chiatric care on a given day were accounted for by private 
psychiatrists. Also of interest in this regard are unpub- 
lished data from the psychiatric case register in Monroe 
County, N.Y. (6), which indicate that of all persons seen 
in psychiatric settings in that county in 1971, fewer than 
20 percent were seen by psychiatrists in private office 
practice (even after adjustment for underreporting to the 
register), and about a third of those seen by the private 
practitioner were also seen in other psychiatric settings 
during that year. 


National Estimates 


Discussion of task force estimates. The task force cal- 
culates the number of persons served annually by private 
psychiatrists in the United States in the following man- 
ner: | 

l. According to a study by the American Medical As- 
sociation (7), an average practitioner in psychiatry has 55 
patient visits a week and works an average of 48 weeks a 
year (1, p. 16). 

2. These figures were multiplied by an unreferenced 
figure of 8,000 psychiatrists in full-time private practice 
(8,000 x 48 x 55), yielding a figure of 21,120,000 visits 
annually to private psychiatrists (1, pp. 3, 18). 

3. An unreferenced figure of 300 was used as the num- 
ber of individuals seen annually per psychiatrist, which, 
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multiplied by the number of psychiatrists (8,000), yields a 
figure of 2,400,000 individuals seen yearly by psychia- 
trists in private practice (1, p. 18). 

We arrived at an estimated national distribution using 
the task force's figures and unpublished estimates of indi- 
viduals seen in public and private facilities that we de- 
rived from National Institute of Mental Health (NIMH) 
data (8), adjusted for duplication.’ Of a total of 5,753,000 
persons receiving psychiatric care in 1971, 42 percent 
(N =2,400,000) were seen in private practice, 17 percent 
(N =972,000) in private facilities, and 41 percent (N= 
2,381,000) in public facilities. (These data are undupli- 
cated within settings only.) 

There are several factors that must be considered in in- 
terpreting these data. First, the counts for the private sec- 
tor are not completely unduplicated. A certain propor- 
tion of the episodes in the private-practice category 
represent people who were admitted, during the course of 
their episode with the private psychiatrist, to a private 
mental health facility (e.g., private general hospital or 
private psychiatric hospital). Such people would also be 
counted among the episodes in private facilities, which in- 
flates the total count of individuals in the private sector.? 

A second problem concerns the validity of the task 
force estimate of 2.4 million persons under the care of 
psychiatrists in private practice. A critical issue in this es- 
timate is the task force's figure of 300 different individ- 
uals under care annually per private psychiatrist. Data 
from various surveys of psychiatrists that were not cited 
by the task force seem to indicate that 300 is a consid- 
erable overestimate (see table 1). 

Modified national estimates. A rough estimate of the 
number of different patients seen annually bv private psy- 
chiatrists may be obtained from the unweighted average 
of the results of the surveys summarized in table |. If one 
rejects the data from California (15), where the practice 
of psychiatry is particularly atypical of the nation as a 


'Facility data on episodes (i.e., the number of people under care at the 
beginning of a year plus all admission actions during that year) were 
converted to "individuals" by multiplying the episodes by 0.8, a factor 
derived from the Maryland Psychiatric Case Register, which indicated 
that persons in that register had an average of 1.2 episodes of care per 
year. 


7An estimate of this overlap is provided by an NIMH study of dis- 
charges from general hospital psychiatric units (9) that indicated thai 
54 percent of the discharges from private general hospital psychiatric 
units were referred to a private psychiatrist. In addition, another study 
of private mental hospitals (10) indicated that the referral source to the 
hospital was a private psychiatrist in 45 percent of the cases. Using 
these proportions, it may be estimated that 216,000 of the 972,000 esti- 
mated episodes for private facilities were referred to or from a private 
psychiatrist. This number should be subtracted from the total of 
3,372,000 persons listed for the private sector (private facilities plus pri- 
vate practitioners). The degree of overlap between the public and pri- 
vate sectors in patients treated is unknown, but probably small, and is 
therefore ignored for purposes of this discussion. 


3One might also take issue with other estimates used or quoted in the re- 
port. For example, the report notes that the AMA study (7) referred to 
by the task force reported that the average number of hours spent 
weekly by psychiatrists in providing direct care was 37.3. An APA 
study (11), however, reported this average to be 31.5 hours—a sub- 
stantial discrepancy. 


TABLE | 
Number of Different Persons Seen Annually per Psychiatrist: Selected 
Surveys 





Number of 
Different 
Patients 
Year Covered Seen per 
Authors by Survey Site l Year 
ae E U 
Schulberg (12) 1963 Massachusetts 135 
Bahn and associates (13) 1963-1964 United States 107 
Klee and Warthen (14) 1965 Maryland 93* 
Littlestone and Brown (15) 1966 California 259** 





#The median was 32 for psychoanalysts. The figure for nonanalysts is used 
because it is more representative of private practice in general. 
** Estimated from other data given in the study. i 


whole, the average is 112 individuals seen annually per 
psychiatrist. (If the California data are included, the av- 
erage is 149—still only half the figure used in the task 
force report.) Using this average of 112 and eliminating 
the overlap of an estimated 216,000 patients seen in both 
private facilities and private office practice, the undupli- 
cated count of persons seen in the public and private sec- 
tors may be estimated as follows: Of a total of 4,033,000 
psychiatric patients in 1971, 41 percent (N = 1,652,000) 
were seen in the private sector, and 59 percent (N= 
2,381,000) were seen in the public sector. (These figures 
are unduplicated within sector.) 

However, this method of estimating the role of the pri- 
vate sector in the provision of mental health services is 
deficient because it does not take into account the volume 
and kinds of services given to each person. Table 2 
presents the units of service generated annually by the 
public versus the private sector of psychiatry, based on 
unpublished NIMH data for 1971. Because inpatient and 
outpatient services are so different, they are treated sepa- 
rately. (Units of service in table 2 are allocated to the 
public or private sector according to the ownership of the 
facility.) 

The task force estimated that private psychiatrists gen- 
erate 21,120,000 visits annually. Presumably, this in- 
cludes the estimated 6,210,000 visits in private mental 
health facilities shown in table 2. Private office practice 
visits exclusive of these visits would number 14,910,000. 
This estimate is almost three and a half times the figure 
given by the National Center for Health Statistics 
(NCHS), based on a national sample survey (16). Even if 
one assumes that the NCHS survey represents an under- 
estimate of 50 percent (resulting from hesitancy about re- 
porting psychiatric care in a household interview), the 
modified estimate would be only 6,560,000, as contrasted 
to the task force estimate of 14,910,000. If we use the 
modified NCHS estimate of office visits (rather than the 
task force estimate) and the other estimates for out- 
patient and inpatient services shown in table 2, we derive 
the volume of services for the private and public sectors 
that is summarized in table 3. We find, therefore, that 
when the volume of services is taken into account, the pri- 
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TABLE 2 
Estimated Annual Volume of Inpatient and Outpatient Services in 
Public and Private Psychiatric Facilities for 1971 





Inpatient Days Outpatient Visits 





Type of Facility (in thousands) (in thousands) 
Public 
State and county mental 
hospitals l 95,584 2,171 
VA psychiatric hospitals 11,945 1,182 
General hospital psychiatric 
units 2,178 1,219 
Federally funded CMHCs 2,225 3,376 
Outpatient clinics 3,206 
Total = 111,932 11,154 
Percent 887, 64% 
Private 
Mental hospitals 4,293 506 
Residential treatment centers 
for emotionally disturbed 
children 6,378 -— 
General hospital psychiatric 
units 4,794 1,661 
Outpatient clinics — 4,043 
Total 15,465 6,210 
Percent 1277 36% 
TABLE 3 


Estimated Annual Volume of Inpatient and Outpatient Services in 
Public and Private Psychiatric Settings for 1971 


Inpatient Days Outpatient Visits 


Number Number 


Type of Setting (in thousands) Percent (in thousands) Percent 


— 6,560* 27 


Private office practice — 

Private facilities 15,465 12 6,210 26 
Public facilities 111,932 88 11,154 47 
Total 127,397 100 23,924 100 


* Private office practice visits are based on modified NCHS data (16) rather than 
the estimate used in the APA task force report (1). 


vate sector accounts for a total of 53 percent of out- 
patient visits and 12 percent of inpatient days. 

The question remains as to how these different units of 
service should be combined to arrive at a weighted total. 
A reasonable approach would be to use a weighting based 
on the cost of a visit in relation to the cost of an inpatient 
day, which is analogous to the American Hospital Asso- 
ciation's model for combining outpatient and inpatient 
services to arrive at **adjusted patient days" (17). On this 
basis, using the ratio of allowable benefits under the Blue 
Cross and Blue Shield health insurance program for fed- 
eral employees, we may assume that three outpatient vis- 
its are equivalent to one inpatient day. Thus, dividing the 
outpatient visits by 3 and adding this to the number of in- 
patient days, we arrive at a weighted measure of service 
units. The public sector accounts for 85 percent (N= 
115,650,000) of these units and the private sector for 15 
percent (N « 19,722,000). 
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PRIVATE PSYCHIATRY AND ACCOUNTABILITY 


Need for more and different data. The vast difference 
in the relative role of private psychiatry, when put in 
terms cf the volume of services as opposed to the number 
of different individuals seen, is readily apparent from 
these data. Examining the kinds of services provided by 
the public and private sectors is also important in eval- 
uating their relative roles. For example, Miles and asso- 
ciates (18) found that 44 percent of the individuals seen 
by private psychiatrists were seen only for diagnosis. 

Data are also lacking on the relative efficiencies and ef- 
fectiveness of different mental health professionals. So- 
cial workers, clinical psychologists, psychiatric nurses, 
and others provide valuable services. Like psychiatrists, 
these professionals practice in a mix of public and private 
organized care settings and in private offices. The diffi- 
culties in measuring their roles relative to each other and 
to psychiatrists complicate the issue still further. 


PRIVATE VERSUS PUBLIC CARE: FURTHER ISSUES 
Distinguishing Between the Two Sectors 


The distinction between private practice and public 
care is not as clear as the task force report implies. The 
loci and organization of psychiatric care are varied, and 
there is a complex mixture of public and private funding 
involved. Direct public support, third-party payments (in- 
cluding Medicare and Medicaid) and out-of-pocket 
funds all finance different costs of both public and private 
facilities. 

Like psychiatric facilities, professional providers are 
not easily distinguished as public or private, since they of- 
ten work in different care settings. Psychiatrists do not 
fall inte mutually exclusive categories of those who are 
salaried and employed in organized psychiatric facilities, 
either public or private, and those who are engaged in pri- 
vate office practice. While certain psychiatrists do fall 
into only one or the other of these two groups, many oth- 
ers are both employed in a public organized setting and 
engaged in private practice. Furthermore, many psychia- 
trists who are not employed in an organized psychiatric 
setting use such settings for their patients’ care through 
their staff privileges at a hospital or other facility. 

The available national data are either utilization data 
on mental health facilities or data on the activities of psy- 
chiatrists as a group. Neither of these data sets enables 
one to clearly distinguish the boundaries of the private 
sector. For example, if a psychiatrist sees a patient in his 
private practice, admits the patient to the psychiatric unit 
of a city or county hospital, and continues to see the 
patient on an outpatient basis after his discharge from 
the hospital, should this patient's hospital stay be counted 
as privaie or public care? NIMH data on discharges from 
city or county general hospital psychiatric inpatient 
units (8-10) include such patients in the public category. 

The task force estimates that private psychiatrists see 
over 2 million different individuals a year. It neglected to 
point out, however, that a certain proportion of these psy- 
chiatrists are salaried employees in public organized 
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mental health settings and that their patients are there- 
fore treated in the public care system. 

The task force report does describe several private or- 
ganized care systems (e.g., health maintenance organiza- 
tions and group practices) as distinct from solo private 
practice. This distinction is a more useful one than a pri- 
vate/public dichotomy, as it separates different models of 
mental health care delivery. The efficacy and efficiency of 
solo versus group or organized care is not spelled out in 
the report and, despite the proper delineation of several 
of these organized care systems as private, one is left with 
the impression that the task force equated private prac- 
tice with solo practice. 


Accountability, Efficiency, and Costs 


The most essential issues we must deal with involve the 
accountability and efficiency of private psychiatry. Ac- 
countability to the public for medical care is an increas- 
ingly significant issue as national health insurance be- 
comes an imminent reality. It is not enough to say that 
higher quality and lower cost care can be delivered by a. 
particular sector of the mental health service system. One 
must specify what populations are under care among the 
range of mental health problems. Will the professional 
providers agree to be accountable for unmet needs? Who 
will redistribute mental health resources? The CMHC 
catchment area concept is an attempt to operationalize 
this accountability issue. Will private care systems accept 
this concept? According to the task force report: 


To date the private sector has not demonstrated . . . its ca- 
pacity to deal ... with the full range of national mental 
health problems. ... Among these areas of deficiency may be 
cited the following: 

l. Failure to meet the needs of emotionally disturbed and 
mentally retarded children and adolescents and their fam- 
ilies.... 

2. Failure to meet the needs of the poor. ... 

3. Failure to meet the health needs of the chronically ill, 
including psychotics, the aged, and victims of organic brain 
syndromes. ... l 

4. Failure to make any major impact on the treatment of 
hard drug addicts, alcoholics, mentally retarded, the delin- 
quent and criminal population, and the “criminally insane.” 
(1, pp. 20, 21) 


If private practice allows the provider to declare al» 
most unilaterally the conditions of his practice, especially 
in regard to whom he will and will not treat, then the ac- 
countability of a private care system seems to rest with 
the provider to the provider. The public care system, in- 
cluding public mental hospitals and CMHCs. has evolved 
because of the previously noted failure of the private sec- 
tor to meet the needs of the groups mentioned by the task 
force. It is clear that private care systems have not in- 
cluded in the past those populations least able to afford 
or obtain care. To the extent that national health in- 
surance will enable these groups to get care, it is in- 
cumbent on both the public and private care systems to 
develop accountable responses to their demands for care. 

It is also essential that objective research designed to 


assess the quality of care be stepped up and that requisite 
standards of care be established so that peer review can 
be more than a ratification of the status quo. The tax- 
paying public has the right to get the most from its dollar, 
and private care systems must open themselves for public 
review and comment. 

The efficiency of alternative menta! health delivery sys- 
tems must be tested in a broad and objective manner. 
There is no uniform agreement at the present time on 
cost measures that can be compared from one delivery 
system to another. Cost of an episode of illness and cost 
per patient hour or encounter" must be considered in re- 
lation to outcome. Similar services provided by different 
professionals—psychiatrists, psychologists, social work- 
ers, nurses, and the “new” professionals—must be com- 
pared. Cost studies must take differing patient popu- 
lations into account, and the cost of team care must be 
weighed against the benefits. The savings that result in 
other sectors of the health and human service system 
from the utilization of mental health services must be es- 
timated. Cost/benefit logic needs to be applied to indirect 
services such as consultation and education. 

The task force asserts that the cost of care in the pri- 
vate sector is the same as that in the public sector. In sup- 
port of this statement, the report cites three references. 
The first (19) contains no data relating to this subject — 
only the assertion by the authors that this is the case. The 
other two references (20, 21) include discussions of unit 
costs in public and private facilities and state that they 
are equivalent. It should be noted, however, that equal 
unit costs do not necessarily mean that the cost per epi- 
sode of treatment is equal. One facility may be providing 
an average of 6 units at unit cost x while another facility 
is providing an average of 12 units at unit cost x to pro- 
duce the same result. Many factors, including the nature 
of the populations and problems served, differences in 
outputs or results, and definitions of an episode of care, 
complicate the assessment of cost. The simplistic ap- 
proach of the task force does not provide an answer to 
the question of the relative cost of private versus public 
care. While it may be that the private sector can provide 
care more efficiently than the public sector, data support- 
ing this hypothesis are not currently available. 


CONCLUSIONS 
+ 

There are no clear data available to permit adequate 
assessment of or definitive conclusions about the current 
relative roles of the public and private sectors, however 
defined, in the provision of mental health services. Each 
has a significant role to play and, as the task force report 
indicates, a balanced mix of the two is essential. There- 
fore, it is premature at this time to assert the superiority 
of private care over public care. This issue is complex and 
requires thoughtful distinctions among public and private 
organized care systems and solo practice, with public 
choices being made on the basis of correct interpretations 
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of reliable data and accountability to the people. 

The issues we have discussed in this paper remain 1n- 
completely resolved. What is clear, however, is that 
patients need accessible services that are effective and et- 
ficient. Representatives of both the public and the private 
sector of psychiatry would agree that mental illness 
should not be granted a second-class status by national 
health insurance proposals and that the right to health in- 
cludes the right to emotional well-being. 
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The Clinical Research Ward as a Therapeutic Community: Incompatibilities 


BY LOUIS H. REICH, M.D., AND BRIAN L. WEISS, M.D. 





The authors discuss the numerous incompatibilities 
between the clinical research ward, with its emphasis on 
the collection of baseline and treatment data, and the 
therapeutic milieu environment, with its emphasis on an 
open door, team orientation, and nonauthoritarianism. 
They posit that the two orientations may be mutually 
destructive and that the therapeutic milieu may not be 
the best treatment setting for patients with schizophrenic 
or certain affective disorders. Two case histories 
illustrating these ideas are included. 


THERE HAS BEEN a rapid proliferation of inpatient psy- 
chiatric research wards over the past decade, partly be- 
cause of the growing emphasis on clinical psycho- 
biological and psychosocial research in psychiatry. 
However, little has been written documenting practical 
problems such wards consistently encounter (1-3). In 
particular, the type of clinical setting within which the re- 
search is conducted may vitally affect the "success" of 
the research and thus of the ward. The current fad in psy- 
chiatric units has been the therapeutic milieu, established 
according to the principles of government by the patient 
community. For reasons of prestige (4) or other factors, 
this type of ward has become exceedingly popular. 

This article is based on our experience in helping to es- 
tablish a clinical research ward designed to operate as a 
therapeutic community. The primary purpose in organiz- 
ing such a ward was to study psychobiological measure- 
ments, especially sleep, psychomotor activity, and circa- 
dian rhythms, in affective disorders and schizophrenia. 
We anticipated inevitable conflicts between research 
goals and therapeutic interests (1-3, 5); our practical ex- 
perience now suggests that running a research ward in the 
form of a therapeutic community may be an attempt to 
create a partnership between antithetical concepts. 


SETTING 


The clinical research ward at the Western Psychiatric 
Instizute and Clinic, University of Pittsburgh School of 
Medicine, is a 26-bed inpatient unit that maintains hospi- 


At the time this paper was written, Dr. Reich was Assistant Instructor 
and Dr. Weiss was Assistant Professor, Department of Psychiatry, 
Western Psychiatric Institute and Clinic, University of Pittsburgh 
Schocl of Medicine, Pittsburgh, Pa. Dr. Reich is now Staff Psychia- 
trist, U.S. Air Force Medical Center, Keesler Air Force Base, Biloxi, 
Miss. 39534. Dr. Weiss is now in private practice in Miami, Fla. 


The o»inions expressed here are those of the authors and do not neces- 
sarily reflect the views of the Department of the Air Force. 
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talized patients for an average period of six to eight 
weeks. Informal and written consent for participation in 
the research procedures is obtained from all patients and 
their families at the time of admission. Research proce- 
dures include not only the completion of questionnaires, 
psychological testing, and other less technical ap- 
proaches, but also blood tests, nightly sleep electroen- 


-` cephalograms, continuous 24-hour monitoring of motor 


activity, and the use of double-blind drug studies. The 
majority of the patients admitted to the unit have major 
affective or schizophrenic disorders. 

Sleep, motor activity, certain blood measurements, 
and clinical characteristics are investigated during the 
natural or baseline state of the illness, i.e., before the 
initiation of drug treatment, and during psychopharma- 
cologic intervention. On occasion, this mandates with- 
drawing patients from medication and maintaining 
them drug free for a minimum of two weeks. The effect of 
psychotropic medication on these biological measure- 
ments is then studied through double-blind techniques. 

Complementing the therapeutic milieu, all patients re- 
ceive individual psychotherapy, group therapy, and fam- 
ily therapy. There are approximately 30 full-time staff 
members, including 2 staff psychiatrists and 3 psychiatric 
residents. 


RATIONALE FOR THE THERAPEUTIC MILIEU 


The therapeutic community has occasionally been pre- 
sumed to be a beneficial treatment setting for a clinical 
research ward because it provides a model in which the 
patient is likely to behave as a collaborative ally and to 
participate actively in the collection of data (1, 2). With 
the research ward structured as a milieu setting, it was 
anticipated that the investigative efforts would lose much 
of their dehumanizing qualities and that a syntonic bal- 
ance between research and treatment could be estab- 
lished. 

We also expected that the well-structured milieu envi- 
ronment could significantly assist in delaying the admin- 
istration of active medication in the control of psychotic 
patients and that the milieu might enhance any placebo 
effect. Furthermore, although no real data exist to sup- 
port this idea, we believe that the incidence of spon- 
taneous remissions may be higher in an active milieu pro- 
gram than in a locked, regressive ward setting. Biological 
data collected during spontaneous remission are consid- 
ered to be extremely important, especially in investiga- 
tions of the switch processes in psychiatric illnesses. 

But perhaps the more compelling motivation behind 
our choice of a therapeutic community was the prevailing 


social climate in psychiatry. Complete with open door, 
team approach, and patient government, the therapeutic 
community projects an image of enlightenment—offer- 
ing freedom, dignity, and responsibility to the psychiatric 
patient (4, 6). In fact, as Maxmen and Tucker (7) pointed 
out, milieu treatment has become so popular that “no 
self-respecting hospital psychiatrist could ever confess to 
not running a therapeutic community." 

While the milieu approach may well be overused, it is 
specifically indicated in the evaluation and correction of 
disturbances in psychosocial functioning. With its em- 
phasis on group and family interaction, the milieu setting 
can effectively rehabilitate the patient with interpersonal 
difficulties by teaching him basic psychosocial skills (7— 
10). 


CONFLICTS 


While some authors (1—3, 5) have enumerated a variety 
of basic issues that place clinical treatment aims in con- 
flict with research objectives, no one has specifically dis- 
cussed the applicability of milieu therapy to a biologi- 
cally oriented research ward, even though this treatment 
modality has been in popular use on research wards. In 
fact, we are of the opinion that a number of factors inher- 
ent in milieu treatment make it inimical to pursuing the 
study of biological measurements in disorders of cogni- 
tion and affect. The therapeutic community and the re- 
search ward may be considered antithetical concepts, not 
only in their goals but also in their approach to patients, 
staff decision making, and treatment of certain disease 
entities. The rapid relief of suffering may preclude the ac- 
curate collection of baseline data, and vice versa. 

Fundamental to the therapeutic community is the es- 
tablishment of an atmosphere that encourages patients to 
take active responsibility for themselves and others. In- 
stead of being passive recipients of the staff's therapeutic 
efforts, the patients are expected to participate actively 
and become agents of change themselves (8). 

The research patient, on the other hand, is required by 
the very nature of his admission contract to be a more 
passive figure and to comply with the mandate of the 
staff. He “cannot” refuse research procedures (2). In re- 
turn for agreeing to participate in research, the patient 
may receive free clinical care. While the patient may be a 
collaborative ally theoretically, he is actually a passive 
consenter. Collaboration appears in such minor areas as 
collecting urine specimens, filling out self-rating ques- 
tionnaires, or recording time spent off the ward. Major 
decisions, such as use of medication or passes out of the 
hospital, are decided by the ward chief, who expects the 
patient's passive compliance and even relies on it. Indeed, 
since research decisions are nonnegotiable, it is only 
through the patient's ready acquiescence that the proto- 
col can be conducted smoothly and efficiently. 

In milieu treatment, community considerations pre- 
dominate over individual ones, while the opposite holds 
true for the biological research ward. It is this emphasis 
on the community and community goals which makes 
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this modality useful in inculcating appropriate psycho- 
social skills (7, 9). Disorganized or aberrant thinking, de- 
viancy, dependency, or other pathological behavior may 
be quashed and considered impermissible in the milieu, 
as it would be in society at large. 

The research ward, however, either openly tolerates or 
passively encourages pathologic behavior in the attempt 
to collect baseline data on untreated natural disease 
states. Whereas in the milieu setting a patient with an es- 
calating psychosis might be chemically or physically re- 
strained for the comfort of the community as well as to 
demonstrate the unacceptability of such behavior, on the 
research ward this behavior is endured, recorded, and val- 
ued as an example of psychosis in the pure state. 

Milieu therapy readily and expediently imposes con- 
trols on symptomatic or pathologic behavior (9) in an ef- 
fort to impart and teach psychosocial skills. On the other 
hand, the research clinician may fail to employ the milieu 
to enforce proper therapeutic limits and may neglect to 
effectively confront the acting-out research patient. The 
therapeutic community ultimately relies on the active use 
of medication to control pathologic behavior and to reha- 
bilitate the psychotic patient rapidly to a level of func- 
tioning at which he can assume responsibility for himself 
and, eventually, for others (11, 12). In order to secure op- 
timal research data, however, pathology must not be al- 
tered by symptom removal. Consequently, the research 
patient remains untreated and is kept in the psychotic 
phase for an extended period of time. 

Even after treatment has been instituted a placebo may 
be substituted and a relapse may be induced because of 
the double-blind nature of the research setting (2). Such 
an event is, of course, demoralizing io the individual 
patient, the staff, and the entire community in the milieu 
because they are conditioned to espouse the credo, "Have 
faith in the ward and trust in the effectiveness of the 
milieu, staff, and patients." The staff feel frustrated and 
ineffective and may lose confidence in the treatment set- 
ting when the patient on placebo fails to improve or re- 
lapses (2, 13). This response may be due to the large num- 
ber of staff in the milieu setting. 

At worst, the guilt induced in the staff by the use of pla- 
cebo in acutely ill patients may be reflected in acting-out 
behavior by the staff, which not infrequently takes the 
form of medication mix-ups—an active medication may 
inadvertently be given instead of the placebo (14). 

The therapeutic community, with its air of democracy 
and alleged narrowing of the staff hierarchy, tradition- 
ally employs the team model; all staff have input to the 
formulation of a treatment plan. When attempted on a 
research ward, this approach is weakened and made inef- 
fective because medication decisions are actually formu- 
lated and transmitted by the clinical chief, who assesses 
which drug suits current research needs. The same holds 
true for decisions on hospital passes and any other deci- 
sions that affect active protocol patients. 

Another universal feature of the therapeutic commu- 
nity is the open door, perhaps the sine qua non of enlight- 
ened hospital care (4). This invariable component also in- 
terferes with the smooth operation of the biologically 
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oriented research ward. The open door is nevertheless es- 
sential for the milieu's task of intensive resocialization, 
which includes the goal of letting patients leave the floor 
on pass, take walks, and slowly acclimate themselves to 
the outside environment. For example, the continuous 
24-hour collection of data on motor activity (which can 
be telemetrically monitored only when the patient is on 
the ward) is interrupted and is therefore inaccurate when 
the patients are traveling on and off the floor. In addi- 
tion, according to the milieu's emphasis on the patient's 
resocialization, taking initiative, and assuming responsi- 
bility, a rapidly cycling hypomanic patient would be able 
to leave the ward on extended passes before active medi- 
cation was initiated. This would result in the loss of much 
baseline data. Another research disadvantage of the open 
door policy is the obstacle it presents to keeping illicit 
drugs off the floor and away from adolescent borderline 
and schizophrenic patients. 

Another concept held in contradiction by the research 
and the milieu schools is the role of stress. In the milieu 
setting, stress is considered an integral part of living with 
which the patient must learn to contend. It is therefore 
onlv minimally reduced and usually not eliminated. The 
numerous groups, family meetings, and patient-staff 
meetings ensure frequent stressful situations (8, 10, 15), 
which may produce factitious findings in the monitoring 
of a number of biological measurements such as observa- 
tions of motor activity or levels of corticosteroids or cate- 
cholamines. A research ward that emphasizes supportive 
approaches and avoids stress-inducing situations may be 
more efficient in studying psychosis and the effect of med- 
ication on a variety of biological measurements. The 
combination of an open door, with patients on and off the 
ward, and frequent stressful groups may have resulted in 
our finding (16, 17) that monitoring motor activity or 
steroid or catecholamine levels was more fruitful in the 
evening hours, when the patient was free from external 
pressures or ward activities. 


MILIEU TREATMENT AND SPECIFIC DIAGNOSES 


We have attempted to demonstrate how certain prin- 
ciples basic to milieu treatment are, in fact, counter- 
productive to the functioning of a research ward studying 
biological phenomena in psychiatric disorders. Not only 
do certain aspects of milieu treatment interfere with the 
orderly collection of research data, but the specific dis- 
ease entities under investigation, such as schizophrenia 
and the affective disorders, are often ill served by an ac- 
tive milieu setting. 

As described, the milieu setting, with its.emphasis on 
forced social interaction and participation in various 
group meetings, provides complex and intense stimulus 
input for the disorganized schizophrenic patient. The se- 
clusiveness and isolation of the schizophrenic patient rep- 
resent not merely pathology but also a defense that 
should be respected until the patient can contend with in- 
creased stimulation (18, 19). The environment for schizo- 
phrenic patients should be simplified and unambiguous; 
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patients should receive cues in clear, concrete lan- 
guage (12, 20, 21). That archetypal milieu phrase "talk 
about it" serves no such function for the disorganized 
schizophrenic patient. [t is for these reasons that others 
have warned of the deleterious effect of an intense milieu 
on schizophrenic patients (11, 12, 18, 22) and have rec- 
ommended reduction. of arousal and removal of 
stress (16, 18). 


Case Reports 


Case 1. A 26-year-old single man who had been diagnosed 
during his only previous psychiatric hospitalization as an acute 
schizophrenic was admitted to the research unit because he was 
complaining of suicidal ideation and because the admitting phy- 
sician noticed some delusional ideas about food. On admission, 
the admitting resident described the patient as a “distant, de- 
pressed white male with flat affect, speaking somewhat tan- 
gentially. Completely oriented, intellect and memory good." 

The patient had not been taking any medication before ad- 
mission and he was kept drug free on the ward. Although he 
was noted to be “preoccupied with transcendental meditation," 
both nursing notes and physician's progress notes over the next 
several days documented his cooperative attitude, his willing 
participation at meetings, and his help with the other patients. 

However, by the fifth day of hospitalization, he was noted to 
be increasingly anxious and more isolated. His depression 
seemed more severe, he was no longer able to sit through com- 
munity meetings, and his behavior became intermittently in- 
appropriate. He began refusing to eat and he "attempted to 
elope from the unit, saying he needs to get out to get his 
thoughts together. ... [He is] afraid of contaminating other 
patients with his evil" (nursing notes). 

By the sixth day of hospitalization, he was requesting medica- 
tion. His sleep was becoming increasingly disrupted, he made a 
suicidal gesture, and he was placed in a cold wet-pack upon 
request. “He felt he was losing control. He had to be medi- 
cated" (nursing notes). This occurred at 1:00 a.m. on the sev- 
enth day of hospitalization, by which time he was actively psy- 
chotic. Phenothiazines were administered at this time, and he 
quickly responded favorably. 


With the benefits of the therapeutic community accru- 
ing in the area of psychosocial rehabilitation, those 
patients with difficulties in this area would most benefit 
from a milieu setting. The elderly depressive patient with 
no previous psychiatric hospitalization and with a satis- 
factory marriage, work history, and social history would 
probably do better elsewhere. Such a patient might find a 
therapeutic community a meaningless experience at best; 
at worst he might become disorganized by the com- 
plexities of a milieu treatment. 


Case 2. This 59-year-old man had no previous psychiatric his- 
tory. He owned a bar, had been married for 35 years, and had 
three grown children. Three months before admission he began 
experiencing apprehension concerning the impending sale of his 
bar and began ruminating about whether he could fulfill his fi- 
nancial obligations. Over this period he became increasingly 
anxious, agitated, and irritable. He experienced interrupted 
sleep, diminished appetite, a 10-pound weight loss, constipation, 
anergia, and social withdrawal. 

On admission, he appeared neat and cooperative, but 
guarded. He frequently wrung his hands, showed a worried ex- 


pression, and had a depressed affect. He blamed himself for 
stealing from a business partner. There was no evidence of psy- 
chosis and he had been drug free. He received no medication at 
this time on the unit. 

The second evening after admission he expressed fear that he 
or his family might be harmed in the hospital; the following day 
he believed his food to be poisoned. He feared transfer to a jail 
for having cheated his partner. Nevertheless, during the first 
four days of hospitalization he responded well to staff reas- 
surance and was able to sit through meetings and even to make 
appropriate, although infrequent, comments. On the sixth day 
of hospitalization his controls became tenuous. He made innu- 
merable phone calls home to convince himself that his family 
was there and tore his clothes in anguish. Yet when his family 
visited that day he regained control. The next day his agitation 
and delusions persisted and he openly expressed concern and 
worry over all the unit activities. 

On the eighth day of hospitalization he lost control. Fearing 
harm from the staff, he barricaded himself in a room armed 
with a lamp and started striking out. At this point the research 
protocol was abandoned and medication was started. He re- 
sponded well to the medication and was discharged to his home. 
Neurological investigation during his hospital stay had been en- 
tirely normal. 


Certain patients with character or so-called borderline 
disturbances regress markedly in the democratic, non- 
authoritarian environment of the milieu (23-25). Since 
these patients invariably display better controls than do 
overtly psychotic patients on admission, the staff assumes 
they can function reasonably well and will work readily 
toward the community’s goals. However, this type of 
patient quickly discerns and discards this expectation as 
he observes the more disorganized patients receiving in- 
tensive staff care. He may then reject taking responsi- 
bility for himself or others. Longingly noticing other 
patients who receive continuous staff attention, yet with 
his own insatiable need for gratification remaining un- 
met, the patient may yield to regressive temptations. UI- 
timately, in the hope that self-injury will gratify his de- 
pendency needs by evoking care and attention from the 
staff, the patient may resort to self-mutilative or suicidal 
gestures or begin to use illicit drugs on the ward (25, 26). 

Unfortunately, the remedy for countering such regres- 
sive dependent behavior, i.e., cohesive and united staff at- 
titude, is actually a difficult and unlikely accomplishment 
in a heavily staffed, team-oriented, nonauthoritarian 
milieu. It is of interest that these patients can quickly re- 
Verse their regressive behavior in a custodial, author- 
itarian, unpleasant environment (1, 4). 

In addition to the numerous other incompatibilities be- 
tween the clinical research ward and the therapeutic 
milieu described in this paper, we also point out that the 
extra cost of the milieu setting, in terms of the necessity 
for increased staffing and the apparently accelerated loss 
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of research patients during the protocol period, must be 
carefully considered. 
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. Limitations and Values of Evaluation Techniques in Psychiatric Education 


BY S. MOUCHLY SMALL, M.D. 


The author presents asummary of the major evaluation 
techniques now available and discusses the values and 
limitations of each. He concludes that only by the use of 
many evaluation instruments during the resident’s period 
of training can some estimate of clinical competence be 
approached. Even with this multiplicity of testing 
instruments, the validity of predictions of a psychiatrist's 
performance can be determined only in terms of 
probabilities. 


THE GOAL OF MEDICAL EDUCATION is to produce a physi- 
cian with the knowledge, skills, attitudes, and judgment 
that he will use to provide professional services of high 
quality. Having stated the goal, it is then necessary to de- 
scribe the factors involved in achieving it in more specific 
operational terms for the construction of curriculum and, 
ultimately, for the evaluation of both the program and its 
graduates. 

Knowledge can be stated in a fairly precise fashion, al- 
though the expansion and diversification of curricula re- 
flect its complexity. Skills can also be defined, but they 
are less subject to quantification than are understanding 
and factual knowledge. Attitudes and judgment are much 
more difficult to outline or measure and are usually ex- 
pressed in a more qualitative fashion than other measure- 
ments (1). 

Under the present system, responsibility for under- 
graduate and graduate education is divided between med- 
ical schools and hospitals. There is a lack of coordination 
between these responsible institutions except in instances 
where faculty and staff overlap. Examinations in medical 
colleges have traditionally covered the basic sciences and 
clinical subjects separately. Their application (subsumed 
under the general term *'clinical competence") is mini- 
mally tested in the schools but has been emphasized dur- 
ing the internship and, more particularly, during spe- 
cialty training. The evaluation of clinical skills stresses 
diagnosis, management, technical skills, and patient-phy- 
sician relationships rather than theoretical knowledge. 
Recently, increasing consumer demands for professional 
accountability have led to an even greater emphasis on 
aspects of competence that are clinically relevant and 
significant. 

Evaluation techniques for psychiatric residents must 
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change as the educational and scientific bases of medicine 
and psychiatry progress and as changing patterns in the 
health care system evolve. Furthermore, the all-embrac- 
ing nature of modern psychiatry, including the contribu- 
tions made by disciplines ranging from biophysics to 
ethology, involve psychiatric subspecializations of all 
sorts—child psychiatry, community psychiatry, forensic 
psychiatry, administrative psychiatry, and the various 
therapeutic modalities such as psychoanalysis, dynami- 
cally oriented psychotherapies, family therapy, and be- 
havior therapy. Such diversity makes it impossible to in- 
corporate the teaching of psychiatry into a single 
educational sequence or testing program (2) and requires 
an appraisal of what is considered essential as differenti- 
ated from elective. 

Holland and Stoller (3) formulated the core character- 
istics of a psychiatrist, i.e., the psychiatrist has compre- 
hensive knowledge and understanding of the physical and 
behavioral dynamics of the human being, possesses diag- 
nostic skill and therapeutic judgment, operates within the 
professional code of medical ethics, and has a deep sense 
of responsibility. With these characteristics as an orienta- 
tion, we must come to some agreement about the level of 
knowledge and skill the psychiatrist must possess and 
then design and use a great many evaluation instruments 
to determine whether the resident has reached the re- 
quired levels. It would also be desirable to determine if 
the psychiatrist in practice continues to update his cogni- 
tive and technical skills and maintain a level of perform- 
ance comparable to his performance at the time of exam- 
ination as a resident. 

Effective methods for evaluating the psychiatric resi- 
dent's general knowledge and clinical competence are re- 
quired to ensure that he has mastered the fundamentals 
of psychiatry. What these essentials or goals of the resi- 
dency should be often reflect the self-image held by the 
group of successful specialists who participate in con- 
structing the curriculum and developing professional crie 
teria to achieve these objectives. Even when the goals are 
not very specifically elucidated, most training programs 
agree on the time frame (usually three years for psychia- 
try) and the means by which they are to be achieved. 

Testing may be used in a number of ways, including the 
following: 1) to protect the public by ensuring a certain 
minimum of professional competence and safety, 2) to 
provide data for programmatic decisions about the teach- 
ing-learning program and the abilities of the instructors 
and supervisors, and 3) to define areas of strengths and 
weaknesses for the individual resident; he can use these in 
a constructive fashion to improve himself. 

The basic limitation of any examination tool for clini- 
cal competence is that it presumes to be predictive in na- 


ture; it supposedly predicts whether or not a given can- 
didate is likely to be competent in his future clinical deal- 
ings. An examination cannot pretend to be infallible 
because it cannot encompass future conditions or the fu- 
ture development of the examinee. It should be obvious 
that the predictive validity of any examination can be 
seen only in terms of probabilities, not in terms of cer- 
tainties (4). 

There is probably no technique, including peer review 
and direct observation of clinical performance, that 
really helps us to predict with a high degree of reliability 
at any given moment in time how a physician will per- 
form in the future in a private, unobserved clinical situ- 
ation. Most of us can probably attest to the fact that we 
show changes in attitude, approach, clinical] technique, 
and formulations that are consciously and unconsciously 
modified by the presence of an observer or by the record- 
ing of the patient-doctor interaction (5). 

Thus the most serious universal limitation of all indi- 
vidual and group testing is probably the lack of certainty 
that the abilities demonstrated on the examinations can 
and will be used in providing medical services and that an 
acceptable standard of medical care will be ensured. 

Although our evaluative techniques are imperfect, we 
cannot delay until the mechanisms for testing are ideal. 
We need to participate in a continuing analysis of the 
changes in goals and objectives and to reflect them in our 
evaluation methodologies. Testing may be adequate for 
certain aspects of residency training; in other areas we 
may have to settle for an analysis of effort. For example, 
it might be of value to know how much a resident reads, 
how many hours he uses for study in the specialty, his 
regularity in attending rounds, conferences, and semi- 
nars, whether he maintains good medical records, the 
concern he shows for patients, and other aspects of his 
day-to-day clinical work. Again, there is no evidence that 
these activities have a high degree of correlation with 
clinical effectiveness. Nevertheless, their “face validity” 
is compelling. 


EVALUATION PROCESSES 


At varying points in the resident's educational pro- 
gram and development, it is beneficial to evaluate knowl- 
edge and cognitive understanding in a longitudinal fash- 
ion. This allows the resident to compare himself within 
the program's time frame as well as with his peers. Al- 
though it is an unproven assumption that these measures 
relate to clinical competence and skill, it seems clear that 
clinical effectiveness and high quality performance are 
patently impossible without a cognizive base. 


Oral Examinations 


Oral examinations are notoriously low in reliability; 
they become less effective, more expensive, and more 
time consuming as the number of examinees increases. 
At present they are used primarily in psychiatric board 
certification examinations to evaluate interviewing skills, 
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attitudes, capacity for empathy, judgment, and the clini- 
cal application of knowledge and understanding. For ex- 
ample, an insensitive candidate who is a poor observer, 
who treats the patient brusquely, who uses inappropriate 
language, who doesn't follow up cues given by the 
patient, who does not make effective contact because he 
is too busy taking notes, and who omits obvious possi- 
bilities in discussing differential diagnosis, therapeutic 
options, and psychosocial factors would be considered in- 
adequate or unsafe for that particular clinical situation. 

Improvement in scoring and reliability is usually 
achieved if a checklist of items to evaluate the candidate 
is used. [deally, the only variable should be the exam- 
inee's clinical competence, but this is not the case because 
different patients as well as different examiners are in- 
volved. Some of the variables may be minimized by using 
simulation techniques with professional actors trained to 
portray certain patient attitudes, feelings, and thoughts. 
Some improvement in reliability has been shown when 
videotapes of interviews have been used. 


Essay Examinations 


Essay questions are easy to compose and give the resi- 
dent an opportunity to show how well he can organize 
and express his thoughts concerning the most complex 
types of clinical situations in an orderly, logical, and lucid 
manner. However, essay questions have many drawbacks 
and limitations. Proper sampling of such an extensive 
field as psychiatry within reasonable time limits is impos- 
sible. Increasing the number of questions, shortening the 
time allowed for responses, and allowing the examinee 
some choice of questions decrease the sampling error but 
do not overcome the halo effect of grammar, spelling, 
and legibility of handwriting or the effect of repeatedly 
demonstrated lack of test reliability shown by comparing 
scores of two or more examiners. Reliability is poor even 
when the same individual scores the same group of re- 
sponses after a time interval (6). 


M ultiple-Choice Tests 


The technique of multiple-choice tests was applied to 
medical examinations about 1951. As a result of exten- 
sive experience, the variety of multiple-choice questions 
has been cut back to three basic types. 

l. One-best-response type (type A). This is the type 
most commonly used. Each item (question) consists of a 
stem that is a statement, case history, chart, graph, or 
picture followed by four or five suggested answers. Only 
one of the answers is correct; the others are called dis- 
tracters. The best or most appropriate response must be 
selected. Some of the distracters may be partially true. 
With a five-choice item, there is a 20 percent chance of 
guessing correctly. 

2. Matching types (type B). A list of lettered head- 
ings (usually five) is followed by a list of words or 
phrases. Fhe examinee selects the heading most closely 
related to the words or phrases. By inserting **none of the 
above" as an entry in the lettered heading, the item is 
made much more difficult because the examinee must 
think of possible associations other than those stated. 
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Another form of matching item (type C) offers four 
possible answers. The candidate is directed to select re- 
sponse A if the word or phrase is associated with A only, 
select B if the word or phrase is associated with B only, C 
if associated with both A and B, and D if associated with 
neither A nor B. 

3. Multiple true-false types. In type K of this group, 
the stem may be in the form of a statement, question, 
case history, clinical data, or pictorial material. This is 
usually followed by four unequivocally true or false state- 
ments. Five combinations of responses are usually of- 
fered. These are not mutually exclusive but one com- 
bination must be selected. This type of item tests the 
depth of the examinee’s knowledge and understanding of 
several aspects of a disease, process, or procedure. 

With type-X multiple true-false items, the candidate 
scores any combination of rights and wrongs. The direc- 
tions for this type of question are less complex and the 
examinee gets some credit for partial knowledge. How- 
ever, it has the disadvantage of weighting a particular 
item too heavily. Furthermore, a comparative study of 
multiple true-false items using types K and X does not 
show significant differences in the rank order of the can- 
didates for reliability and effectiveness (7, pp. 20-31). 

The use of multiple-choice tests in medical exam- 
inations provides a vastly improved sampling, a high de- 
gree of reliability, objective machine scoring, and valu- 
able information about areas of strength, weakness, and 
misconception. Computer printouts give P values (the 
percentage of examinees who answer each item correctly) 
and biserial correlation coefficient values (r). These show 
how well each question discriminates between well-quali- 
fied and weak examinees and allow for constant improve- 
ment of the item by eliminating distracters that are not 
performing well. 

The criticism that most written examinations test only 
memory (8) confuses the issue by equating cognitive un- 
derstanding and knowledge with straight recall. Knowl- 
edge consists of such things as facts, ideas, explanations, 
meanings, processes, procedures, relations, and con- 
sequences (9). The examinee must think and conceptual- 
ize as well as remember. Well-written test items require 
the candidate to retrieve, select, organize, and apply his 
knowledge. Too often the fault is not with the form of the 
item itself but with the writer. We need to develop and 
train more competent and highly qualified psychiatrists 
who are willing to devote enough time to write mean- 
ingful, significant, relevant, and effectively discrimina- 
tory items of moderate difficulty. Only then will we have 
explored the full potential of this type of technique for 
psychiatry. 


Patient-Management Problem Tests 


Tests involving patient-management problems typi- 
cally begin with the presentation of a brief clinical his- 
tory, physical examination, and routine laboratory tests 
that are representative of diagnostic and management 
problems thought to be important or signal in nature. 
The examinee is required to select the most appropriate 
courses of action out of a given number. In selecting an 
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answer, he erases a portion of a plastic overlay, revealing 
information underneath. The information revealed may 
be useful or may merely disclose that his selection is 
noted. Armed with this new information, the examinee 
proceeds to more detailed clinical problems about the 
same patient (10). 

The content of such tests is obtained by use of the criti- 
cal incident technique. Physicians with acknowledged ex- 
pertise are asked to report examples of conspicuously 
good or poor (inappropriate) clinical practice. From 
thousands of such incidents, major areas of clinical per- 
formance are defined, i.e., history taking, physical exam- 
ination, use of tests and procedures, diagnostic acumen, 
treatment, judgment, skill in implementing care, physi- 
Clan-patient relationship, continuing care, and responsi- 
bility as a physician. These definitions provide test 
makers with ideas of what is to be tested (5). . 

This type of testing obviously differs from real clinical 
situations in which the examinee has to originate alterna- 
tives rather than select from multiple choices. The scor- 
ing gives credit for correct decisions and penalizes the 
candidate for omitting important procedures or choosing 
those which are harmful to the patient. Correct selections 
made from a relatively large number of alternatives give 
the examinee additional information that will often help 
him with the next problem concerning the same patient. 

According to Hubbard (7) the reliability of this type of 
testing is generally at the level of .80 to .85 (7, pp. 40-50). 
Unfortunately, the interdependency of related responses 
has the effect of decreasing the reliability of the test. 
Schumacher (11) questioned the value of this format on 
the basis that a specialty examination in internal medi- 
cine showed no significant performance increment after 
two years of residency training in that specialty. Similar 
findings have been reported for residents in orthopedic 
surgery (12). 

Despite these adverse reports, this type of examination 
appears to have validity and has considerable appeal to 
the examinees. According to my personal experience, 
which has been corroborated by others who have con- 
structed many such items, special expertise is required to 
construct such problems without giving away informa- 
tion that enables the examinee to backtrack to previous 
questions about the same patient and correct his errors. 
This can be avoided with a computerized test or with spe- 
cial techniques yet to be evolved. Furthermore, there is a 
wide range in discriminatory power between various 
problems of this type. 

We have yet to learn how to refine this particular tech- 
nique so that it may show a significant difference between 
well-trained physicians and those who are less clinically 
competent. However, it seems that this format, coupled 
with other types of tests, may have the potential for 
achieving a significant advance toward the goal of devel- 
oping standardized, reliable, and valid instruments for 
evaluating some aspects of clinical competence. 


Peer Review 


The approach of peer review has value because it mea- 
sures actual clinical effectiveness as it is evaluated by cli- 


nicians. This technique suffers from practical uncer- 
tainties such as variation in definition of levels of 
competence, inadequate sampling, logistic difficulties 
when it involves large numbers of professionals, and 
great difficulty in proving reliability and validity. It is, 
however, unambiguously focused on the presumed con- 
cern of all tests in medicine, namely, the quality of care 
actually provided for real patients. 


Simulation Techniques 


There is a large number of simulated clinical situation 
techniques, including the computerization of method- 
ology for patient-management problems. These vary in 
their approximation to real-life situations. Testing with 
films or film clips is expensive, especially if color film is 
used. Many of the test items in specific simulation tests 
have been either too easy or too difficult and have failed 
to discriminate between a more able and a less able 
group. The use of filmed material has been abandoned by 
the National Board of Medical Examiners on part IH of 
its test (13). 

There are many types of audiovisual presentations. 
One of these involves the examinee’s asking and answer- 
ing clinical questions regarding a patient whose com- 
plaints and history have been presented by a computer. 
The computer answers the examinee’s questions about 
the clinical situation and records the examinee’s working 
diagnosis and plan for management and treatment. Such 
techniques are hampered by large development costs and 
the complexity of the analytic work necessary to provide 
widely applicable results. 


CONCLUSIONS 


Of necessity, this short paper can provide only a sum- 
mary of the major evaluation techniques now available. 
The discussion of their values and limitations is similarly 
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scanty. What is clear is that only by using many eval- 
uation instruments during the resident’s period of train- 
ing can one approach some estimate of the elusive goal of 
clinical competence. Even with these instruments, it is ap- 
parent that predictive validity for a psychiatrist's per- 
formance in the future can be determined only in terms of 
probabilities. The complexity of the newer techniques 
strongly suggests that evaluation research and teaching 
seminars for question writers have now become impera- 
tive if we are to improve our testing methodologies. 
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. Psychoemotional Aspects of Mastectomy: A Review of Recent Literature 


BY MICHAEL J. ASKEN, M.A. 


The author reviews the recent literature on the 
psychological aspects of mastectomy, including 
psychological reactions to the procedure and appropriate 
intervention Strategies. He discusses individual and 
familial fears and concerns related to mastectomy and 
emphasizes the importance of preoperative counseling 
and postoperative rehabilitation. 


THE IMPORTANCE OF psychological factors in physical 
medicine has long been recognized by medical prac- 
titioners. Jaco (1), for example, stressed the importance 
of treating the entire patient rather than collected and se- 
lected parts. Certain medical procedures save lives but 
also result in some degree of functional loss or dis- 
figurement for the patient. This paper will consider the 
psychological aspects of mastectomy, which is such a 
procedure. I will present a review of the literature dealing 
with both psychological reactions to the mastectomy ex- 
perience and appropriate therapeutic interventions. 


PSYCHOLOGICAL ASPECTS 


While mastectomy performs a gratifying service by 
saving a woman’s life, her appreciation is muted by the 
price she must pay for that service—the loss of a breast 
and permanent disfigurement. Within the value system of 
American society, that price is a considerable one. The 
following statement describes the thoughts and feelings 
of a mastectomy patient: 


The only data my brain registered were that breast cancer 
with metastases has a short-term survival rate and I was mu- 
tilated. 

From the moment my physician said that I had metastatic 
breast cancer until two years after my surgery, I was frozen 
with fear. The people who are supportive to me were so 
shaken by my unexpected reaction that they ceased to func- 
tion for me. The threat of death hung over me day and night, 
but I believe that the mutilation was more traumatic. Living 
became so arduous I found myself preparing to die on all lev- 
els—I stopped buying clothes or refurnishing my home as 
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needed; I arranged my work each day as though tomorrow 
were not coming; and, finally, I developed a speech pattern 
which became death oriented. (2, pp. 676, 677) 


These words were spoken by a practicing registered 
nurse, a professional who is medically sophisticated and 
actively involved with helping others to accept their mis- 
fortunes. The impact of the mastectomy experience must, 
therefore, be exponentially increased for those leading 
more sheltered lives. Indeed, Roberts and associates (3) 
reported that 51 percent of their sample of mastec- 
tomized women admitted anxiety or depression; the au: 
thors concluded that there is an important psychological 
morbidity associated with all operations for primary 
breast cancer. Ervin (4) expressed the belief that emo- 
tional suffering outweighs physical pain in mastectomy 
cases. 

Generally, the predominant psychological reactions to 
mastectomy are a sense of mutilation and a loss of feel- 
ings of femininity (4-8). Goldsmith and Alday (9) re- 
ported that mastectomy raises several fears in women. 
First, there is the anxiety associated with any major sur- 
gical operation. Perhaps more important than this, how- 
ever, are the fears associated with breast loss: concern 
over sexual desirability, interpersonal and sexual rela- 
tions, and, if the woman is married, dangers to her mar- 
riage. Third, there is the fear of death, an omnipresent 
consideration for all mastectomy patients. This fear is 
not always expressed overtly; it may sometimes undergo 
unconscious transformation and be expressed as fear of 
breast loss (although there is probably little reason to 
doubt the veracity of the latter concern). Mastectomy 
may assume a symbolic quality in other ways (10). The 
young patient may have a strong reaction to mastectomy 
as the operation suddenly forces her to confront her own 
mortality. In the older patient, mastectomy may confirm 
the debilitating effects of old age. 

Lymphedema is another area of concern to women 
who undergo mastectomy (5). Healey (5) reported that 
the psychological fears about lymphedema include: 1) 
self-consciousness of the enlarged arm in the presence of 
others, 2) difficulty in fitting clothes, and 3) changes in 
lifestyle affecting social behavior. ij 

Some women harbor myths and unanswered questions 
about the operation and its results. Klein (10) reported 
several misconceptions commonly held by the patient, in- 
cluding the belief that cancer always recurs or kills, that 
she will be perceived by others as untouchable, and that 
she is in some way responsible for her cancer. The patient 
may have many questions that she considers in- 


appropriate at the time of surgery; consequently, they 
may never be asked or answered. This lack of knowledge 
may cause considerable anxiety. The patient may wonder 
how she can keep her bra from riding up on the operated 
side and what sorts of special bathing suits are available 
to her (11). 

The loss of a breast leaves the woman in the unusual 
situation of having only one breast, a condition that is ap- 
parently fraught with ambivalence. Leis(12) reported 
that much is made of the psychological importance of the 
remaining breast, which may be cherished as a badge of 
motherhood, a sign of femininity, and an important psy- 
chosexual symbol. Leis also noted, however, that the sec- 
ond breast remains as a nonfunctioning organ: few 
women display it as a "questionable" sexual stimulus 
next to a mastectomy scar, and few allow it to be used 
during the sexual act. Some doctors will not permit the 
remaining breast to be used in breast feeding. There is 
also the problem of disrupted body symmetry. Finally, 
patients may live with the fear of recurrent cancer in the 
remaining breast. Thus, this breast has both a positive 
and negative value to the patient, resulting in vacillating 
ambivalence. 

Klein (10) observed that the adverse psychological ef- 
fects from mastectomy may also affect the patient's fam- 
ily. The malaise may be transmitted by the patient herself 
through her own distorted self-view as a person unworthy 
and unable to readapt to her normal role. A husband's 
perceived inability to help his wife may cause guilty resig- 
nation to a vitiated and destructive marriage. Children 
may develop school problems as a response to their 
mother's inexplicable depression. Quite apart from the 
effects that a patient's altered mood may have on the 
family, the husband in particular may have some very 
real mastectomy-related concerns (10). Foremost is the 
question of his wife's survival. He may also be unsure 
how to respond to his wife after her operation and unsure 
of what new needs she will have for him to fulfill. Many 
husbands who are full of uncertainty and conflicting emo- 
tions may express their concerns by withdrawing and re- 
treating from the situation; the wife may interpret this 
behavior as rejection, an especially psychologically detri- 
mental misperception on her part. 


4NTERVENTION 


Given the overall trauma of mastectomy, intervention 
with the breast cancer patient must involve both physical 
and psychological considerations. It has been sug- 
gested (13) that rehabilitation after mastectomy must be 
approached on three planes to cover both aspects success- 
fully; physical, cosmetic, and emotional. Similarly, 
Dietz (14) proposed that the goals of mastectomy reha- 
bilitation are the maintenance of the range and function 
of the arm and shoulder, the restoration of external ap- 
pearance, and psychological adjustment (i.e., acceptance 
of breast loss, reintegration of the self-image as being 
worthy of love and the rewards of life, and adjustment to 
the possibility of cancer recurrence in the following 


MICHAEL J. ASKEN 


years [10]). Also, the goal of intervention for the patient 
beyond help is to provide comfort in the terminal 
stage (15). 


Physical Rehabilitation 


Rehabilitative measures for mastectomy patients gen- 
erally fall under the rubric of primary prevention, i.e., the 
prevention of adverse psychological reactions to the pro- 
cedure. The preventive steps are instituted either pre- or 
postoperatively. In many cases the procedures and their 
timing are interchangeable or repeatable. The implemen- 
tation schedule will most probably be dictated by the 
schedule of medical procedures, since the diagnosis and 
treatment of breast carcinoma are often almost con- 
current (7). 

The prevention of iatrogenic physical degeneration is 
accomplished through the use of both pre- and post- 
operative physical therapy. The use of physical therapy 
has been described by Beeby and Broeg (13), who out- 
lined three objectives for the procedures: 1) to obtain and 
maintain complete ranges of ipsilateral and shoulder mo- 
tion, 2) to prevent postural deformities such as protracted 
scapulae and kyphosis of the vertebral column, and 3) to 
counter all possible ill effects of lymphedema. Pre- 
operative physical therapy is designed to prevent post- 
operative pneumonia, muscle degeneration, pooling of 
lymph fluids in the extremities, and postural deformities. 
Postoperative physical therapy includes introduction and 
explanation of procedures, evaluation of abilities, appro- 
priate exercises, and discharge evaluation with instruc- 
tions for home exercises. 


Cosmetic Reconstruction 


Emphasis on the cosmetic plane is, of course, one of 
the central issues involved in the controversy over the ex- 
tent of surgical procedures required to adequately treat 
breast cancer. Beyond this problem, however, breast re- 
construction is the only solution to the problem of dis- 
figurement. Millard and associates (6) and Freeman (16) 
suggested tha: offering the chance for breast reconstruc- 
tion even before the breast is removed can be of great 
comfort to the patient. Of course, any safe procedures 
that limit the destruction of the breast are desirable; to 
accomplish this, Millard and associates (6) offered a pro- 
cedure for saving the uninvolved nipple. The nipple-bank- 
ing procedure consists of temporary grafting of the nipple 
until it can be replaced onto the reconstructed breast. The 
authors found this procedure to be a great morale 
booster, giving the woman something to look forward to 
and serving as a token of the doctor's ;aith in her recov- 
ery. It has been suggested that women should be allowed 
to have simple breast reconstruction postoperatively (8). 
The use of silicone implanis has been cited as a quick 
method that produces “‘no cosmetic triumphs” but often 
obtains “astounding” psychological improvement (7). 


Counseling 


The obvious purpose of cosmetic reconstruction is to 
ease psychological adaptation, but preoperative and post- 
operative counseling (preferably both) are also manda- 
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tory. Dietz (14) suggested that the use of counseling is de- 
pendent on the needs of the patient but that its goal 
should be to prescribe an individually suitable rehabilita- 
tion program. The following counseling procedures are 
arbitrarily designated as either pre- or postoperative 
measures, depending on their classification in the litera- 
ture; however, their administration is flexible. 

Klein (10) presented examples of content to be covered 
in preoperative counseling with the mastectomy patient. 
He suggested that the patient should be helped to con- 
sider what to tell the significant people in her life about 
her situation. Children will inevitably become aware of 
the change in familial routine. Younger children may feel 
deserted by a hospitalized mother, and older children 
may put together their own ideas about the surgery from 
bits of conversation; special consideration should be di- 
rected to the teenage girl, who may be wondering if she 
will suffer the same tragedy. Frankness is advocated as 
the best means of combating emergent fantasies. Adult 
discussion also provides a good model of healthy coping 
patterns. 

Counseling also attempts to help the patient to antici- 
pate the future. The length of rehabilitation and the role 
the patient must play in it are important areas for dis- 
cussion. Harrell (2) reported that the function of the 
counseling interview is to provide information to the 
patient. She suggested that the patient be assured that 
crying spells are normal and to be expected, that sleep- 
lessness or nightmares may occur, that some numbness in 
the arm is natural and no cause for alarm, and that breast 
forms are available and should provide confidence and 
comfort. Markel(11) reported that during the pre- 
operative interview patients should be encouraged to ex- 
press questions of importance to them, and Klein (10) 
suggested that misconceptions that are held about the 
procedure and its implications must be dispelled. 
Kiein (10) also cautioned, however, that false assurances 
must never be given because the future in any respect can 
not be guaranteed. 

In regard to postoperative counseling, Harrell (2) 
stressed the appropriateness of the postsurgical hospital- 
ization period for primary prevention and secondary in- 
tervention. This period provides for continuity of care 
and also presents a situation in which the patient and 
family are together so that common problems, questions, 
and misbeliefs can be attended to. In short, the hospital- 
ization period provides an excellent opportunity for 
reaching the patient and her family. 

Another facet of postoperative intervention reputed to 
be of value is a mechanism to allow patients to express ei- 
ther residual or newly emerging feelings of concern (10). 
This goal can be achieved through group therapy, al- 
though in all cases.individual consideration should be 
paramount (5, 14). A program that uses a team approach 
to incorporate many of the points suggested is reported in 
the literature (17). The team is comprised of the patient, 
nurse, physical therapist, and recovery worker, who meet 
daily in a class-type atmosphere. The purposes of the 
meeting include instruction in beneficial exercises, com- 
munication of information about prosthetic devices, and 
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provision of a forum for the discussion of questions and 
feelings. The strongest factor in this approach is the 
group itself, in which patients help each other. 

The usefulness of prosthetics clinics has been reported 
by Akehurst (8). The clinic described is held concurrently 
with joint breast and radiotherapy clinics. It is staffed by 
a woman fitter and a lay worker who is a former mastec- 
tomy patient. Visits by a former mastectomy patient who 
is currently looking and functioning well is a technique 
that has great psychological benefits and receives almost 
universal support (3, 5, 8, 11, 17). Akehurst (8) reported 
that the use of the former mastectomy patient is vital to 
rehabilitation, because having suffered the physical and 
mental effects of the operation, she is the only person who 
can talk to the patient with real understanding. The lay 
worker is often part of the Reach to Recovery program 
endorsed by the American Cancer Society (11) and by 
medical professionals (4, 18). In addition to workers who 
are part of this mastectomy rehabilitation program, the 
society distributes a film entitled “Recovery After Mas- 
tectomy," which may be used in place of or as a supple- 
ment to the recovery worker (11). A manual on mas- 
tectomy written for the patient by Lasser (19) and an 
article by Aves (20) describing swimwear for the mas- 
tectomy patient would also be useful in the treatment of 
mastectomy patients. 

There are two other aspects of postoperative programs 
that are essential to rehabilitation. The first is the re- 
quirement of counseling for the family of the mastectomy 
patient (10, 21). The second is proper discharge planning 
to ease readjustment into normal life (5). 


The Surgeon's Role 


The surgeon or gynecologist transverses the entire ex- 
perience of mastectomy. In the psychological sphere, his 
role has too often been avoided or left unfilled (7, 22). 
Klein (10) reported that the surgeon is central to helping 
a woman accept the mastectomy. This is so not only be- 
cause he has the greatest opportunity to help but also be- 
cause he is perceived as knowledgeable, skilled, and god- 
like by both the patient and the family and because the 
patient is eager to believe in his power to cure both the 
body and the psyche. 

Unfortunately, the surgical role presents practical 
problems that inhibit the surgeon's ability to respond as a 
palliative psychological agent. Heavy caseloads and the 
demands of surgery preclude the establishment of more 
than a fleeting relationship. Despite these inhibitions, 
however, the surgeon can engage in simple behaviors that 
will aid in postoperative adjustment. Psychological inter- 
vention can begin at the precise moment that the neces- 
sity for mastectomy is determined and may be effected by 
stressing any positive aspects of the situation (such as: 
small tumor size or the short time interval between diag- 
nosis and removal) and by being aware of female and 
familial concerns and fears. The surgeon may see to it 
that appropriate ameliorative measures are instituted or 
administered postoperatively (9). Ervin (4), a surgeon 
who has been impressed with the psychological morbidity 
of mastectomy, has outlined a counseling technique he 


uses with mastectomy cases that centers on honesty, 
hope, and the involvement of the husband. 


It is imperative to remember, as Markel (11) has 


pointed out, that in the patient with breast cancer, post- 
operative treatment and rehabilitation cannot be sepa- 
rated; if rehabilitation has not been accomplished, post- 
operative treatment is incomplete. To this must be added 
the necessity of preoperative preparation. 


Finally, words written by Harrell (2) once again seem 


appropriate. 


Uo bh 


To save a woman by surgical intervention and then deny 


her emotional support necessary to form a different lifestyle 
and accept an altered body image is a contradiction in terms. 
(p. 676) 
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Unfortunately, in an operation of this size someone's name may be omitted, per- 
haps someone to whom we are especially indebted. We apologize in advance should 
this happen, and we would like to hear about our errors of omission and commission. 

The editorial staff notes particularly its indebtedness to Dr. Walter Barton and 
wishes him well in his new venture. We look forward to working in pleasant symbiosis 
with our new Medical Director, the distinguished Dr. Melvin Sabshin. To Drs. Donald 
W. Hammersley and Henry H. Work, and to Mr. Robert L. Robinson, Mr. Raymond 
M. Glasscote, and Ms. Jean Jones-—all of the APA staff—go our special thanks for 
their continued courteous assistance and cooperation. 

Our greetings to all of our colleagues and readers and our hopes that their New 
Year will be the happiest ever. 


F.J.B. 
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The Psychiatrist’s Involvement with Aged Patients 


BY FLOYD K. GARETZ, M.D. 


The author studied via questionnaire psychiatrists’ 
involvement with older patients in relation to their own 
ages and the nature of their practices. Older psychiatrists 
see a higher proportion of older patients, advocate more 
comprehensive treatment, and find older patients more 
interesting and gratifying. Psychiatrists in general 
psychiatry and those who have a primarily inpatient 
practice see the largest proportion of older patients. 


LARGE NUMBERS of aged people in the United States ex- 
perience mental and emotional disorders, yet the elderly 
appear to underutilize psychiatric services (1-3). Al- 
though ‘several authors have investigated this phenome- 
non (4-6), many questions remain unanswered. The 
present research ts based on a questionnaire study of psy- 
chiatrists regarding their involvement with older psychi- 
atric patients. 


METHOD 


All members of the Minnesota Psychiatric Society 
who were available for sampling (N= 202) were asked to 
complete a questionnaire that yielded data on their ages, 
professional interests, and types of practice. In addition, 
data were collected on their experiences with, perceptions 
of, and attitudes toward older patients (those over the age 
of 65). The data were in the form of either continuous 
variables (age of psychiatrist and percentage of older 
patients seen) or categorical variables (the remaining 
data). Correlation coefficients were used for comparison 
of continuous variables, and categorical variables were 
compared with each other by chi-square tests. Contin- 
uous variables were compared with categorical variables 
by analysis of variance and F and t tests. 


Dr. Garetz is Associate Professor, Department of Psychiatry, Univer- 
sity of Minnesota School of Medicine, Minneapolis, Minn. 55455. 


RESULTS 


Ninety-one percent (N=184) of the psychiatrists 
polled responded. Their mean age was 45.7, with a range 
of 27-80 years. Nearly two-thirds of the respondents 
worked in the Twin City metropolitan area; the other 
third worked in smaller communities. Forty percent of 
the sample were working primarily in public settings, 
with the remainder in part- or full-time private practice. 
Less than 4 percent of the sample reported a special inter- 
est in geriatric psychiatry, and the proportion of older 
patients seen in the entire sample was 10.9 percent of the 
total case load. Table 1 presents these and other descrip- 
tive data related to preferred mode of treatment, area of 
interest, and type of practice. 

Four specific constellations of variables were analyzed 
for significant relationships; the results of these analyses 
will be presented in the following sections. 

There were several significant relationships involving 
psychiatrists’ ages. The mean age of the 20 psychiatrists 
who'more often made the diagnosis of anxiety in older 
patients (64.5 years) was higher than the mean age of the 
77 psychiatrisis who more often diagnosed organic brain 
syndrome (43.0 years) (p « .001, t test). Younger psychi- 
atrists more often thought evaluation and somatic treat- 
ment were indicated in aged patients, whereas older psy- 
chiatrists more often advocated more comprehensive 
treatment, including psychotherapy (p « .06). Psychia- 
trists who found older patients more interesting (N =115) 
were significantly older on the average than those who 
found these patients less interesting (N «38) (means of 
46.75 and 41.34 years, p « .05, t test). Also, the 121 psy- 
chiatrists who found older patients more gratifying were 
older than the 31 who found them less so (means of 47.21 
and 36.61 years, p « .001, t test). 


Area of Special Interest 
The responses to this question were coded into the five 


categories listed in table 1, and the following relation- 
ships were found to be significant: 1) General psychia- 
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TABLE | 
Daia on the Practices of Psychiatrists Surveyed { N = 184] 


Item Number Percent 
Area of interest 
General 123 66.84 
Child-adolescent 18 9.78 
Psychoanalytic 19 10.32 
Geriatric 7 3.81 
Social and community 11 5.98 
Other 6 3.27 
Type of practice* 
Primarily inpatient 68 37.16 
Primarily outpatient 48 26.23 
Equal combination of both 67 36.61 
Primarily private 85 46.70 
Primarily public 74 40.65 
Equal combination of both 23 12.65 
Geographical area* 
Metropolitan area 109 62.64 
Small community 37 21.26 
Rural area 28 16.10 


*Numbers in these categories do not total 184 due to lack of responses on 
questionnaires. Corresponding percents are based on the number of psychi- 
atrists who responded and not the total sample of 184. 


trists saw a higher proportion of older patients (13.78 
percent) than did either community psychiatrists (8.45 
percent) or psychoanalytic psychotherapists (5.68 per- 
cent) (p « .05 and p « .01, respectively, t tests). 2) Over- 
all chi-square value comparing area of special interest 
and diagnosis was significant (p « .001). 3) Overall chi- 
square comparing area of special interest in psychiatry 
with degree of interest in older patients was also signifi- 
cant (p « .05). Specifically, general psychiatrists reported 
a greater degree of interest in older patients than com- 
munity and outpatient psychiatrists and psychoanalytic 
psychotherapists (p « .05). 


Most Frequent Diagnoses Reported 


The design of the questionnaire provided three blank 
spaces for respondents to fill in the most frequently seen 
diagnoses in older people in their practice. Some of the 
subjects filled in all three, some two, and others only one 
of the spaces. 

The diagnosis most often listed first by the psychia- 
trists in the sample was depression: 92 respondents listed 
this first on the questionnaire. Organic brain syndrome 
was listed first by 44 psychiatrists, making this diagnosis 
second in frequency. Addictive disorders, anxiety neuro- 
sis, and chronic schizophrenia were all mentioned first 
with approximately equal frequencies that were consid- 
erably less than those for depression and organic brain 
syndrome. When the data were analyzed from another 
perspective—i.e., the total number of times a particular 
diagnosis was mentioned— depression was the most 
frequent (mentioned a total of 151 times), followed by or- 
ganic brain syndrome (mentioned 143 times), chronic 
schizophrenia (31 times), addictive disorders (20 times), 
and anxiety neurosis (15 times). 


64 Am J Psychiatry 132:1, January 1975 


Psychiatrists’ Ages 


There was a significant correlation for the entire 
sample between age of the psychiatrists and percentage 
of older patients seen (r=.146, p < .05). When the sample 
was broken down into various subsamples according to 
mode of practice or special area of interest (see table 1), 
most of the correlations were not significant. However, 
age was positively correlated with number of older 
patients seen for psychiatrists doing primarily inpatient 
work (r=.243), those working in public settings (r=.236), 
and those who listed geriatrics as a special area of inter- 
est (r=.612) (p < .05 for the first two comparisons, no 
test of significance possible for the last comparison be- 
cause of small size of subgroup). 


Mode of Practice 


A comparison was made between mode of treatment 
(inpatient/outpatient, private/public, rural/urban) and 
other variables. The following significant relationships 
were found: 1) Psychiatrists primarily involved in in- 
patient work saw a higher percentage of older patients 
than those primarily involved in outpatient work (13.31 
percent versus 7.01 percent, p < .001, t test). 2) Psychia- 
trists working in small towns saw a higher percentage of 
older patients than did psychiatrists working in the met- 
ropolitan area (05 «p «.l1). 3) Psychiatrists who 
worked primarily with outpatients favored more compre- 
hensive treatment for the aged than did psychiatrists who 
worked with inpatients; psychiatrists who worked with 
inpatients more often saw their preferred role as eval- 
uation or somatic treatment (p « .001). 4) Outpatient 
psychiatrists as compared to inpatient psychiatrists fa- 
vored the diagnosis of depression over the diagnosis of 
organic brain syndrome (p « .001, chi-square test). 


Other Relationships 


There were several other significant relationships be- 
tween the variables I studied. First, psychiatrists who fa- 
vored treating older patients saw a higher percentage of 
older patients than those who saw their role as purely 
evaluative (p « .02). Also, the type of treatment favored 
for older patients was related to optimism about treat- 
ment outcome (p « .001); and the types of diagnoses 
more often reported were related to the kind of treatment 
favored. Specifically, psychiatrists who tended to report 
more anxiety neurosis favored more comprehensive 
treatment and those who reported relatively more or- 
ganic brain syndromes favored evaluation and somatic 
treatment (p < .Q1). 


CONCLUSIONS 


As with all data collected in questionnaire studies, one 
must interpret the findings of this study cautiously. Fur- 
ther, certain imponderables loom large, such as the fol- 
lowing: Is the percentage of patients reported actually the 
percentage seen? When diagnoses are mentioned, are 
they accurate statements of diagnoses made or do they 


represent attitudes of the psychiatrists? When subjects re- 
port their degree of optimism, interest, or gratification 
from older patients, are they operating under a halo ef- 
fect because they know that the author is interested in 
geriatric research? 

Despite the inherent limitations or imponderables of 
questionnaire research, I offer the following conclusions: 

Depression is the most frequent diagnosis seen in the 
aged, closely followed by organic brain syndrome. Anx- 
iety neurosis, addictive disorders, and chronic schizo- 
phrenia are next, in about equal frequency. 

Age is weakly related to the degree of involvement 
with older patients for inpatient psychiatrists, public psy- 
chiatrists, and geriatric psychiatrists. Also, older psychia- 
trists are more likely to make the diagnosis of anxiety 
neurosis (a more treatable condition) than are younger 
psychiatrists; also, younger psychiatrists prefer less in- 
volvement (evaluation or somatic treatments) than do 
older psychiatrists, who favor combinations of treatment 
including psychotherapy. 

General psychiatrists are more interested in older 
patients than those psychiatrists who have an outpatient 
orientation (psychoanalytic psychotherapists and com- 
munity psychiatrists). Also, rural psychiatrists see more 
older patients than do their colleagues in metropolitan 
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areas. Those psychiatrists who do exclusively outpatient 
work see fewer older patients but prefer more compre- 
hensive treatment (including psychotherapy). 

Finally, for the overall sample, there was a positive 
relationship among the factors of optimism about treat- 
ment outcome, making diagnoses with more favorable 
prognoses, and preferring treatment rather than mere 
evaluation for older patients. 
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Saliva Lithium Levels: Clinical Applications 


BY CARLOS NEU, M.D., ALBERTO DIMASCIO, PH.D., AND DAVID WILLIAMS, PH.D. 


The authors note that despite a few reports in the 
literature indicating that saliva lithium levels could 
adequately replace serum determinations in monitoring 
patients being treated with lithium salts, this procedure 

. has not received much clinical application. A study of 20 
patients investigated correlations between serum and 
mixed saliva and parotid fluid lithium levels and 
documented the reliability of this procedure. The authors 
suggest that an individual patient's ratio of serum to 
saliva concentrations should be calculated and used as a 
constant in the determinations. Patients can collect saliva 
samples and send them to the laboratory prior to their 
visits, decreasing the facility's sample collection costs and 
the patients’ inconvenience and discomfort. 


LITHIUM CARBONATE IS A psychotropic drug that has re- 
ceived considerable attention from psychopharmacolo- 
gists in this country and in other parts of the world (1, 2). 
The use of lithium carbonate in the treatment of the 
manic phase of bipolar affective disorders and in the pro- 
phylaxis of certain types of depression is well estab- 
lished (3-5). When patients are being treated with lithium 
salts, close supervision is maintained on the serum level 
of this electrolyte. This is essential because the amount of 
lithium required to achieve a therapeutic response de- 
pends on the concentration of the ion in the serum— 
which in turn reflects its distribution throughout the 
body (6)—rather than on the actual amount given per 
day. 

It is recommended that serum levels be obtained ded 
quently (as often as every 48 hours during the first week) 
at the outset of lithium therapy in order to titrate the 
drug administration to therapeutic levels (between 1.0 
and 1.4 mEg/liter) and to avoid exceeding 1.5 mEg/liter 
(near toxic level). Serious toxic reactions can develop as 
a result of poor monitoring (7-9). Once the levels have 
stabilized, the right oral dose has been found, and the pa- 
tient exhibits a beneficial response, the serum level need 
not be monitored more than once every four to six weeks 
unless toxicity or psychological decompensation occurs. 


Drs. Neu and DiMascio are with Boston State Hospital, 591 Morton 
St., Boston, Mass. 02124, where Dr. Neu is Staff and Research Psychia- 
trist and Dr. DiMascio is Director of Research. Dr. DiMascio is also 
Director of Psychopharmacology, Department of Mental Health, Com- 
monwealth of Massachusetts. Dr. Williams is Research Chemist, Ab- 
cor, Inc., Cambridge, Mass. Address reprint requests to Dr. Neu. 


The authors would like to thank Mr. John Carpenter of Myerson Labo- 
ratories for processing the saliva and blood samples in this study. 
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A series of serum determinations requires repeated 
drawing of blood samples. An alternate method of deter- 
mining lithium level is to assay salivary gland secretions. 
The clinical application of saliva lithium levels has not 
found a place in the medical armamentarium, although a- 
few investigators have studied lithium in the secretions of 
the salivary glands and have found high correlations be- 
tween saliva and serum lithium levels. In 1903, Good (10) 
used lithium salts to gain a better understanding of the 
secretions of the parotid and submaxillary glands. He re- 
ported that lithium was secreted in saliva at a higher con- 
centration than is found in plasma. In 1969, Spring and 
Spirtes (11) and Shopsin and associates (12) published 
further findings on lithium as a saliva and serum elec- 
trolyte. Both groups of researchers reported that the con- 
centration of lithium in saliva was several times higher 
than the level found in serum. Saliva determination 
spares the patient frequent venous punctures, lessens the 
cost of collection equipment (syringes, needles, sterile 
gauze, etc.), and eliminates the need for the patient to 
travel to a physician or laboratory to have blood drawn. 

Review of the literature we have cited suggests that se- 
rum lithium levels could be adequately and reliably re- 
placed by saliva lithium levels, with the advantages stated 
previously. Based on this information, we did a prelimi- 
nary study that compared mixed saliva, parotid fluid, and 
serum lithium concentration in one patient on lithium 
therapy. Subsequently, we collected data on 19 patients 
receiving lithium carbonate; in 6 patients the determina- 
tions were repeated. Our purpose was to find the correla- 
tions between the concentrations of lithium carbonate in 
the three fluids. 


METHOD 


Subjects and Procedure 


The first patient we studied had been taking lithium 
carbonate (1250 mg per day) for two years and had been 
free of symptoms for one year. On the day of the assay, 
the patient was asked to refrain from taking the morning 
dose of lithium until he came to the laboratory. He had 
ingested his last dose of lithium (500 mg) the previous 
night, approximately 12 hours before the first samples of 
blood and saliva were taken. Lithium, sodium, potas- 
sium, and chloride levels were measured in serum, mixed 
saliva, and parotid fluid five times during the day: just 
prior to a 750-mg dose of lithium and 75, 180, 260, and 
385 minutes later. The saliva flow rate was also measured 
at each of these times. 


In the second phase of our investigation, the subjects 
were the first 19 patients on lithium therapy (both in- and 
Outpatients) who came to the chemical analytic labora- 
tory at Boston State Hospital to have their regular serum 
lithium assay done. In all cases, the subjects took their 
last dose of lithium carbonate 8 to 10 hours prior to the 
time of sample collection. Diagnoses and severity of 
symptoms were not taken into consideration. In addition 
to having blood samples drawn, these subjects were asked 
to provide parotid fluid and mixed saliva samples. 


Collectioti.and Analysis of Samples 


Sample collection. Blood samples of 10 mi were col- 
. lected without anticoagulant and allowed to clot at room 
temperature. The serum was separated from the cells 
within one hour of collection. 

Each subject was requested to chew Parafilm M 
(American Can Co.) for one minute or more, swallowing 
several times. Then, a saliva rejector with a rubber bulb 
was used to collect 2 ml of whole saliva. Next, the subject 
was given a sour lemon candy, a parotid fluid collecting 
cup was put in place, and | ml of parotid fluid was col- 
lected into a test tube from the tube attached to the paro- 
tid cup (13). 

These samples were refrigerated at 4 C overnight and 
centrifuged. After refrigeration, salivary mucin was read- 
ily removed by this method in all but a few samples. In 
these few instances, mucin was coagulated by heating it 
briefly in a boiling water bath and then separating it by 
centrifugation. 

Electrolyte analysis. Sodium and potassium were as- 
sayed by emission flame photometry and chloride was de- 
termined colormetrically (chloride was determined only 
for the one patient in the preliminary study). 

Lithium was estimated by emission flame photometry. 
Lithium standards for determination of lithium levels in 
serum were prepared in pooled, normal, lithium-free se- 
rum. For saliva and parotid fluid levels, aqueous lithium 
standards were prepared containing 60 mEg/liter of so- 
dium and 20 mEgq/liter of potassium. 


RESULTS 


Preliminary Study 


. The analyses of electrolytes in the mixed saliva, paro- 
tid fluid, and serum for the patient for whom the sam- 
ples had been taken at five different times indicated ris- 
ing and falling levels of lithium concentration over time. 
The concentration of lithium reached the highest level in 
the collection taken 75 minutes after ingestion of 750 mg 
of lithium, both in the serum and parotid fluid (1.25 and 
3.00 mEg/liter, respectively), while in the mixed saliva, 
the level was highest three hours after drug ingestion 
(3.10 mEg/liter). The correlation coefficients for saliva to 
serum and parotid fluid to serum were identical (Pearson 
r=.94). A near constant ratio was found between serum 
and saliva or parotid fluid lithium levels, with an average 
serum to saliva lithium ratio of 2.35 (SD«.17) and a 
parotid fluid to serum lithium ratio of 2.20 (SD=.20). 
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(The ratios were similar because the parotid fluid and sa- 
liva values were similar.) The constancy of the ratio was 
also similar for both fluids (variabilities of 7.1 percent 
and 9.0 percent, respectively). These results also in- 
dicated no time delay in the appearance of lithium in se- 
rum and in mixed saliva. 

The correlation coefficients between lithium and potas- 
sium, sodium, and chloride in ihe two salivary fluids were 
rather low. In saliva, the correlations were .46, .66, and 
.41 for sodium, potassium, and chloride, respectively; in 
parotid fluid, the respective correlations were —.40, .67, 
and .02. This suggests that the lithium ion behaves inde- 
pendently of the changes of electrolyte concentrations in 
the salivary glands. Correlations for serum lithium and 
sodium, potassium, and chloride, respectively, were .80; 
.89, and .71. 


Main Study 


Although other electrolytes were measured in the 19 
patients studied in this part of our investigation, only lith- 
ium levels will be discussed because (as stated previously 
and confirmed by the low correlations found in this phase 
of the study), lithium acts independently of the other ions. 

The average serum lithium level for all patients was .69 
mEg/liter. The averages for saliva and parotid fluid, re- 
spectively, were 1.56 and 1.52 mEg/liter. The correlation 
between the individual parotid fluid and serum lithium 
levels was .92; for the mixed saliva and serum lithium lev- 
els, the correlation was .90. The ratios for saliva to serum 
lithium and parotid fluid to serum lithium were remark- 
ably similar, with mean ratios of 2.26 (SD 2.23) and 2.21 
(SD =.20), respectively. The coefficient of variability was 
10.2 percent for saliva to serum lithium and 9.0 percent 
for parotid fluid to serum lithium. 


DISCUSSION 


Our findings suggest that saliva or parotid fluid lithium 
levels can be used as reliable indicators in monitoring 
lithtum treatment. High correlations (from .90 to .95) 
were found between serum and saliva and serum and 
parotid fluid lithium levels in both phases of the study. 

In addition, a highly reproducible constant relation- 
ship was noted between the mixed saliva lithium levels 
and serum level. The average constant was 2.26 + 10 per- 
cent (i.e., saliva lithium divided by 2.26 is equal to serum 
lithium). Thus the saliva lithium level can be readily con- 
verted to the equivalent serum lithium level. The individ- 
ual ratios of saliva to serum lithium ranged from 1.83 to 
2.87, but in the six patients for whom samples were col- 
lected and measured twice, the individual scores varied 
only + 8.6 percent from the first to the second measure- 
ment. Accordingly, we feel that to use saliva most effec- 
tively in determining lithium levels, the ratio between sa- 
liva and serum lithium levels should be calculated for 
each individual, and this specific ratio should be used for 
subsequent determinations for that individual. 

The use of saliva lithium determinations has several 
practical advantages. Patients are spared the discomfort 
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of repeated venipunctures; the trained technicians re- 
quired to draw blood are unnecessary because the 
patient collects the saliva himself; and the need for 
patients to travel to a laboratory or physician to have 
blood drawn is eliminated. Saliva can be collected and 
mailed to a laboratory, and the results can be sent to the 
doctor prior to the actual visit by the patient. In this way, 
the drug can be monitored and changes in dosage can be 
made on the spot. Both acceptance of and ease of treat- 
ment with lithium will be facilitated by the use of saliva 
lithium determinations. 
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Renal Tubular Function in Patients on Long-Term Lithium Therapy 


BY GEOFFREY W. VIOL, M.B., PAUL GROF, M.D., PH.D., AND LESLEY DAIGLE, R.N. 


The authors conducted a study in which 10 patients with 
recurrent affective disorders who responded completely 
to long-term lithium therapy but who were otherwise 
unselected were tested for renal tubular concentrating 
and acidification ability. Despite frequent symptoms of 
thirst, polyuria, and nocturia, all patients were able to 
concentrate urine normally and all showed normal renal 
tubular acidification ability. A significant correlation was 
found between erythrocyte lithium concentration and 
maximum urinary osmolality. 


IN RECENT YEARS the administration of lithium salts has 
achieved increasing acceptance in the treatment of affec- 
tive disorders. Greater awareness of the side effects of 
this drug has followed. Polyuria and polydypsia were de- 
scribed as side effects in humans in 1968 (1), and exam- 
ples of a nephrogenic diabetes insipidus-like syndrome 
have been reported (2-7) in patients with therapeutic lev- 
els of plasma lithium. 

In rats, polyuria and polydypsia as well as an inability 
of the kidneys to concentrate urine in response to vaso- 
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pressin have been described as symptoms of toxicity at 
lower plasma lithium concentrations (8). At higher lith- 
ium levels, oliguric renal failure has occurred (8). 

In humans, lithium overdosage has resulted mainly in 
central nervous system manifestations; renal involvement 
has been mild and reversible (9). Polyuria and poly- 
dypsia, which have occurred in some patients with thera- 
peutic plasma lithium levels, probably have a different 
explanation. Experimental studies have suggested inter- 
ference by lithium with the action of vasopressin (10), 
possibly by inhibition of vasopressin-sensitive adenyl cy- 
clase (11). 

The frequency of the diabetes insipidus-like syndrome 
in patients on lithium therapy has not been determined, 
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although one study (12) found that 12 percent of 85 
patients excreted over 3 liters of urine in 24 hours. 

We investigated renal tubular concentrating ability in 
10 patients on lithium therapy selected only by criteria of 
response to treatment. Because of our experience with 
one patient (4) we also studied renal tubular acidification 
function in these patients. 


PATIENTS 


A large sample of patients maintained on long-term 
lithium therapy at the Affective Disorders Clinic in Ham- 
ilton Psychiatric Hospital was subdivided, according to 
response to prophylaxis, into complete responders, inter- 
mediate responders, and failures. The classification was 
based on psychiatric criteria alone; the presence of pos- 
sible side effects such as polyuria or polvdypsia was not 
considered. A group of 32 complete responders (13) was 
recognized; although these patients had a high risk of fur- 
ther episodes of affective disorders, they developed no re- 
lapse during a treatment period exceeding 12 months. 

Ten women from the group of complete responders, 
but otherwise unselected, were able to participate in an 
intensive outpatient investigation of renal function with- 
out undue disturbance to their daily routines. They had 
been treated with lithium for an average of two years and 
seven months; their mean age was 50.3 years. The aver- 
age daily dose of lithium carbonate was 1200 mg (range, 
900 to 1500 mg). 


METHOD 


Lithium concentrations in serum and erythrocytes 
were measured by flame photometry. After separation of 
serum and erythrocytes by standard centrifugation tech- 
niques, l-ml samples of both were taken, diluted to 
100 ml, refrigerated, and later analyzed by flame-photo- 
metric method. A correction for trapped serum was 
made to the erythrocyte values (14). 

Urinary osmolality was measured by freezing-point 
depression and urine pH was measured with a glass elec- 
trode. 

Renal tubular concentrating ability was tested by mea- 
suring maximum urinary osmolality achieved following 
an 18-hour water fast and 5 units of subcutaneous vaso- 
pressin (Parke-Davis). The normal response, defined else- 
where (15), was greater than 700 mOsm/kg. 

Renal tubular acidification ability was tested by mea- 
suring minimum urinary pH achieved following an oral 
dose of ammonium chloride (0.1 g/kg in 1 liter of water). 
The normal response (16) was below 5.40. 


RESULTS 


Three patients were found to have a significant bacte- 
riuria (colony count over 100,000) and 1| was hyper- 
tensive. 
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Six patients reported increased daytime thirst and 
polydypsia on lithium therapy, 6 reported nocturia 2 to 5 
times nightly, and 6 reported the need for extra nighttime 
fluids following lithium therapy. 

We obtained the following mean measurements for 
the 10 patients: 

|. Plasma lithium concentration at the time of investi- 
gation was 0.764.0.12 mEq/liter (range, 0.61 to 0.91). 

2. Erythrocyte lithium concentration was 0.38 +0.10 
mEq/liter (range, 0.22 to 0.52). 

3. Maximum urinary osmolality achieved in the 10 
patients was 862488 mOsm/kg. 

4. Minimum urinary pH achieved by the lithium- 
treated patients was 5.11 +0.24. 

There was a significant relationship between erythro- 
cyte lithium concentration and maximum urinary os- 
molality (r=.67, p«.05, by Spearman rank correlation 
test). 


DISCUSSION 


More than half of the 10 patients reported subjective 
disturbances of thirst and micturition but all were able to 
concentrate urine normally on formal testing. Increased 
thirst in rats following lithium treatment in the absence 
of polyuria and dehydration has been reported (17). An- 
other study (18) demonstrated a significant reduction in 
concentrating ability in 7 of 10 nonpolyuric patients. 
Study of a larger group of patients will be necessary to 
define the incidence of subjective disturbances of water 
metabolism and of renal concentrating ability; this study 
has been initiated. 

We had earlier observed a patient with defective tubu- 
lar acidification (4); experimental studies have shown de- 
fects of tubular acidification in rats given lithium (18), 
and a transient reduction in titratable acidity in urine in 
normal subjects given lithium carbonate has been demon- 
strated (19). However, in the present study all 10 patients 
showed normal urinary acidification in response to am- 
monium chloride ingestion. 

The significant correlation between maximum urinary 
osmolality and erythrocyte lithium concentration is a fur- 
ther indication of the importance of ervthrocyte lithium 
as a guide to tissue effects of lithium (20). 
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New Perspectives in Psychiatry in the Veterans Administration 


BY JOSEPH J. BAKER, M.D. 


In 1972, the mental health services in the Veterans 
Administration were reorganized in a manner designed 
to increase the probability of interdisciplinary 
collaboration. VA hospitals were urged to form 
multidisciplinary mental health committees to advise on 
local programs and practices. This "corporate" 
approach has led to significant changes in the use of staff 
and in the physical and psychological environment in 
some hospitals. While it is too early to evaluate the full 
impact of the changes on patient care, waiting lists have 
been reduced and length of hospital stay has decreased. 


WITHIN THE PAST FOUR YEARS, there have been numerous 
changes in the structure and function of psychiatric serv- 
ices in the Central Office of the Veterans Administration 
and, to a somewhat lesser extent, in its treatment facili- 
ties. Although too little time has elapsed to permit final 
evaluation, impressions thus far have been favorable. 
This paper will describe these changes and discuss some 
of the effects they have had. 
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First, a word about the internal structure of the VA. A 
large Department of Medicine and Surgery is responsible 
for all aspects of patient care and for research, education, 
and medical administration. The department is centrally 
directed from Washington, D.C., by a chief medical di- 
rector and his staff. Within this Central Office, each large 
professional service has its own staff, director, and pro- 
fessional advisory groups. While the professional services 
do not control funds or exercise authority over opera- 
tions, they exert considerable influence because of their 
responsibility for setting professional and technical 
standards for both personnel and treatment programs 
throughout the system. They also provide a visible axis 
about which various training, recruitment, and research 
activities rotate. l 

The Mental Health and Behavioral Sciences Service 
presides over the work of 84 general hospitals offering 
psychiatric treatment, 28 psychiatric hospitals, 80 mental 
hygiene clinics, 48 day treatment centers, 37 day hospi- 
tals, 53 drug dependence treatment centers, 69 alcohol- 
ism treatment centers, and other specialized facilities for 
persons who are suffering the effects of mental or emo- 
tional disorders. These facilities treated 162,000 in- 
patients in 1972— 20,000 more than were treated in 1967. 
During the same five-year period, the bed capacity and 
daily census of psychiatric patients dropped by about 25 
percent to its present level of approximately 30,000, and 
outpatient visits increased from 900,000 to 1.6 mil- 


lion (1, 2). It can be seen, then, that the VA has made the 
same philosophical commitment to short-term hospital 
treatment, rapid turnover of inpatients, and a vast in- 
crease in outpatient resources that the rest of American 
psychiatry has made. In addition, the VA supports hun- 
dreds of hospital-based behavioral research projects and 
each year trains hundreds of residents in psychiatry and 
doctoral candidates in psychology. 


HISTORY OF THE SERVICE 


Prior to 1972, the VA Central Office grouped its re- 
source people into a Psychiatry, Neurology, and Psychol- 
ogy Service, which was headed by a psychiatrist. The re- 
sponsibilities of this service were almost entirely related 
to the three named disciplines. While there was a degree 
of collaboration among them, each tended in practice to 
serve and relate almost exclusively to its counterpart dis- 
cipline in the hospitals and clinics. The disciplines of 
nursing, social work, and rehabilitation medicine were 
represented in the Central Office and in the field by sepa- 
rate but equal services. While this organizational style 
was adequate for many aspects of the VA's mission, there 
was a growing feeling that patient care would be consid- 
erably enhanced if professional services were grouped in 
a way that would improve the probability of collabora- 
tion in program development. 

As a result, in 1970 a Committee on Mental Health 
and Behavioral Sciences was appointed in the Central 
Office. This body was asked to study the VA's total men- 
tal health effort and to make recommendations for im- 
provement. Headed by the director of the Psychiatry, 
Neurology, and Pyschology Service, the core group in- 
cluded an executive secretary, two psychiatrists, two psy- 
chologists, two social workers, two psychiatric nurses, 
one neurologist, one physiatrist, and one chaplain. All 
were highly knowledgeable individuals whose years of ex- 
perience included significant work in both the clinical and 
administrative segments of large health bureaucracies. 
Each had been thoroughly steeped in the traditions and 
values of his own profession and was actively involved 
with his national professional societies. 

While there was no naive expectation that change 
would occur easily, the members of this group were unan- 
imous in their enthusiasm for the task and collaborated 
closely in studying the VA’s total clinical case load, its re- 
sources, treatment programs, training and research, and 
the statutes and regulations governing its operation. Each 
subject was investigated in depth by individuals or sub- 
committees, who brought their findings and recommen- 
dations to the full committee for elaboration and dis- 
cussion. It quickly became apparent that changes on a 
pan-professional scale were being considered and that 
they would not be brought about by a part-time com- 
mittee; they would call for an unremitting multi- 
disciplinary effort for years to come. Thus, by natural 
progression over many months the committee arrived at 
a recommendation that a permanent new service be es- 
tablished in the Central Office and that it be designed to 
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exert its influence in a way that would carry the weight of 
all the disciplines involved in providing mental health 
care. 

Early in 1972 the recommendations creating the Men- 
tal Health and Behavioral Sciences Service in place of the 
Psychiatry, Neurology, and Psychology Service were ap- 
proved. The new service was headed by a psychiatrist and 
included the psychiatry and psychology components of 
the old service. Neurology became a separate service. So- 
cial work, nursing, and rehabilitation medicine each de- 
tailed certain individuals to work as full partners in the 
new service, and the directors of these companion serv- 
ices formed an advisory council to the director of the 
Mental Health and Behavioral Sciences Service. 


ORGANIZATION AND ACTIVITIES OF THE SERVICE 


In a new departure, the service was organized into divi- 
sions that were subject to multidisciplinary input instead 
of being the domain of a single discipline. Hence, from 
the outset the service dealt with its everyday work load in 
a distinctly different way. Problems relating to treatment 
programs were referred to the Division of Treatment 
Services, which included representatives from psychiatry, 
psychology, social work, nursing, and rehabilitation med- 
icine. (The Program Development Division and the Divi- 
sion of Alcohol and Drug Dependence are similarly 
multidisciplinary in input.) 

Operating in this collective or corporate way, the serv- 
ice was able to focus attention on certain problem areas 
that had been recognized by individual workers for some 
time. For example, the physical surroundings in the treat- 
ment areas of some hospitals needed much improvement 
if they were to enhance treatment rather than detract 
from it. The accomplishments of hospitals that had 
shown creativity in the use of colors and textures and 
general improvement oi the living space for patients were 
highlighted in meetings, talks, and by a VA-produced 
film. In this way, the service was able to stimulate all 
menta] health personnel to look for ways to improve the 
physical environment at their own facilities. 

In a somewhat different way, the service became in- 
volved in the VA's attempt to improve the psychological 
environment in all its hospitals and clinics. Many Viet 
Nam veterans were outspokenly critical of the VA, which 
led the Administrator of Veterans Affairs to hold hear- 
ings in several VÀ centers around the country in 1970 
and 1971. In these hearings, young veteran patients were 
encouraged to air their grievances about the system and 
tell what they thought should be changed. While most of 
the veterans seemed satisfied with the results of their 
treatment, there were criticisms related to impersonal 
and uncaring attitudes in VA hospitals and to regulations 
and programs that seemed to be geared to an older and 
different veteran population. As a partial response to this, 
a long-range program was begun to sensitize hospital 
workers to the emotional and human needs of people 
seeking help. 

A centralized training course in group and individual 
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effectiveness that was originally designed for workers in 
admission areas of VA hospitals was launched in 1972 
under the guidance of the Mental Health and Behavioral 
Sciences Service. The people who went through this 
training became much more aware of the importance of a 
caring attitude and the ways in which the presence or ab- 
sence of this attitude showed in their verbal and non- 
verbal exchanges with patients. These individuals became 
trainers of their colleagues when they returned to their 
hospitals. 

The service was also able to focus attention on needed 
changes in regulations. For example, statutory require- 
ments had for years made it impossible for a veteran with 
a non-service-connected disability to receive outpatient 
treatment unless he had first been an inpatient. Whatever 
its intent, the effect of this regulation was to hospitalize 
many persons for no other purpose than to make them 
eligible for outpatient care. The language of a statute that 
dealt with sharing of VA facilities permitted sharing con- 
tracts with community hospitals and medical schools but 
neglected to mention mental health centers or other 
freestanding nonhospital mental health facilities. In both 
of these instances, the new service, because of its multi- 
disciplinary character, was able to mobilize professional 
opinion and get necessary legislative remedies proposed. 

It was recognized that the Mental Health and Behav- 
ioral Sciences Service would need to be quite flexible in 
relating to VA hospitals and clinics. Most of these treat- 
ment facilities had been in operation for vears and were 
providing a level of care that was at least comparable to 
that in other public facilities. For this reason, there was 
no emergency that required them to reorganize, as the 
Central Office had done. Instead, the staff of each hospi- 
tal was encouraged to examine the treatment program in 
its own setting to see if the program might be made more 
effective. 

At the same time, however, the newly organized Men- 
tal Health and Behavioral Sciences Service in the 
Central Office deliberately began using several tech- 
niques designed to demonstrate the effectiveness of the 
multidisciplinary approach. One of these techniques was 
the routine use of the multidisciplinary team to make sta- 
tion visits and evaluate mental health programs. Another 
was the career development workshop for selected men- 
tal health professionals from VA hospitals and clinics. 
Each of these workshops brought to the Central Office a 
different mixed group of 12 to 15 chiefs of the disciplines 
related to mental health for three days of informal orien- 
tation bv the Central Office staff. On a much larger scale, 
during the last two years there have been three large re- 
gional meetings, each of which involved personnel from 
as many as 35 or 40 hospitals, including chiefs of staff 
and the chiefs of psychiatry, psychology, rehabilitation 
medicine, social service, nursing service, chaplaincy, and 
volunteer services. Participants at these meetings were 
briefed on multidisciplinary concepts but, more impor- 
tantly, they spent most of the three days in small group 


. discussions. Each individual met in groups that were 


multidisciplinary (first with professionals from different 
hospitals and then with colleagues from his own hospital) 
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and also in groups of single disciplines to discuss the im- 
plications of the multidisciplinary approach to institu- 
tional mental health programs. 


SPREAD EFFECT OF THE MULTIDISCIPLINARY 
APPROACH 


Each of these techniques—the team visit, the career de- 
velopment workshop, and the multidisciplinary confer- 
ence—has had the effect of modeling the multi- 
disciplinary approach. As a result, many hospitals have 
established mental health committees composed of chiefs 
of mental-health-related services. Each committee has 
tried to define its hospital's mental health mission, its re- 
sources, the characteristics of its patient load, and its 
treatment programs. In most cases, the leadership of the 
committee has been assigned to the chief of psychiatry, 
although in some committees, by consensus, this role has 
fallen to other professionals. 

In the hospitals that have gone through this exercise, 
there has been almost unanimous enthusiasm for the 
group process and the novel and stimulating experience 
of being invited to make corporate recommendations 
that might affect all aspects of the hospital's mental 
health program. In completing this phase of their mis- 
sion, committees have been able to agree on various 
things that might improve services. 


Problems of Implementation 


Attempts to implement the ideas of the newly created 
committees I have described have not always been har- 
monious. Many recommendations have involved new, ex- 
panded professional roles and the loosening up of the 
process of clinical decision making. This might take the 
form of a recommendation that nonphysicians manage 
wards, make basic decisions about hospital admission, or 
coordinate the work of a clinical staff. Each such change 
involves realignment of roles and delegation of authority 
that has traditionally been vested in the physician. 

Other recommendations have related to team function 
and have anticipated that team members would help de- 
termine team goals and priorities. Where this kind of op- 
eration has not previously existed, it has sometimes been 
difficult to start. The personalities of the team members 
are crucial. Not surprisingly, a psychiatrist accustomed 
to having “his”? staff carry out his decisions about 
patients or about the operation of the ward does not eas- 
ily accept a role that seemingly limits his executive func- 
tion. Other professionals have equally compelling pre- 
rogatives and idealized roles that need to be worked 
through. Factors like these must be faced and dealt with 
realistically by the team in order for it to function effec- 
tively. 

Another variable has been the organizational orienta- 
tion of the departments of psychiatry in the 89 medical 
schools affiliated with our hospitals. Many of these 
schools have adopted a multidisciplinary mode of organi- 
zation fairly compatible with our own. Other depart- 
ments, more traditional in their orientation, espouse a 


teaching and treatment model dominated rather com- 
pletely by psychiatry. We have tried to accommodate to 
both philosophies. 


COMMENT 


In view of the variety of personal and institutional in- 
fluences at work, it is perhaps surprising that so many 
hospitals have been able to make perceptible improve- 
ments in their programs by the multidisciplinary ap- 
proach. Yet it is clear that significant beginnings have 
been made and that they have not been nearly so dis- 
ruptive as many professionals feared they might be. In 
the process, mental health staffs have begun for the first 
time to show a corporate awareness and concern about 
long-standing mental health problems facing their hospi- 
tals. Furthermore, they have attempted to do something 
about these problems. 

It is too early to evaluate the full impact of these 
changes on patient care. It ts possible, however, to point 
to some of the effects, such as the abolishment of long- 
standing lists of patients waiting for admission and treat- 
ment and reductions of patient census, and to infer from 
these effects that patients have been helped. Living areas 
have been redecorated and rearranged in ways calculated 
to enhance the patient’s comfort, dignity, and self-es- 
teem, and from this it can be inferred that the patient is 
more likely to improve than he would be in a setting that 
is ugly and crowded. One can find increasing numbers of 
VA hospitals where the whole range of mental health 
treatment services is under the continuous scrutiny of a 
local multidisciplinary task force, by one title or another, 
and infer that the many encounters patients have are 
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more likely to be therapeutic because the local staff has 
contrived ways to make them so. . 

Although we base our programs on these inferences 
and others like them, they contain many areas that call 
for further critical study and evaluation. Psychiatry has 
had a major part in fostering the multidisciplinary con- 
cept and making it work. At this point in history, how- 
ever, it seems clear that an increasing amount of the 
energy and time of psychiatrists in leadership roles will 
be consumed in eliciting cooperative efforts from other 
people. This is a demanding and often frustrating task, 
and it is not surprising that some perfectly capable 
psychiatrists prefer to concentrate on patients and leave 
team management and coordinating functions to others. 

The multidisciplinary team approach is not new, but its 
promotion in a system the size of the VA has been a novel 
undertaking. The VA health system provides an ideal 
laboratory to test this approach because of its size, the 
great variety of its resources, and the high level of profes- 
sionalism of its personnel. At this point, we make only 
modest claims about its superior effectiveness in patient 
care, At the very least, however, this approach creates an 
open system that involves everyone in establishing and 
attaining goals both in the ward and in the hospital as a 
whole. While this in itself does not make patients better, 
it seems to us that it creates a posture and setting in 
which the possibility of patient improvement is greatly 
enhanced. 
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Effects of 5-Hydroxytryptophan on Fragmentation of REM Sleep in Alcoholics 


BY VINCENT P. ZARCONE, JR., M.D., AND ERIC HODDES, M.A. 


The authors studied the effects of oral loading with 5- 


HTP on REM fragmentation in a group of alcoholics 
who were abstinent following acute ethanol withdrawal. 
Decreased fragmentation was found in the majority of 
subjects, and those subjects with low baseline REM 
efficiency {i.e., greater fragmentation) showed more 
improvement from the drug than did subjects who were 
less impaired initially. The authors suggest that there is 
an organic decrement of serotonin during ethanol 
withdrawal which is partially reversed by 5-HTP loading. 


IT APPEARS THAT 5-hydroxytryptophan (5-HTP) could be 
effective in the treatment of the sleep disorders of alco- 
holics because of two interrelated factors: the substrate 
relationship of 5-HTP to serotonin (5-HT) and, relatedly, 
the considerable disruption of serotonergic sleep regu- 
lation that is found in alcoholics (even those who have 
been abstinent for many weeks). This study compares the 
administration of 5-HTP to placebo in a group of 12 al- 
coholics who were abstinent from alcohol following acute 
ethanol withdrawal. 

The role of serotonin in REM and non-REM sleep has 
been most extensively described by Jouvet (1), who con- 
tended that serotonin is a necessary component in the 
regulation of REM sleep. Serotonin ts also necessary for 
the initiation of non-REM sleep and acts as a primer for 
the maintenance of REM sleep. | 

It has been suggested that alcohol ingestion creates an 
imbalance in serotonergic sleep mechanisms in alcohol- 
ics. During drinking periods, alcohol decreases REM 
sleep. During withdrawal from alcohol, REM sleep is in- 
creased but remains fragmented for many days (2). Non- 
REM slow-wave sleep is also affected by ingestion of al- 
cohol. Terminal sleep during recovery from alcoholic 
psychosis has been found to be predominantly slow-wave 
sleep (3), and defects in slow-wave sleep after one to two 
years of abstinence have been found in alcoholics (4). 

We hypothesize that if serotonergic regulation is ab- 
normal in alcoholics, as suggested by the studies cited 
previously, then loading the system with 5-HTP may help 
to restore normal sleep. Evidence for the efficacy of 5- 
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HTP in correcting 5-HT imbalance comes from Dement 
and associates (5). These authors found that 5-HTP abol- 
ishes waking ponto-geniculate-occipital spikes, decreases 
irritability, hallucinations, and abnormal drive-oriented 
behaviors, and leads to normalized sleep in cats depleted 
of serotonin by p-chlorophenylalanine. Moreover, it has 
been found that 5-HTP loading leads to normalized sleep 
after a serotonin-depleted midline raphe nucleus le- 
sion (6, 7). 

Alcohol withdrawal syndromes and subsequent drink- 
ing bouts may be manifestations of an inability of the se- 
rotonergic raphe system to maintain a tonic REM sleep 
state in which modulation of limbic system regulation of 
drive-oriented behavior occurs. Admittedly, this hypothe- 
sis is highly speculative. However, if it is at all accurate, 
administration of 5-HTP should decrease abnormalities 
of REM sleep in alcoholic patients who have sleep abnor- 
malities that persist during abstinence. 


SUBJECTS AND METHOD 


The design of the study conformed to a 14-night seda- 
tive-effectiveness protocol frequently used in sleep re- 
search laboratories. However, several additional mea- 
sures were employed due to our unusual clinical 
population and the nature of the drug compound. 

The subjects were 12 men whose ages ranged from 25 
to 52 years (mean - 40.7). The number of years these sub- 
jects had been drinking ranged from 3 to 34, with a mean 
of 14.3 years. The subjects had been abstinent for 23 to 
133 days before the study began. 

The subjects were housed in 24-hour-a-day inpatient 
wards where they were constantly observed in order to 
prevent drinking. During the study, each subject slept in a 
sound- and light-attenuated temperature-controlled 
room for 14 consecutive nights. All subjects maintained a 
total dark time in bed of 8 hours (from 10:30 p.m. to 6:30 
a.m.). 

The first night of the study was used to acclimate the 
subjects to the laboratory surroundings. Nights 2 to 6 
were baseline (placebo) nights, nights 7 to 11 were drug 
nights, and nights 12 to 14 were recovery (placebo) 
nights. Each night the subjects received one capsule at 
7:30 p.m. and two capsules at 9:00 p.m. On drug nights, 
each capsule contained 100 mg of 5-HTP; on placebo 
nights, the capsules contained lactose. Throughout the 
study, subjects were given bedtime and morning ques- 
tionnaires to assess the quality of sleep and possible drug 
side effects. One subject reported abdominal pains on one 
placebo and one drug night. 


Urine samples were collected from 8 of the 12 subjects 
following selected drug and placebo nights to ensure that 
5-HTP was actually absorbed and metabolized by the 
body through the oxidating pathway to 5-hydrox- 
yindoleacetic acid (5-HIAA). In each subject, there was a 
significant increase in excretion of 5-HIAA following 
drug nights compared to placebo nights (p=.04, binomial 
test). 

Each night electrodes were placed on the face, scalp, 
and chin of each subject according to the standardized 
sleep montage, and sleep patterns were monitored by 
polygraphs. The sleep recordings were scored in 30-sec- 
ond epochs by technicians unaware of the experimental 
manipulations according to the criteria of the standard- 
ized sleep scoring manual (8). 


RESULTS 


Individual and overall means on the conventional sleep 
variables were calculated and submitted to a matched- 
sample t test (two-tailed) to compare baseline, drug, and 
recovery conditions (see table 1). No consistent differ- 
ences were found at the 95 percent level of confidence for 
differences between baseline and recovery compared to 
the drug condition. There was an increase in stage 2 sleep 
and a decrease in stage | sleep in drug periods compared 
with baseline periods. These small changes persisted into 
the recovery period. 

Although these results suggest that differences were 
slight for our group of subjects as a whole, we did find ob- 
vious drug effects in our subjects on the variable of REM 
efficiency. 

REM efficiency is expressed as a percentage and is cal- 
culated by dividing the number of actual minutes of 
REM sleep by the total number of minutes in the REM 
periods. (Note that REM periods are defined as any two 
consecutive epochs of REM sleep separated by 25 min- 
utes or less of other stages.) REM efficiency reflects the 
degree of REM period fragmentation-—lower REM effi- 
ciency corresponds to greater REM period fragmenta- 
tion. Based on normally occurring interruptions of REM 
sleep, a REM efficiency greater than 90 percent would in- 
dicate relatively stable REM periods. 

We were particularly interested in those alcoholics 
with disturbed REM sleep, and we therefore paid close 
attention to the baseline REM efficiency values of our 
subjects. We found that 9 of the 12 subjects had REM ef- 
ficiencies of less than 90 percent. They therefore consti- 
tuted a suitable sample to use in investigating the effects 
of 5-HTP in already REM -disturbed subjects. 

We submitted the results from these 9 subjects and 
from the 3 subjects with REM efficiencies greater than 
90 percent to matched-sample t tests that compared ad- 
ministration of 5-HTP to baseline and recovery condi- 
tions. The results of these tests, shown in table 2, clearly 
indicate that 5-HTP significantly increased the REM ef- 
ficiency of the subjects with impaired REM sleep (group 
| in table 2). On the other hand, the 3 subjects who al- 
ready had high REM efficiencies during baseline (group 
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TABLE 1 
Comparison of Mean Sleep Variable Data for 12 Alcoholics Before, . 
During, and After Administration of 5-HTP 
AEDEM OPER NN 
Condition 
Baseline Drug Recovery 


Item Mean SD Mean SD Mean SD 





Time spent in each 
stage of sleep (in percents) 


Stage 1* 17.8 42 143 38 144 3.8 

Stage 2** 45.7 5.1 484 5.3 485 3.8 

Stage 3 90 34 100 29 103 29 

Stage 4 52 E8 J3 20 29 10 

REM stage 22.3 41 227 40 227 54 
Other variables (in minutes) 

Sleep latency 22.7 12.7 23.8 13.2 27.6 17.1 


Wake time after sleep onset 38.6 19.4 34.4 16.5 39.7 15.6 





* Baseline significantly greater than drug (p«.05) and recovery (p<.0!) 


periods. 
Baseline significantly less than drug and recovery periods (in both cases, 


p<.01). 


TABLE 2 
Mean REM Efficiencies of 12 Alcoholic Subjects Before, During, and 
After Administration of 5- HTP, in Percents 





Condition 
Subject* Baseline Drug Recovery 
Group |** 
A 67.6 79.5 72:1 
B 76.4 78.4 74.7 
C 56.4 61.1 51.2 
D 66.9 70.4 66.2 
E 85.0 86.7 79.0 
F 69.9 &3.9 80.7 
G 77.1 84.3 83.2 
H 68.4 72.8 73.8 
I 62.7 70.8 69.9 
Group 2 
J 94.4 66.4 85.0 
K 97.2 05.5 91.2 
L 95.0 90.5 95.1 


*Subjects with baseline REM efficiencies below 90 percent are in group 1: 
those with baseline REM efficiencies above 90 percent are in group 2. 
** For group l, REM efficiency was significantly greater in the drug condition 
than in baseline (p<.01) or recovery (p $.05). 


2) showed decreased REM efficiencies on the drug, pos- 
sibly indicating a ceiling effeci. 

An a priori assumption was made regarding the effi- 
cacy of 5-HTP in already REM-disrupted alcoholics af- 
ter 6 subjects (those designated A-D, J, and K in table 2) 
had been tested. These results were described at the Se- 
rotonin Conference, Palo Alto, Calif., in 1972 (9). After 
the conference, we tested 6 more of the 12 alcoholic sub- 
jects, 5 of whom had basal REM efficiencies of less than 
90 percent. We found that REM efficiencies of these 5 
subjects improved significantly with 5-HTP (p < .05). 
When we pooled the data from the postconference group 
with that of the other 6 alcoholics, identical or higher lev- 
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els of significance were found, as can be seen in table 2. 
Unfortunately, two subjects (designated as F and G in 
table 2) disobeyed hospital rules and consumed approxi- 
mately two quarts of 100 proof ethanol beverage during 
two days following the baseline recordings. The sleep 
variables from these subjects resembled baseline values 
only after two subsequent recording nights. Administra- 
tion of 5-HTP began the third night after the drinking 
spree. Given the nature of ethanol withdrawal, the pro- 
pensity for a lowered REM efficiency in these subjects 
was very great. Nevertheless, they also demonstrated in- 
creased REM efficiency during drug administration. 


DISCUSSION 


We believe that our findings are consistent with Jou- 
vet's hypothesis that 5-HT is a neurotransmitter which is 
important for the priming of REM sleep (1). We assume 
that there may be abnormal regulation of sleep by seroto- 
nergic neurons in most alcoholic subjects, which persists 
during abstinence. This abnormality is partially corrected 
by loading the system with 5-HTP. While 5-HTP may 
not act directly to increase the total amount of REM 
sleep, it may decrease fragmentation within REM peri- 
ods, thus allowing more normal non-REM/REM cycling 
and more stabilized REM sleep. 

Finally, even though we were impressed with the in- 
crease in REM efficiency in the two subjects who went on 
a short drinking binge, we believe that more research is 
required to determine whether larger doses of 5-HTP 
early in withdrawal will reduce REM fragmentation, de- 
crease wake time after sleep onset, decrease stage 
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changes, decrease stage 1 (transition sleep), and increase 
stage 2 sleep. Another question of interest is whether im- 
proved sleep during abstinence will lead to less drinking. 
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Reasoned Discourse or a Holy War: Postscript to a Report on ECT 


BY FRED H. FRANKEL, M.B.CH.B., D.P.M. 


The author points out that both favorable and 
unfavorable opinions regarding the value of 
electroconvulsive therapy have become entrenched in the 
absence of adequate data. These opinions are discussed in 
relation to the training, experience, and personal l 
orientation of the psychiatrist. The inability of some 
psychiatrists to tolerate uncertainty is held responsible 
for their denial of the validity of alternative methods of 
treatment. The author recommends that psychiatrists 
tolerate a certain amount of ambiguity and uncertainty: 
postponing closure may lead to the conclusion that 
treatment styles (including use of psychotherapy and 
ECT) are not mutually exclusive. 


FOLLOWING THE OBSERVATION that convulsive seizures 
were at times, beneficial in psychiatric illness, Cerletti and 
Bini (1) in 1938 first used electroconvulsive therapy 
(ECT) as a means of producing them. The treatment, 
which is usually repeated on alternate days for some 
weeks, involves the administration of an electric current 
(70 to 150 volts) to the brain for .1 to .6 second through 
electrodes placed over the temples. The procedure has 
been modified and improved over the years to include the 
use of general anesthesia and muscle-relaxing drugs, 
which have made it a relatively safe procedure, with the 
risk not exceeding that generally encountered with brief 
anesthesia. 

With little but their observations in clinical practice to 
guide them, psychiatrists have developed different meth- 
ods of administering ECT, ranging from a maximum 
number of 8 to 12 treatments over a period of a month to 
several times that number for many months. Similarly, 
the selection of ECT as a treatment method varies, with 
some psychiatrists rarely if ever choosing it and others 
choosing it fairly consistently. The relationship of the 
latter group to those who favor the psychotherapeutic ap- 
proach in treatment captures the essence of the struggle 
for identity within the psychiatric profession. A con- 
sequence has been the righteous indignation of those who 
virtually never recommend it, offset by a vehement de- 
fense by many of those who do. 

With the growth of consumer interest and involvement 
in health care, which had prompted numerous questions 
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about treatment in Massachusetts and elsewhere (espe- 
cially methods of administering ECT), the Task Force to 
Study and Recommend Standards for the Administra- 
tion of ECT in Massachusetts came into existence in Jan- 
uary 1972 at the request of Milton Greenblatt, M.D., 
then Commissioner of Mental Health. The task force of 
11 members reviewed the literature for reports of current 
practice and especially for research data and studied at- 
titudes toward ECT and the methods of administering it 
from the responses to questionnaires mailed to about 650 
psychiatrists and psychiatrists-in-training in Massachu- 
setts. It then attempted to integrate those findings with 
the opinions of the members of the task force, which in- 
cluded a majority of psychiatrists who use ECT, a child 
psychiatrist, and others whose major interests were 
teaching, research, administration, and community men- 
tal health. 

The task force report (2), which was published early in 
1973, included a statement of the purpose of the report, 
namely to recommend flexible guidelines for the adminis- 
tration of ECT—not to offer rigid requirements. The re- 
port drew attention to the dearth of research data, to the 
small number of respondents (66 of the 650), to the ab- 
sence of any demonstrable adverse effects following the 
moderate use of ECT, and to the great need for long-term 
comparative studies of the effectiveness of different treat- 
ment methods in psychiatry. It recommended criteria for 
selection and methods of procedure; it encouraged fur- 
ther dialogue, study, and publication of the results of us- 
ing ECT differently; and it called for official statements 
on ECT by professional bodies of national stature. 

In essence, and largely from the accumulated experi- 
ence of psychiatry, the task force concluded that enough 
information was available for ECT to be recognized as a 
necessary and beneficial aspect of psychiatric treatment. 
It found that there was considerable agreement on the ef- 
fectiveness of ECT in the treatment of the depressed 
phase of manic-depressive illness, especially in mid-life or 
among the elderly, and on the ineffectiveness of ECT in 
the treatment of character disorders (which may be un- 
derstood as the root of long-standing maladaptive life- 
styles). The members were in agreement that there was 
no established usefulness in the administration of ECT to 
children who have not yet reached puberty, and with a 
struggle, consensus was achieved by the members regard- 
ing the use of ECT in depressions considered reactive to 
life situations. Agreement was also reached on the num- 
ber of treatments generally considered effective. How- 
ever, views were not unanimous regarding the use of ECT 
in the treatment of schizophrenia. 
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CONTRASTING VIEWS ON ECT 


This article, which describes only my own views, 
addresses areas where unanimity was not achieved and 
where consensus barely survives. From the responses to 
the questionnaires, from the deliberations of the task 
force, from attitudes rapidly uncovered in discussions on 
ECT, and from events known to have occurred since the 
publication of the task force report, the prevalence of 
contradictory opinions regarding these aspects of ECT is 
inescapable. What is equally apparent is the certainty 
with which such contradictory viewpoints are defended 
and the determination with which opposite opinions are 
dismissed. 

Ruling out the extremists on either side, who are vocal 
but do not constitute a majority (including the occasional 
psychiatrist whose excessive use of ECT raises several 
questions, including moral ones), we are still left with a 
large number of moderate persons whose behavior is 
proof of their inability or unwillingness to hear both sides 
of the problem with equal openness. The responses to 
the Massachusetts questionnaire came mainly from psy- 
chiatrists who use ECT or refer patients for it. From our 
knowledge of the types of practice that prevail in the 
state, it was concluded that the vast majority of those 
who did not respond had insufficient knowledge of or ex- 
posure to ECT, were unable to support their unfavorable 
attitudes, or were uninterested. 

Although regarded by many psychiatrists and mental 
health professionals as a balanced and realistic appraisal 
of the status of ECT, the report (referred to in some quar- 
ters as the Massachusetts Guidelines) has been quoted by 
others as leverage to accomplish ends at odds with its 
wording. Well-meaning agencies and professionals have 
used the report in their efforts to establish regulations re- 
quiring committee approval for the use of ECT in every 
case, a list of diagnoses for which ECT is prohibited, and 
the control of the use of ECT by statute. These efforts 
were justified by their proponents on the basis of sections 
of the report taken out of context and interpreted in a 
manner different from the report’s expressed purpose. 
Other professionals, despite their regard for the caliber of 
the task force members with opinions different from their 
own, have been tempted to describe as malpractice those 
methods of treatment for schizophrenia about which they 
disagree. 


EXPLANATIONS FOR DISAGREEMENT 


It is astonishing to me that, in the absence of con- 
vincing data, large groups of fully trained professionals 
approach the practice of their calling at right angles to 
each other, displaying vehemence in support of their own 
positions that increases in proportion to the earnestness 
of their critics. It is this phenomenon—the exclusion of or 
inability to entertain a viewpoint different from one’s 
own—that compels us to try to fathom it. Of course it 
would be unfair to conclude that all psychiatrists, in one 


78 Am J Psychiatry 132:1, January 1975 


way or another, stand at daggers drawn. For the most 
part they work in individual practices or in association 
with hospitals and agencies having an orientation similar 
to their own, and they reinforce their attitudes by dis- 
cussing clinical issues almost solely with peers of similar 
persuasion. Although the gap may have narrowed among 
some of the other therapies directed at individuals, 
groups, and families, or involving methods dependent on 
deconditioning, psychodynamic insight, medication, and 
community programs, attitudes regarding ECT have re- 
mained singularly entrenched. Most psychiatrists either 
believe in the value of ECT and administer it, or they 
avoid it almost entirely. It is only in rare instances that 
they refer a patient to a colleague whose practice is dif- 
ferent from their own for an evaluation for alternative 
treatment; this may be more frequent in institutions 
where a multidisciplinary approach is encouraged. How 
may we attempt to understand these staunch beliefs, 
which endure without any convincing long-term com- 
parative studies of the effectiveness of ECT, psychother- 
apy, medication, milieu factors, or combinations of these 
methods in the treatment of conditions like schizophrenia 
or complicated depression? 

Three categories of reasons seem likely to explain this 
special behavior associated with ECT. The first is the of- 
ten quoted personal investment of time and effort (not to 
mention financial resources) to master and then have the 
opportunity to practice special skills. However, if we ad- 
here too closely to this as the main factor motivating the 
behavior, we lose sight of the fact that many psychiatrists 
in training have had an opportunity early in their careers 
to choose between the psychodynamic and the more bio- 
logically oriented approaches and have responded more 
to the qualities of one than to the other, even before re- 
ceiving much instruction. 

This leads to the second category, which probably re- 
flects the personality qualities of the trainees (hinted at 
above). Those sympathetic to reflection and in- 
trospection, who are psychologically minded and not pri- 
marily people of action, are probably attracted to the 
psychodynamic style of treating psychiatric illness. By 
training—but possibly also by choice—such individ- 
uals become reluctant to engage in physical contact with 
the patient. Those favoring the biological approach seem 
eager to apply the training acquired in medicine and sur- 
gery, which not only encourages but demands bodily con- 
tact with the patient. Nonmedical mental health workers 
include this style in the term **medical model." Because 
of their own interests, training, and experience the major- 
ity of them tend to favor individual or group psychother- 
apy or environmental programs. 

The third category includes the reasons that flow from 
the reinforcement of successful clinical experience. Both 
those who use ECT and those who do not are thanked by 
grateful patients who appear to have improved. Some 
patients yearn for understanding or insight; others prefer 
more immediate relief. Whatever the criteria of improve- 
ment used by patients and their families, the reported 
success of a treatment reinforces the professional's belief 
in himself and in his style of practice. 


SIMILARITY TO RELIGIOUS BIAS 


In whichever way these reasons exist or combine, they 
séem capable of precipitating an effective mechanism for 
defense against uncertainty—namely, that of denial. The 
move to closure without all the clues and the com- 
mitment to one of two seemingly mutually exclusive 
choices are hallmarks of such a defense. The fervor with 
which the belief systems are subsequently upheld is 
strongly reminiscent of religious bias. 

My purpose in this report is to encourage patience 
with, and a tolerance for, ambiguity and uncertainty. 
This is especially pertinent in the study of the behavioral 
sciences, where, at present, we are more dependent for 
our conclusions on accumulated experience and knowl- 
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edge than on reason and logic. Postponing closure, with 
its denial of alternatives, may well lead to the discovery 
that treatment styles are not mutually exclusive, that 
psychotherapy and ECT may both appropriately be 
combined with other treatment methods, and that only 
by comparing the results of different methods in a well- 
planned prospective study will a logical preference be 
feasible. 
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How To Avoid Taking the Boards but Save Face 


BY DANIEL Y. PATTERSON, M.D. 


The author presents several options for other 
psychiatrists who wish to avoid taking board 
examinations and still save face. Although the author 
states that none of these worked for him. he wishes to 
present his suggestions to others in the field. 


BOARD CERTIFICATION (and, unfortunately, recertifica- 
tion) will become increasingly important in the future. 
Position appointments and eligibility to practice (or to be 
paid for practice) may soon depend on board certifica- 
tion. Two years ago, after two and a half years in an ad- 
ministrative post with the federal government, I was 
appointed chief of psychiatry of a large prepaid multi- 
specialty group practice. The chiefs of the other medi- 
cal services, already board certified in their medical 
specialties, had made the assumption that I would “‘get 
the boards out of the way" in the coming year. Although 
board eligible, I had not seen a patient for what seemed a 
very long time. The other department heads talked about 
"getting your boards" as if it were as easy as getting your 
state medical license by reciprocity. What if I failed the 
boards? How embarrassing! I began to ask myself the 
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question, “How could I avoid taking the boards but save 
face?" 

My initial thoughts were temporizing measures—ill- 
ness in the family, taking boards was too expensive, my 
new job was too time-consuming, etc. Although these re- 
prieves could be used in parallel or sequentially, I knew 
they would run out in time. I began to search for a more 
permanent solution to my problem. After much deep 
thought (and conniving) I came up with a variety of op- 
tions (I learned that word when I was a bureaucrat). 


OPTION |: PRESTIGIOUS RESIDENCY: ‘WHO CAN 
EXAMINE ME?" 


Why not? I had trained at Johns Hopkins Hospital, 
where Adolph Meyer’s ghost still stalks the halls. Hop- 
kins-trained internists had taken this tack in years past. 
Why couldn't it work for me? But this approach seemed 
too “uppity.” 


OPTION 2: SCATHING ATTACK ON THE VALIDITY OF 
THE BOARD EXAM 


If only I had been farsighted enough to coauthor the 


paper on the pseudo-regulation of American psychiatry 
written by two of my friends (1)! Even if I hadn’t worked 
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on the paper, they might have acknowledged my “help” 
if I had asked nicely. Having been coauthor or “honor- 
ably mentioned," I would have gone on record as to the 
inauthenticity of the present certification procedure and 
could have claimed that the present board would be “out 
to get me" were I to take the exam. My one major reser- 
vation about choosing this course was that the American 
Board of Psychiatry and Neurology might institute the 
changes suggested in the article; then where would I be? 
The proposed changes seemed unrealistic enough (e.g., 
"Other human service professionals and lay advocates 
should be added as members of the American Board of 
Psychiatry and Neurology ...." and "establishment of 
proficiency standards for psychiatric practice .. . ." [1, p. 
6611). A few years ago I would have felt safe, but lately 
there have been changes in the American Psychiatric As- 
sociation that no one would have predicted, haven't 
there? Who knows what might happen in the next few 
years? I discarded this option as being too risky. 


OPTION 3: PSYCHOANALYTIC PRACTICE OR 
ADMINISTRATIVE PSYCHIATRY DODGE 


Friends of mine who were in analytic training were 
able to dismiss the boards as "irrelevant." Why couldn't 
my interest and career choice (administration) allow me 
the same dodge? Unfortunately, I was up to my ears in 
clinical practice and would be for years to come. What 
was worse, the other chiefs of departments where I prac- 
ticed were into a kind of clinical machismo that said 
“Not only are we good administrators, but we are the 
best [insert internist, pediatrician, obstetrician, etc.] in 
the department." I knew this option would never work 
for me. At this point I was getting desperate. I strained 
harder for a workable solution. 


OPTION 4: PERMANENT INELIGIBILITY FOR BOARDS 
ON A TECHNICALITY 


I rushed to examine the requirements for board eligi- 
bility. Could I find a technicality that would make me 
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permanently ineligible for boards without additional 
training? No one would expect me to give up my present 
post to go back to get further training. Since I had al- 
ready applied and been declared eligible for boards, it 
would be somewhat embarrassing to bring to the board's 
attention the technicality that made me ineligible, but I 
no longer had any pride. Even after careful review and re- 
review I could not come up with a solid case for in- 
eligibility. I had some arguments but nothing "hard" 
enough to make the board reverse itself. Anyway, choos- 
ing this course of action was like shooting off one's big 
toe to avoid the draft. Who wants to walk around a pro- 
fessional cripple all his life? 


OPTION 5: ECCENTRIC OR LIBERAL PROTEST 


Since psychiatrists seem to have a societal license to be 
eccentric, could that not be adequate grounds for refusing 
to take boards? Alas, I was not the eccentric type. I have 
never had a beard or long hair. I even practice in a tie and 
business suit. Could my not taking the boards be a part of 
a politically activist or counterculture protest? Again, 
I’m just not a symbolic protester. I paid my income tax 
even during the Viet Nam War. Although I consider my- 
self liberally inclined and work for issues I believe in, I’ve 
never demonstrated or gone on strike. I would even eat 
nonunion lettuce and grapes if it would be embarrassing 
not to. 


NO MORE OPTIONS 


Having exhausted my options, I resigned myself to my 
fate. Realizing, however, that other psychiatrists face this 
same dilemma, I felt it would be a contribution *'to the 
literature" to document the options available to those 
who want to know how to avoid taking the boards and 
save face. 
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The Curandero’s Apprentice: A Therapeutic Integration of Folk and Medical 


Healing 


BY JEROLD J. KREISMAN, M.D. 





The author discusses alternative methods for dealing with 
folk illness in psychotherapy. Two case reports are 
presented that describe psychotic Mexican-American 
patients who were successfully treated with an approach 
that integrated curanderismo, the Hispanic concept of 
healing, and traditional therapy. The author discusses 
ethical aspects of this integrated approach and suggests 
that cultural considerations can be successfully 
incorporated into a treatment plan of optimum benefit 
for the individual patient. 


MODERN PSYCHIATRY must extend treatment to people 
of many different backgrounds. However, such assistance 
often fails to acknowledge and work within an individ- 
ual’s cultural frame of reference. The Hispanic popu- 
lation is Denver’s largest minority group, and, despite ac- 
culturation, the Hispanic culture is pervasive in many 
areas, particularly the concept of illness (1, 2). Unfortu- 
nately, there is little integration of these unique cultural 
considerations into a definitive treatment plan for Span- 
ish-speaking patients. 

This paper describes two cases involving Mexican- 
American schizophrenic patients in which conventional 
therapy was seriously stalled until treatment was adapted 
to the patients' culturally bound concept of their illness. 
The therapy was modified to conform appropriately to a 
model of curanderismo, the Hispanic concept of heal- 
ing (2-4). 


THE MEXICAN-AMERICAN FAMILY AND THE 
CURANDERO 


As others have noted (1-4), the Mexican-American 
family is typically a tightly knit unit; distrust of agencies 
outside this unit prevails. Since illness may be perceived 
as a hereditary defect, the family strives to determine that 
a member's illness is due to external, extrafamilial fac- 
tors, often seeking the services of a curandero (healer), 
who will support such an etiology. The curandero is a 
very religious and highly respected member of the com- 
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munity who retains many of the customs of Mexico, 
maintaining cultural bonds for even the acculturated 
Mexican-American. 


Case Reports 


Case 1. J.S., a 31-year-old Mexican-American woman, was 
brought to the hospital by the police because of disorganized, 
bizarre speech and behavior. She had been hospitalized twice 
previously with a diagnosis of paranoid schizophrenia. At the 
time of admission, the patient was confused, suspicious, resis- 
tive, and actively hallucinating. 

On the ward, she was given trifluoperazine and she partially 
reintegrated over a two-week period. Although oriented and ex- 
hibiting more appropriate behavior, she remained withdrawn 
and secretive. She vaguely but inconsistently acknowledged 
auditory hallucinations and continued her reticence in psycho- 
therapy, exhibiting no insight. 

After several weeks of stalled therapy, the suggestion was in- 
troduced that she might be embrujada (bewitched). She re- 
sponded with great affect and relief, confirming the suggestion 
and expressing surprise at the therapist's grasp of the problem. 
At that point, the therapist described a course of curanderismo, 
relating that he had worked with a curandera who had granted 
him use of her herbs in combination with a prescribed ritualistic 
regimen designed for victims of embrujada. The therapy in- 
cluded prayer, isolation, and personal! deprivation, in com- 
bination with the prescribed herbs—actually doxepin hydro- 
chloride (Sinequan). 

She described immediate improvement when the course of 
curanderismo was added to the regimen and has functioned well 
since discharge. There has been a marked deemphasis of the 
etiological significance of the folk illness, although upon direct 
questioning she confirms that she is no longer troubled by 
"spirits." More important, immediately following discussion of 
her concept of her illness, the patient for the first time began 
openly revealing and discussing pertinent parts of her history 
and important intrapersonal conflicts. 

A later difficulty involving the transfer of her case to an out- 
patient therapist was resolved by a joint meeting with the 
patient and the two therapists, during which the new therapist 
expressed understanding of the patient's concept of her illness. 


Case 2. D.M., a 22-year-old unmarried Mexican-American 
woman, was admitted for the first time to the hospital with psy- 
chotic behavior one week after the birth of her first child. At the 
time of admission, she appeared grossly psychotic and suspi- 
cious, divulging little information. She was given haloperi- 
dol and improved within several days, although she retained a 
markedly flat affect. 

She was discharged after two weeks in the hospital, but was 
readmitted one week later with the recurrence of symptoms. At 
the time of her readmission she also exhibited significant signs 
of depression. After antidepressants were added to the haloperi- 
dol regimen, she again partially recompensated, but the flat and 
inappropriate affect persisted. Her family clamored loudly for 
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her release, simultaneously expressing dissatisfaction with the 
hospital’s treatment and the conviction that the patient was well 
encugh to return home. The patient continued to be very resis- 
tant and the therapy was stalled. 

At this point, the patient told a Mexican-American staff 
member about the possibility that a hospitalized patient might 
actually be “hexed.” At a subsequent interview, the therapist 
remarked that he had observed a similar case in which a patient 
had felt she was embrujada. The patient responded enthusi- 
astically to this suggestion, acknowledging tha: her mother had 
been trying to find a curandero for her. 

She eagerly responded to a proposal to utilize the curandero's 
herbs in the hospital and rigorously prepared herself for the or- 
deal with prayer and isolation. She also devised specific criteria 
by which she could judge when she was no longer embrujada. 
Her improvement in the hospital continued but, although ac- 
knowledging she was regaining her health, she insisted that 
only after receiving the curandero's magic would she be totally 
cured. 

Prior to the initiation of the hospital curanderismo, the 
patient, while on a pass, was taken by her mother to a local cu- 
randera who administered "medicine." She returned to the hos- 
pital complaining of xerostomia, blurred vision, tremulousness, 
and the return of persecutory auditory hallucinations. She also 
exhibited nystagmus, mydriasis, and tachycardia. As her symp- 
toms persisted over the next few days, the patient requested the 
hospital eurandero’s herbs, which she felt could counteract the 
local healer's drug. Within one day after initiation of the re- 
gimen (doxepin hydrochloride), her symptoms disappeared and 
she had also fulfilled her own criteria that indicated she was free 
of embrujada. 

Over the next several weeks the patient began to progress sig- 
nificantly in psychotherapy and a firm rapport was solidified 
with her as well as with her previously hostile family. However, 
she retained a markedly flat and often inappropriate affect, fail- 
ing to regain her state of health before her encounter with the 
local curandera. A course of electroconvulsive treatment was 
eventually initiated, and the patient responded exceptionally 
well. She has regained her premorbid status, retaining her pre- 
vious job and assuming mothering responsibility for her child. 


COMMENT 


Psychiatric treatment often displays little regard for an 
individual's cultural frame of reference. The two cases | 
have described represent an attempt to actively integrate 
modern mental health resources within a framework of a 
Hispanic concept of folk illness. Such an approach in this 
particular culture has not been extensively investigated, 
although: the success, of folk healers is well docu- 
mented (3-6). 

A recent article (7) did describe an attempt to treat 15 
cases of embrujada within the appropriate cultural 
framework. The authors stated that 12 of their 15 
patients were markedly improved when treatment in- 
cluded the suggestion that the medication was derived 
from the curandero's herbs of northern Mexico. In these 
cases, however, the subject of embrujada was not openly 
discussed. Further, the 3 failures in this study were the 3 
psychotic patients. Kiev (3) has also observed that cu- 
randerismo tends to be less successful in psychotic 
patients. However, in the two cases I have described, both 
schizophrenic patients responded well to a curanderismo 
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regimen in conjunction with somatic treatment and psy- 
chotherapy. Such an approach may indeed be a useful— 
perhaps even necessary—supplement in the treatment of 
psychotic patients of Hispanic backgrounds. 


TREATING FOLK ILLNESS 
Recognizing the Problem 


A major problem in dealing with folk illness is recog- 
nizing when this concept is a significant factor in the mal- 
ady. It may not be necessary to explore this ground un- 
less the patient's conflicting view of his illness interferes 
with therapy. However, as Casper and Philippus (7) 
emphasized, it is unusual for the Mexican-American pa- 
tient to volunteer to the Anglo therapist the belief that 
he is embrujada, although he may well respond enthusi- 
astically to such a suggestion from the psychiatric 
worker. Therefore, the therapist must be aware of subtle 
signs which indicate that a patient's concept of cultural 
illness is conflicting with a traditional therapeutic pro- 
gram. 

As the case reports I have presented illustrate, patients 
in whom such a conflict exists may display mistrust and 
evasiveness, often as a reflection of their inability to 
translate culturally defined concepts of disease to a socio- 
culturally distant therapist. 

Another possible indication of the existence of a prob- 
lem is the achievement of a plateau stage wherein the 
patient fails to progress following initial improvement on 
medication. Although be:ter integrated, he may dis- 
play significant discomfort in psychotherapy sessions. At 
the first sign of improvement, the patient may demand 
discharge, despite an awareness that he is not yet well. 
This demand may be the patient's expression of his con- 
viction that he must seek a curandero for definitive treat- 
ment. 

Probably the most significant indicator in the tecogni- 
tion of folk illness as a significant factor in a patient's 
psychopathology is the reaction of the family. They may 
demand the patient's release, expressing a desire to take 
the patient to their private doctor and criticizing the hos- 
pital care. This usually reflects the family's anxiety over 
the patient's illness and their conviction that he will not 
regain his health until the curandero intervenes. 


Approaches to Treatment 


If the therapist feels that folk illness is a significant fac- 
tor in a patient’s illness, he is faced with the dilemma of 
how best to confront this issue. Several alternatives are 
available and may be referred to as approaches that ig- 
nore, compete, cooperate, or integrate. 

The first approach, the most obvious as well as the 
most frequently used, is to totally ignore the patient’s 
concept of his disease, dealing only with a medically ori- 
ented model. The prevalence of this attitude stems pri- 
marily from ignorance of ar. individual patient's frame of 
reference. Although this approach may be acceptable in 
some cases, it is probable that few patients are best 
treated by completely ignoring their cultural biases. l 


The second approach is to acknowledge and discuss the 
patient’s concept of his illness but to compete against it. 
The traditional medical view of disease is offered as the 
one true, rational construct; the patient's own culturally 
based understanding is denigrated. Although some 
patients may respond to an outsider’s admonitions that 
the folk explanation of illness is nonrational, logical ar- 
gument cannot pretend to negate an individual's lifetime 
training. 0007 

A third alternative is the cooperative approach, in 
which the therapist benignly accepts the patient's concept 
of his illness and avoids competition with this belief. 
Here, traditional psychiatric care and curanderismo 
maintain a kind of separate but equal status. The 
patient's realization that the Anglo doctor may truly ap- 
preciate the problem in its proper context may encourage 
him to open up further in therapy. 

Unfortunately, however, this approach may require an 
impossible degree of rapprochement between folk and 
medical sciences. In legitimizing but not specifically 
using the folk interpretation of illness, the psychiatric 
worker implicitly accepts the role of the outside 
curandero in the therapy program. Except in the rare 
instance in which the therapist and the curandero can 
work cooperatively, introduction of the curandero will 
usually interfere with treatment. 

In the approach that stresses integration, the therapist 
may not only accept the patient's cultural beliefs but may 
encourage their expression, actively seeking to integrate 
his therapeutic regimen within a framework consistent 
with the patient's understnding. The therapeusis is em- 
ployed within the appropriate cultural bias, but unpre- 
dictable outside forces are not introduced. Folk and sci- 
entific treatments are equal but not separate in this 
approach; they are integrated under the total control of 
the therapist. Such a technique was utilized with success 
in the two cases I have cited. 


Advantages of Introducing Curanderismo 


. Dealing directly with a patient's cultural view of his ill- 
ness may complicate therapy by introducing many new 
variables. However, such confrontation can have a very 
positive effect on the treatment. The most obvious advan- 
tage is the increase in rapport and trust within a thera- 
peutic alliance. The therapist demonstrates a true grasp 
- ofthe patient's anguish within the patient's own frame of 
reference. In both of the cases I have described, a work- 
ing therapeutic alliance was not established until the ther- 
apist clearly demonstrated this understanding. Inter- 
estingly, however, once this area was approached openly, 
the entire topic of folk illness ceased being an issue, as 
Casper and Philippus (7) have also noted. 

Another important advantage of this technique is the 
enlistment of family involvement and support. In case 2, 
the previously hostile family attitude abruptly changed 
following the therapist's acceptance of the concept of em- 
brujada and his successful use of curanderismo. Indeed, 
this confidence in the psychiatrist encouraged the family 
to contact him when the patient suffered the ill effects of 
the local curandera's herbs. The family revealed that 
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without this relationship, they would have declined to 
contact a resource within the medical system at that criti- 
cal time. The enlistment of family support in a society in 
which this unit is a primary force is essential in insuring 
cooperation in both short- and long-term treatment 
plans. This fact is especially well understood by the cu- 
randero, whose initial energies in treatment are directed 
toward achieving family support and cooperation (3). 


Ethical Issues 


" An important issue raised by this integrated approach 
to psychiatric treatment in a culturally distinct minority 
population is that of morality. What are the ethics of a 
non-Hispanic therapist invoking Hispanic ritual in his 
treatment plan? By unconditionally accepting the 
patient's precepts, is he fostering a delusional system that 
he should be attempting to alter? One might argue that 
the folk concept of illness is not a true pathological delu- 
sion, but rather a culturally developed, culturally accept- 
able belief that is as resistant to challenge as is that of a 
devoutly religious individual who claims to hear the voice 
of God. 

Perhaps a more difficult issue involves the therapist's 
role as curandero. In one view, he is working within a 
patient's cultural frame of reference, exploiting a position 
of authority in achieving a suggested placebo effect. But 
does he cross the nebulous boundary between firm sug- 
gestion and outright fraud? It might be argued that a 
therapist using this technique differs little from a general 
practitioner oifering subtherapeutic doses of a minor 
tranquilizer to his chronically somatizing patient to- 
gether with strong incantations that the medication will 
cure him. In this country's cultural setting, in which pills 
can magically cure any ailment, such a physician is 
merely fulfilling a culturally defined role as healer. 
Nevertheless, it is certainly presumptucus for an Anglo 
therapist to interject himself into the Mexican-Ameri- 
can cultural system, a system he cannot fully appre- 
ciate. And yet, perhaps this does not entirely preclude 
his working in such an area, just as a male obstetrician 
can still empathize with a woman's labor and offer valu- 
able assistance to her at that time. 
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LETTERS TO THE EDITOR 





On the Evolution of Neurotic Maladaptations 


SIR: 1 would like to take issue with the conclusions A.D. 
Jonas, M.D., and D.F. Jonas expressed in their article "The 
Evolutionary Mechanisms of Neurotic Behavior" (June 1974 
issue). Having referred to the relatively helpless state of the hu- 
man infant, they see the "slowing of developmental processes" 
in man zs contributing to man's intellectual growth and opening 
the way to the "emergence of phylogenetically early responses." 
They conclude that “many of the maladaptive behavior pat- 
terns labeled as neurotic result from man's retention of archaic 
responses." Impressed by the maladaptive components of neu- 
rotic behavior, they do not see them as fulfilling any biological 
function. In order to account for the presence of neurotic mal- 
adaptations they label them as “‘archaic responses." 

My first criticism is that the authors have overlooked the 
work of Price (1), who used ethology to define one biological 
function for human neurotic reactions. He described such reac- 
tions as having evolved as the "yielding component of ritual 
agonistic behaviour," Le, avoiding violent confrontation in 
competitive situations aided the survival of the individuals in- 
volved and therefore of the race. 

My criticism of the Jonases' conclusions stems mainly from 
my belief that an important biological function for human neu- 
rosis can be defined, i.e., promoting man's intellectual growth. 
Maladaptive behaviors labeled as neurotic reflect and in turn 
contribute to the human organism's maladaptation to his envi- 
ronment. Neurotic maladaptation is therefore a vicious circle: 
the impact of small genetic differences in viability between com- 
peting organisms may be magnified and the initial difference in 
viability between them may be greatly increased. 

For example, an individual who has a slight genetic dis- 
advantage in relation to a competing person is likely to be the 
loser more often and thus more prone to develop feelings of 
inadequacy and frustration and neurotic maladaptive behavior 
patterns. If these humans were competing in a primitive envi- 
ronment, the increased neurotic behavior of the less successful 
competitor might significantly impair that individual's viability. 

Neurotic maladaptation could therefore be viewed as an evo- 
lutionary mechanism that greatly accelerated the evolution of 
the human species during the pretechnological age. Although it 
may have had a negative impact at the level of the individual, it 
would have had a positive impact on the evolution of the human 
species by accelerating the process of natural selection. We do 
not directly inherit neurotic traits, but all of us have the poten- 
tial to develop neurotic symptoms under adverse circum- 
stances (2). 

In view of the fact that chance mutations that have a favor- 
able influence on man's intelligence are likely to have minuscule 
effecis, the magnification of impact (resulting from increased 
neurotic maladaptation of lesser endowed competitors) has 
probably contributed significantly to man's intellectual devel- 
opment. 

Price's hypothesis and my own are not necessarily mutually 
exclusive. It could be argued that neurotic individuals who have 
experlenced frequent failures might be more submissive or 
yielding. 


84 Am J Psychiatry 132:1, January 1975 


In summary, my argument is that human neurotic reactions 
may have had a much more comprehensive biological function 
in the pretechnological era of human evolution than has been 
suggested. 
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The Jonases Reply 


Str: When one deals with a complex subject consisting of 
many subsystems, one has to recognize it as such. A failure to 
do so results in a view of the complex subject as admitting only 
one truth. 

Dr. Sloman deals with an end result or effect of an emerging 
neurotic response as though it were a totality. The subject of 
our paper was a subsystem, i.e., the mechanisms that provide a 
variety of channels, into one or some of which an environmental 
stimulus enters, is elaborated, and emerges as a psychological 
and/or somatic response. 

Dr. Sloman proposes that neurotic responses are adaptive in 
that they promote overcompensation in some individuals. We 
have no quarrel with this point of view. In fact, we have written 
extensively along these lines (1). However, when compensatory 
or displacement mechanisms lead to physical disability, short- 
ening of life, sudden death (in cases of cardiac involvement), or 
behavioral malfunctions promoting serious social problems, we 
would seriously question any phylogenetically adaptive value. 

We certainly agree with Dr. Sloman about the value of 
Price's work, with which we are familiar. Indeed, Dr. Price is a 
good friend and we have had many discussions with him on this 
topic. However, like Dr. Sloman, Dr. Price deals with an out- 
come and not with the mechanism that gives it form. 

We believe that an understanding of those evolutionary 
mechanisms which promote psychological consequences gives a 
sounder theoretical basis for psychodynamic formulations, 
places etiological factors into a coherent scheme, and ultimately 
must result in more effective therapeutic measures. 
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On the Journal and the Moon 


Sir: The appearance of "The Questionable Relationship Be- 

tween Homicides and the Lunar Cycle" by Alex D. Pokorny, 
M.D., and Joseph Jachimezyk, M.D. (July 1974 issue) does a 
great disservice to this journal. Perhaps because of the scarcity 
of quantifiable data in the behavioral sciences, we psychiatrists 
are too attracted to reports that include graphs, charts, and sta- 
tistics, especially when embellished with chi-square values and 
statements of statistical significance or the lack thereof. 
. The issue of proving or disproving that homicide or lunacy 
has anything to do with the moon is dignified greatly by the ap- 
pearance of this study in the official publication of the Ameri- 
can Psychiatric Association. Counting this article, The A meri- 
can Journal of Psychiatry can now claim to have published a 
total of five papers and one letter to the editor addressed to this 
ludicrous issue (1-5). Furthermore, the appearance of this ar- 
ticle suggests to the profession that this is a reasonable area of 
research interest. Apparently some people have taken the old 
Lon Chaney, Jr., films seriously. 
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Dr. Pokorny Replies 


Sir: I cannot speak for the general editorial policy of the 
Journal or for the content or emphasis of Dr. Levy’s first four 
references. I would state, however, that there is a strong interest 
in the topic of our paper; many laymen and professionals seem 
fascinated by it. Furthermore, if there is a popular belief that 
moon phases influence behavior, such relationships may occur, 
even though they are mediated by psychological rather than 
physical influences. 

The reports in which I have been involved have been consist- 
ently negative concerning the role of the moon in mental dis- 
orders. I believe Dr. Levy and I are on the same side; I too ques- 
tion the relationship between moon phases and such gross 
human events as homicide or suicide. The work of our group 
has consisted of a series of unsuccessful attempts to replicate a 
number of positive reports. In my opinion it is better to do this 
with data—including graphs, charts, and statistics—than to 
simply dismiss the question as “‘this ludicrous issue." 


ALEX D. POKORNY, M.D. 
Houston, Tex. 


Person-to-Person Therapy 


Sir: Every once in a while I read something in the pages of 
this journal so incredible that I have to respond. A case in point 
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is the letter from Myron F. Weiner, M.D. (*'Self-Disclosure by 
the Therapist," August 1974 issue) concerning Leston L. Ha- 
vens’ article “The Existential Use of the Self" (January 1974 is- 
sue). 

i I understand him correctly, Dr. Weiner says that therapists 
must be careful with the technique of using the self, that there 
are definite indications and contraindications. He says: 


The chief indication for the therapist to reveal his feel- 
ings is when the treatment need of the patient requires that 
the therapist relate as 2 feeling person. This occurs at cer- 
tain stages of the treatment of many types of patients but 
only when there is an adequate bond between patient and 
therapist [italics mine] .... The average patient who is re- 
covering from an emotional upset has little need to experi- 
ence his therapist as a person if he has been able to make 
use of suggesiions, environmental manipulation, or medi- 
cation. 


In my opinion, Dr. Weiner’s statement is backwards. I think 
such techniques as silence, objectivity, and withholding are fine 
if an adequate bond has already been established, and that the 
therapist relating to his patient as a person is the only way to es- 
tablish such a bond. 

I would feel foolish even saying this, since it seems so obvi- 
ous, but for the fact that the opposite is taught as dogma in so 
many mental health training programs. My experience has been 
that the only thing that really helps a person experiencing emo- 
tional crisis is another person letting him know that he has been 
there and understands. The next best thing is someone who, al- 
though he has not been there, is willing to be honest about 
where he is, e.g., wanting to help but not knowing how. 

I also disagree with the idea that only people experiencing 
emotional crisis want to register another person as real. If I 
have a new idea, I want to know how it strikes someone else. I 
do not want to share the idea with someone who will simply 
look objective and mask unspoken feelings. 

Why do psychiatrists think it is wrong to act like human 
beings? If we really know more about mental health than most 
people, we do not have to worry; it will become obvious to our 
patients. Is Dr. Weiner's experience so different from mine that 
he really prefers suggestions, environmental manipulation, and 
medication to the honest clout of a real person? 

Finally, I found it very disturbing that Dr. Havens, whose ar- 
ticle I really liked, says in his response to Dr. Weiner that he 
was not advocating the use of the technique. Where is a young 
psychiatrist trying to be a human being to look for guidance? 


PETER A. ROEMER, M.D. 
Silver Spring, Md. 


Dr. Weiner Replies 


Str: Dr. Roemer understands me correctly. What the ordi- 
nary psychiatric patient needs is a neutral professional helper, 
not an exposure to the feelings of his doctor. 

The doctor must have sufficient acquaintance with his patient 
and with himself to calculate (that’s right, calculate) the prob- 
able impact of his real self on the patient. The “honest clout of 
a real person” may be exactly that: a good, hard clout that re- 
lieves the therapist and leaves the patient to cope with the thera- 
pist’s feelings as well as his own. 

A young psychiatrist trying to be a human being should first 
look outside his practice, to his family and friends. If he is un- 
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able to be a person in this area of life, he should consider ther- 
apy for himself. Becoming a patient in a therapy group is an 
excellent means by which a therapist can obtain interpersonal 
feedback. 

Psychiatrists do not think it is wrong to act like human 
beings. Most of us do. But we do not lead with our humanness; 
we lead with our experience. Being human with patients, like 
displaying one’s sense of humor(1), comes later, after both 
therapist and patient are certain that the patient is willing and 
able to get to know his therapist. Patients are not usually so 
fragile that they will crumble under an awareness of the thera- 
pist as a person, but the therapist can help set up unresolvable 
resistances by early disclosures of his prejudices, weaknesses, or 
needs (2). This kind of disclosure simply distracts from the real 
business of therapy—the patient's getting to know himself. 

Being neutral in the early stages of therapy and even when the 
patient is demanding “realness” from the therapist is not al- 
ways a cop-out. It is the best assurance the therapist can have 
that he is not exploiting the patient for his own emotional needs. 
The therapist's neutrality (not impassiveness) can help to get 
across two important points: that the patient needs to turn to 
someone other than the therapist for satisfaction of the bulk of 
his emotional needs and that the therapist is entitled to his own 
privacy. 

Neutrality is the best way for the therapist to avoid ex- 
ploitation of the patient for his own emotional needs and gives 
the patient less encouragement to demand that the therapist 
meet, rather than help him understand, his own emotional 
needs. 

To sum up, the therapist owes a patient his professional ex- 
pertise, not himself (3). 
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Dr. Havens Replies 


SIR: The fact that there are forces in clinical situations that 
require careful handling, especially transference and counter- 
transference, coupled with the fact that "acting like a human 
being" does not necessarily mean acting like a mature or even a 
sensible one, makes technical advice necessary. [n other words, 
a general formula such as **act like a human being" is as bad as 
its opposite, "never act like a human being." We have to have 
technical guidelines, even though I do not like the word "'tech- 
nique" either. Perhaps it would be better to say that we all occa- 
sionally need examination and adjustment of our perspectives. 

I honestly believe that, beyond certain spontaneous intuitions 
and feelings, we do not know a great deal about when to act in a 
less than strictly professional manner in clinical situations. In 
my article | worked toward a description of the method or per- 
spective of existential psychiatry because only by defining, ap- 
plying, and studying it can we refine our knowledge of when to 
use it. That was the path psychoanalysis followed in the devel- 
opment of its method, and it seems appropriate here, too. 


Leston L. Havens, M.D. 
Boston, Mass. 
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EEG in Schizophrenia 


SIR: I was most gratified to read the article by T.M. Itil, 
M.D., W. Hsu, M.S., B. Saletu, M.D., and S. Mednick, M.D., 
showing that the EEG may be used to detect high risk for schiz- 
ophrenia in children (“Computer EEG and Auditory Evoked 
Potential [Investigations in Children at High Risk for Schizo- 
phrenia," August 1974 issue). 

In 1936, while I was working with Lord Adrian in England, a 
Russian by the name of Nicholi Propper and I recorded some 
EEGs on patients at the Cambridgeshire Mental Hospital. We 
transported on our bicycles the crude EEG machine we had 
built from the Cambridge University laboratory to the hospital 
where we recorded the brain waves. 

It was my impression at the time that the schizophrenic 
patients in general had a low level of alpha activity (1). It is re- 
warding to have this confirmed by the sophisticated research of 
Dr. Itil and his colleagues. 

I also postulated that low alpha activity in schizophrenia in- 
dicated poor synchronization of the visual cortical cells (2). It is 
interesting that other evidence of poor synchronization, such as 
in eye movements, is now being found in schizophrenia. Perhaps 
the basic physiopathology of schizophrenia is a lack of coordi- 
nation of brain functions all the way from the cortical cells to 
the processes of feeling and thinking (3). 
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Capgras Syndrome in Male Siblings 


SIR: In his article “The Capgras Syndrome and Its Psycho- 
pathology" (August 1974 issue), B. Frank Vogel, M.D., re- 
ported that most of the cases of this syndrome in the literature 
involved women and that the five patients he treated were 
women. ' 

| have reported (1, 2) on the occurrence of this symptom 
complex in a 12-year-old boy whom I was able to follow for five 
years. His preoccupation with doubles, fakes, and aliens contin- 
ued intermittently throughout the nine months he was in treat- 
ment, He responded to oral chlorpromazine (Thorazine) and to 
repeated interpretation of his symptoms in terms of the chang- 
ing and conflicting feelings he had for his parents, the accused 
doubles. 

His symptoms were seen in the context of the disordered 
communication within his family; his parents were also treated. 
When some interpersonal family tensions had been relieved, the 
symptoms disappeared in the patient, but they reappeared in his 
brother. 

The younger brother also believed that his parents were be- 
nevolent doubles. Because intense rivalry had existed between 
the two boys, one might expect that this was a competitive iden- 
tification. However, the younger brother's affect demonstrated 
that his belief had a deep emotional impact for him. In contrast 
to Dr. Vogel’s patients, these boys were terrified in the presence 
of the threatening doubles. The younger brother had the illness 
for about one year, finally responding to treatment similar to 
what I had used with his brother. 


The opportunity to study two instances of Capgras syndrome 
in the same family caused me to reflect on the role of parental 
influence in the syndrome. There was a strong history of schizo- 
phrenia on both sides of this family, but no other reported in- 
stance of belief in doubles. The mother was prone to describe 
people she knew as “two-faced.” 

Like Dr. Vogel, I believe that this symptom complex is much 
more common than one would assume from the number of de- 
scriptions in the literature. Children frequently split their par- 
ents into good and bad.. Melanie Klein described the function of 
ambivalence states in the following way: 


Ambivalence carried out in a splitting of the imagoes en- 
ables the child to gain more trust and belief in its real ob- 
jects and thus in its internalized ones. At the same time, the 
paranoid anxieties are directed to the “bad objects.” (3, 
p. 308) 


I suspect that this kind of psychological maneuver occurs in 
many if not all individuals as they grow up through childhood. 
It is unclear what causes it to persist or to reemerge under stress 
in particular persons. 
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A Transfusion for the Medical Model 
SIR: I feel that “From Rationalization to Reason” by Sey- 


mour S. Kety, M.D. (September 1974 issue) should also appear 
in the Journal of the American Medical Association. 


As I have watched those who. are opposed to the medical - 


model assault the medical-psychiatric approach to mental ill- 
ness, I have wondered where the ethics committee of APA has 
“been. To employ clever semantics to attack one's own profes- 
sion seems to me untenable. Those of us who have been strug- 
gling to upgrade mental hospitals seem to have been deserted by 
our colleagues. 

Dr. Kety's perspective is like a transfusion for mental hospi- 
tals, which are anemic in regard to morale, staffing ratios, and 
training programs. Identity crisis, indeed. 


EUGENE J. FAUX, M.D. 
Provo, Utah 


Schizophrenia and Season of Birth 


SIR: The article by Robert A. Woodruff, Jr., M.D., and asso- 
ciates (August 1974 issue) entitled “Psychiatric Illness and Sea- 
son of Birth" is remarkable in two ways. First, it is remarkable 
that the authors would publish a study using only 22 schizo- 
phrenic patients as subjects. Their purpose was to determine the 
distribution of schizophrenic births among the months of the 
year (or signs of the zodiac, as they prefer), and it is impossible 
to conclude anything when only 22 subjects are distributed 
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among 12 categories. The studies that have shown an excess of 
schizophrenic births in the winter months have used a total of 
more than 96,000 schizophrenic patients (1). 

Second, the study is remarkable in having used signs of the 
zodiac rather than months of the year. The authors claim that 
they did this to make “esoteric and arcane speculation pos- 
sible." Although this may be amusing, it does not do much to 
advance research on schizophrenia. There are several good hy- 
potheses to explain why schizophrenics are born more fre- 
quently during winter months, including seasonal protein in- 
take (2), a possible association with hemorrhagic disease of the 
newborn (1), and a possible association with virus infections (3). 

The seasonal distribution of schizophrenic births has been 
clearly established. Our problem now is to develop reasonable 
theories of etiology that will encompass this and other facts 
known about the disease. Consigning the seasonal distribution 
to the realm of astrology with tongue in cheek will not make it . 
go away. 
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More on Blame in Family Therapy 


Sir: “Mistreatment oi Patients’ Families by Psychiatrists,” 


by William S. Appleton, M.D. (June 1974 issue) is a long- 


awaited reevaluation of the family therapy movement and its 
place in current psychiatric teaching and treatment methods. 

It is ironic that family therapists who have attacked the medi- 
cal model have become entrapped in the same grandiose ‘“‘] 
have an explanation for everything" attitude of the tough- 


"minded organicists. The “blaming game" started with labeling 


mothers as “‘schizophrenogenic.” (Arieti stated that 25 percent 
of the mothers of schizophrenic persons fit in this category [1], 
but recently he seems to have moved toward the interaction 
model, in which mother and child both contribute to the devel- 
opment of the psychopathology.) Next, the blame not only for 
the perpetuation but for the genesis of that disorder was shifted 
to the family. 

It seems to me that theorizing based on sparse facts or a dis- 
torted cognition and perception of the human condition that is 
schizophrenia has compounded the hardship of patients and 
their families. 
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The Psychology of Politics, by William F. Stone. New York, 
N.Y., Free Press (Macmillan Publishing Co.), 1974, 278 pp., no 
price listed (paper). 


Based on personal experience in the field of politics, observa- 
tions of political life in the United States, his professional back- 
ground in psychology, and his wide reading in the field, the au- 
thor attempts to present an integration of selected contributions 
from social and personality psychology relevant to an under- 
standing of political behavior. He tries to make this book un- 
derstandable to undergraduates. In view of the chaotic political 
scene of today and the apparent misapplication of political 
power, any attempt to help us understand man's motivation for 
public life and the factors that determine people's choices 
should be applauded. Stone's attempt is admirable in this re- 
spect; it is also largely successful. 

In part 1, Introduction to the Study of Political Behavior, the 
author ranges from an analysis of factors that led to the growth 
and eventual deterioration of the Oneida community, one of the 
early communes, to a whirlwind tour of political psychology 
through the ages. He touches upon the ideas of Plato, Hobbes, 
Machiavelli, and, of course, Freud, Marx, Lasswell, and Lane. 
He also notes a modern survey research on the habits of Ameri- 
can voters. All these areas are dealt with rather superficially (as 
the sophisticated psychiatric reader will realize instantly when 
he peruses the section titled Psychoanalysis and Society), but 
this seems consistent with the author’s goal of educating the 
bright young mind. 

Part 2 focuses on the individual and the way he learns politi- 
cal attitudes. Here we are introduced to Lewin's field theory, 
factors influencing character development, and the ways in 
which the individual eventually learns politically colored social 
reactions. 

In part 3, Personality and Motivational Factors, the author 
discusses self-esteem, power, competence, the Machiavellian 
personalitv type, the authoritarian and democratic personality 
disposition, and the liberal-conservative dimension. The reader 
will gain insight into the rationale for selecting these particular 
personality variables for dissection, the technology of their 
measurement, and their possible use in predicting how specific 
individuals will behave in the political arena. 

Part 4 takes us into the psychology of participation, lead- 
ership, ambition, changing political attitudes, and political 
choice. In the author's discussion of barriers to political partici- 
pation, we learn that Americans suffer from severe voter apathy 
and that even in the most heated campaigns participation is dis- 
appointingly low here in comparison with other countries. In 
light of this fact, the author discusses at some length patterns 
of leadership, the traits of leaders that attract or repel the pub- 
lic, and the elements that made up the charisma of such person- 
alities as Lenin, Gandhi, Franklin D. Roosevelt, and John F. 
Kennedy. The ways of approaching measurement of these sub- 
tle factors will intrigue the research-minded reader. 

The author examines the concepts of image and attitude, par- 
ticularly in relation to the acknowledged difficulty in changing 
political ideology and voting preferences. If we are to foster 
public enlightenment and concern for the quality and efficiency 
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of government, these components must receive greater stress in 
the future. 

The volume bears upon great and pervasive public issues. It 
asks: Can the world powers live in peace, or is war and nuclear 
annihilation inevitable? How long can the depletion of natural 
resources and the pollution of the environment continue? Can 
citizens have faith in their government? How can we induce men 
and women of great ability and integrity to pursue high office? 
How does one foster informed, concerned citizen participation 
so that excellent candidates are recognized and elected? 

The theme of the individual in the community is seen as ap- 
plying to four distinguishable groups: the masses, the elite, the 
national leaders, and dissident minorities. These groups and 
their many subgroups are striving for self-interest within a com- 
plex society directed by a political system full of foibles, tangles, 
and tensions. The search for a truly participatory form of dem- 
ocratic society always goes on; although our forefathers left us 
with a workable and imaginative instrument for self-govern- 
ment, its application to our changing world requires consid- 
erable modification. Hopeful developments that appear to in- 
crease political awareness of the American electorate are 
summarized in Stone's quotation from McCloskey (1964): 


"The extraordinary spread of education, rapid social 
mobility, urbanization, the proliferation of mass media 
that disseminate public information, the expansion of the 
middle class, the decline in the size and number of isolated 
rural groups, the reduction in the proportion of people with 
submarginal living standards, the incorporation of foreign 
and minority groups into the culture and their increasing 
entrance into the professions... .” (p. 264) 


All of the problems taken up in this book are important. The 
knowledge available in the field of psychology of politics is 
meager. The treatment of this knowledge base is necessarily su- 
perficial in a volume encompassing so much, but the material is 
set forth with lucidity and accuracy and the author's style ought 
to engage the interests of the audience he seeks to enlighten, 
namely, the intelligent layman. The intelligentsia, on the other 
hand, may want to look further and deeper once their appetite is 
whetted by this overview. An excellent reference list of approx- 
imately 270 citations will be of assistance in that quest. 


MILTON GREENBLATT, M.D. 
Sepulveda, Calif. 


Psychiatry and Law, by Ralph Slovenko, LL.B., Ph.D. Boston, 
Mass., Little, Brown and Co., 1973, 686 pp., $28.50. 


During the past decade psychiatrists in every sector of our 
conglomerate discipline have confronted the cutting edge of the 
law. It is an abrasive edge set in the adversarial vise of the legal 
process. Most psychiatrists, myself among them, believe that 
the new onslaught of law has cut away at the psychiatric enter- 
prise without adequate consideration or respect for our difficult 
mission—the provision of mental health care. In the name of 


the Constitution and civil rights, serious impediments to the 
provision of mental health care have been erected, and the men- 
tally ill, particularly the chronically mentally ill, have been 
abandoned to their rights. 

Many state legislatures have followed the lead of the courts 
and pushed through sweeping reforms of their mental health 
laws without providing the funds or the alternative facilities 
that such changes mandate if treatment is to take place. 

Even the so-called right-to-treatment suits have thus far re- 
sulted in the reduction of institution census rather than the im- 
provement of quality of care. If psychiatry is to resist this as- 
sault, it must do more than grumble and cavil; it must inform 
itself, understand the relevant legal issues, and then provide di- 
rection to the necessary progress of law. 

Ralph Slovenko’s book on psychiatry and law is a helpful 
source of the necessary information. Its tone is far more sympa- 
thetic to the mission of psychiatry than any of the other texts 
and law review articles that have appeared recently, e.g., Kit- 
trie's book (1). Dr. Slovenko, a law professor trained in clinical 
psychiatry, received the Manfred S. Guttmacher Award of the 
American Psychiatric Association at the 1974 annual meeting 
for this work. l 

The book reads easier and better than most texts on law and 
has a great deal to offer the average psychiatrist. It treats all of 
the critical areas, e.g., civil commitment, right to treatment, 
right to refuse treatment, confidentiality and privileged commu- 
nication, divorce, child custody, testamentary capacity, and 
psychiatric malpractice. It presents briefly all of the relevant le- 
gal doctrines and has a well-chosen set of case illustrations with 
actual trial testimony, which puts clinical flesh on the legal 
bones. There is an excellent discussion of how the court deals 
with evidence, particularly with psychiatric testimony. The ad- 
versary structure of law is discussed as it affects psychiatric tes- 
timony, and the pros and cons are presented. 

The virtue of the book is that it takes the naïve psychiatric 
reader on a guided tour of a complex field. It is therefore a use- 
ful introduction by a man who speaks our language and, by his 
example, encourages us to speak his. It is a Baedeker, however: 
it does not present serious original ideas and is not a definitive 
resource. In fact, judged as a major work, it leaves much to be 
desired. It is marred by disconcerting, if trivial, errors. It bor- 
rows passages from other authors without acknowledgment, 
and crucial areas of current concern such as sexual psychopath 
legislation, preventive detention, and the treatment of juveniles 
are given only cursory treatment. 

Nonetheless, for the psychiatrist who wants to be shown 
through the Louvre on his or her two days in Paris, Slovenko is 
an admirable if expensive guide. One hopes that the tour will 
lead many to more prolonged and profound study. 
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The World of the Urban Working Class, by Marc Fried. Cam- 
bridge, Mass., Harvard University Press, 1973, 404 pp., $15.00. 


This is a valuable reference for students of the relationship 


between social context and behavior. It concerns the world 
views and habitual action patterns of working people in Bos- 
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ton’s West End, which have much in common with those of 
people of comparable socioeconomic status in stable industrial 
societies the world over. 

The author’s discussion of his data is enriched by a com- 
parative social and historical perspective that enables him to 
deal comprehensively with such variables as ethnicity, migra- 
tion, occupation, residence, community structure, and family 
roles. The impact of reality and of situational factors on values 
and aspirations as well as on styles of thinking, feeling, and act- 
ing inevitably receives much attention. Even these people, who 
are not of the lowest sociel class, must come to terms with their 
social powerlessness, the abrasive quality of daily life, and re- 
peated minor crises and major disasters. 

It is in the area of social relations that the findings are of 
greatest interest to the clinician. Fried identified the “overall 
imbeddedness in close-knit network relationships ...the ex- 
pansion of a kinship orientation to a wider realm of local 
friends and neighbors" as the feature that "uniquely typifies 
community life in the working class” (p. 226). This pattern of 
relating, with its complex ramifications, is ultimately under- 
stood as the product of a particular system of social stratifica- 
tion; the most powerful determinant of an individual’s role 
functioning in many different areas is the position he holds in 
the social class structure. 

The data are subject to psychological as well as sociological 
interpretation throughout the book. Variations in social class 
realities, for example, determine differences in the consequences 
of attitudes and personalities as they influence the likelihood of 
fulfillment or frustration in the effort to realize personal poten- 
tials. 

The chapter on personality may be the least satisfying to the 
psychiatric reader. Despite his use of such familiar concepts as 
anxiety, self-esteem, and ego mastery, Fried makes no reference 
to the large body of social psychiatric literature. He also in- 
cludes “extrapolations from pathological models" among the 
reasons why “personality characteristics of people in different 
social classes are generally ill understood" (p. 200). But this is 
quibbling. This organized presentation of a large and unique 
body of data is a major contribution. These data have great the- 
oretical significance; their full exposition is being continued in 
further work in progress. 

The presentation is enhanced by a final section on the meth- 
odology of conducting research with complex psychosocial vari- 
ables over time in a large population. 


EUGENE B. Bropy, M.D. 
Baltimore, Md. 


Psychoanalysis and Feminism, by Juliet Mitchell. New York, 
N.Y., Pantheon Books (Random House), 1974, 435 pp., $8.95. 


This book attempts to demonstrate the relevance of psycho- 
analysis to the struggle of women in our contemporary patri- 
archal society. Unlike feminists who denounce Freud’s views on 
women, Juliet Mitchell believes Freud made an important con- 
tribution to the understanding of women’s role in our society. 
She asserts that many feminists do not appreciate Freud’s con- 
tribution because they construe his observation that many 
women believe themselves to be inferior, passive, and sub- 
missive as a statement of his belief that women are inevitably 
doomed to an inferior role in society. 

In order to clarify her argument against the currently fash- 
ionable feminist attacks on Freud, Mitchell reviews many of his 
basic concepts. Although it indicates considerable familiarity 
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with and understanding of Freud’s writings, her presentation 
of the psychoanalytic view of femininity is limited by her un- 
critical acceptance of some of Freud’s tenets, her incomplete 
discussion of others, and her inadequate consideration of those 
psychoanalysts who followed Freud but emended and extended 
his observations. 

Since Mitchell believes the major issue in the oppression of 
women is the existence of a patriarchal society, she focuses on 
Freud's contribution to the understanding of patriarchy, espe- 
cially in his development of the central role of the father in his 
formulation of the castration and Oedipus complexes. In her re- 
view of Freud, Mitchell portrays the father as the symbol of au- 
= thority who threatens the boy with castration unless he relin- 
quishes his mother. To avoid this the boy detaches himself from 
his mother, identifies with his father, and internalizes the fa- 
ther's superego. The already castrated girl accepts her inferior 
status and submits to the father rather than identifying with 
him. Thus culture is transmitted by men via the superego, patri- 
archy is established, and women passively submit to men. 

While she recognizes that social factors affect personality de- 
velopment, Mitchell is critical of those who attack Freud for 
not being sufficiently cognizant of social reality. She believes 
that this position overlooks the essence of the contribution of 
psychoanalysis. In her analysis of the work of Reich, Laing, De 
Beauvoir, and others, she demonstrates their misunderstanding 
of the concept of the unconscious, their confusion of social and 
psychic reality, and their tendency to offer utopian and reduc- 
tionistic solutions. 

Unfortunately, Mitchell's solution is as simplistic as some of 
those she criticizes. She believes patriarchy must be overthrown 
to end the oppression of women. The arguments on which she 
bases this conclusion as well as her suggestions for its imple- 
mentation are difficult to follow. She has been impressed in her 
reading of Freud by the unconscious determinants of patri- 
archy. However, she believes that Freud did not go far enough 
and she turns to Lévi-Strauss to complete her argument. She 
accepts Lévi-Strauss’ controversial thesis that in all societies 
women are used by men as a medium of exchange to maintain 
kinship relationships and guarantee exogamy. She views the 
maintenance of exogamy as a social issue. 

Her argument alternates between the psychological and the 
sociological and her position is not clear. On the one hand, she 
speaks of the "eternal unconscious"; on the other, she suggests 
that a different organization of society will change unconscious 
representations. She advocates major social and economic revo- 
lutions that will establish a society in which economic ex- 
ploitation will disappear and patriarchy will have no place. If 
patrierchy has no place in society, she argues, its unconscious 
representations will disappear and there will be no exploitation 
of women. 

This book only partially fulfills its promise to demonstrate 
the relevance of psychoanalysis to feminism. The author's nar- 
row focus on patriarchy omits many psychoanalytic contribu- 
tions to the understanding of women, particularly the impor- 
tance of preoedipal factors in determining gender role. Her 
wishful solutions neglect many important issues, including one 
of particular importance to psychoanalysis; i.e., she does not 
come to grips with the reasons for the dominant role of men in 
society. Is it the unconscious representation of maleness as a 
fixed symbol of power or is it attributes such as greater physical 
strength associated with maleness that determines the assign- 
ment of the dominant role in society to men? 

We do not yet know the relative strength of unconscious fac- 
tors and social-forces in determining the respective roles and 
relationships of men and women. Although Juliet Mitchell's 
book does not adequately deal with these and other matters, it 
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is a useful addition to the literature on feminism because it 
points out some of the contributions of psychoanalysis to the 
understanding of women's role in society and raises questions 
for further exploration. 


REBECCA Z. SOLOMON, M.D. 
Hartford, Conn. 


Beyond the Best Interests of the Child, by Joseph Goldstein, 
Anna Freud, and Albert J. Solnit. New York, N.Y., Free Press 
(Macmillan Publishing Co.), 1973, 161 pp., $7.95. 


This concise, remarkable monograph stands alone as the de- 
finitive exposition of one of the most difficult areas in the inter- 
face between psychiatry and law, i.e., what the rights of children 
are under the law, specifically in placement procedures. 

The history of children and the law in America is a sordid 
tale of neglect and abuse. Colonial America regarded children 
as important tools of colonization. In terms of dependent chil- 
dren, the law required that they become indentured slaves 
("binding out"). The custom grew out of English practice and 
law, the purpose of which was to reduce vagrancy and provide a 
form of social control over dependent children. Children reach- 
ing "suitable age" were bound out to serve farmers, tradesmen, 
sea captains, and others. Freeborn boys and girls were placed in 
involuntary servitude for no other reason than that they were 
poor. The driving principle behind the disposition of children 
was the absolute authority of the natural parents to do whatever 
they pleased with their children. 

The reader of this monograph finds, tragically, that the rights 
of children in placement situations are never considered under 
current legal practices. The authors have used a simple but very 
efficient format. The basic parts of the book deal with the prob- 
lem, suggested guidelines for child placement, including a provi- 
sion for a model child placement statute, and a final review of 
their premises. 

The authors are careful to define both familiar and new terms 
for the reader, for example, '* ‘Child placement’ ... encom- 
passes all legislative, judicial, and executive decisions generally 
or specifically concerned with establishing, administering, or 
rearranging parent-child relationships" (p. 5). The "wanted 
child" is one who receives affection and support on a regular 
basis from at least one adult who values him or her. I feel that 
this is the most critical definition in the book because it clearly 
indicates that any caring adult may establish the intimate rela- 
tionship the law and society prefer to limit to natural parents. 

This is the message that runs throughout the book. The only 
relationship that should be protected by law is one between a 
child and any adult who brings the intimate, loving relationship 
to the child that transforms him or her into a wanted child. Yet 
time and time again we witness placement based on concepts of 
the rights of biological parents and institutional rights. In vain 
do we and the authors look for placement based on the rights of 
the child. 

The input of psychoanalytic concepts strengthens the stern le- 
gal jargon used throughout the book. At times it reads like a le- 
gal handbook, but this is understandable in light of the fact that 
the authors propose a model child placement statute. They are 
to be congratulated for moving beyond mere theory and pious 
pronouncements. In the best legal sense, legal revisions are of- 
fered, decisions quoted, and rationale presented. 

The authors’ reference material is excellent, although I was 
surprised to find no reference to the book of Sanford N. Katz 
published in 1971 (1). Katz wrote in a similar style and on a 


similar subject. His work relates to studies accomplished at the 
Yale Law School while he was working under two of the au- 
thors of this book. 

This is indeed a classic work. One only hopes that its message 
will bring about significant reform of the placement laws as ap- 
plied to children. 


REFERENCE 


l. Katz SN:. When Parents Fail: The Law’s Response to Family 
Breakdown. Boston, Beacon Press, 1971 


JOHN C. Durrv, M.D. 
Governors Island, N.Y. 


A “Bill of Rights” for Children, by Henry H. Foster, Jr. 
Springfield, Il., Charles C Thomas, 1974, 83 pp., $7.50; $4.95 
(paper). 


While introducing a course in forensic child psychiatry to a 
group of child Fellows, | was dismayed to find that there was 
no collected body of literature in this area. As a substitute for a 
text, [ used a variety of articles, including a paper I felt would 
subsequently become a classic entitled '*A Bill of Rights for 
Children" (1). When asked to review this book, I was delighted 
to discover that Prof. Foster's original article had been ex- 
panded to monograph form. 

In the preface, Foster describes the origins of this mono- 
graph. In 1967 the regular course in family law at New York 
University was separated into two interrelated courses. The sec- 
ond of these courses, taught by Foster, was titled Children and 
the Law. Foster faced essentially the same problem I did be- 
cause of the lack of compiled materials available on the subject. 
He gathered his material from diverse sources. In surveying the 
relevant literature in the process of preparing for his course, it 
became clear to him that the status of children was oppressive 
and that the usual assumptions were open to question. He fur- 
ther noted that children were rebelling because, like women and 
slaves, a legal structure theoretically designed to protect their 
rights was in fact serving to oppress and disenfranchise them. 
He concluded that children needed a new bill of rights. 

The body of Foster's book is an explanation of what he pro- 
poses as a bill of rights for children. He makes it clear that 
although his focus is on the legal rights of children and not their 
educational, counseling, and larger philosophical problems, he 
does not believe that these should be ignored. Since he is a law- 
yer, his perspective focuses on the legal status of youngsters and 
the administration of justice in those areas which are within his 
area of expertise. 

The format of the book introduces the subject of a children's 
bill of rights and then devotes a chapter to each of eight care- 
fully defined rights. Foster quotes relevant case law to demon- 
strate where the law supports or neglects to support each of 
these rights. As one reads the book, it becomes apparent that 
these fundamental rights of children are not universally backed 
by law. Unfortunately, when there is existing law to provide 
muscle for the enforcement of a right, the administration of the 
law is often clumsy, unwieldy, cumbersome, and ineffective. 

No one is spared from Foster's sad and forthright com- 
mentary on the dismal state of children with respect to the law 
in the United States today. Attorneys, judges, the police, educa- 
tors, social workers, and psychiatrists are equally criticized for 
tunnel vision and for consistent treatment of the child as a thing 
rather than a person with a voice to be used and to be listened 
.to. 


* 
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Certain reforms are suggested in the body of the book. The 
primary one is that independant counsel be provided for all chil- 
dren as they come in contact with the law, be it in a child cus- 
tody case, a delinquency case, or a struggle with a school board. 
This recommendation is justified in the following way: 


We make this recommendation not because of any all- 
out commitment to the adversary system but because we 
are convinced that the adversary system is here to stay and 
given this system, independent representation is essential if 
one is to be heard. 


While there is obviously much to be said in support of this 
position, it is unfortunate that Foster does not grapple with the 
question of the lawyer's dilemma when his client, conceivably a 
very young child, instructs him to advocate a course clearly con- 
trary to what he perceives to be the child's best interest. 

Another suggestion Foster makes is the creation of an office 
of public guardian. The public guardian "would have the au- 
thority of a surrogate parent and ... would be empowered to 
consent to welfare, medical, and other services for minors who 
have left home. This guardian's responsibility would be to serve 
the best interest of a minor and when proper to preserve con- 
fidentiality with reference to matters communicated to him." 
Theoretically, the public zuardian would use the psychological 
skills of counseling, advice, and persuasion rather than order- 
ing. His emphasis would be on social services rather than on le- 
gal rights. This guardian would be of value in situations in 
which minors need help traditionally offered by parents but the . 
parent-child relationships have broken down. Emancipated mi- 
nors would be free to use these services or reject them. Again, it 
is unfortunate that it is rot made clear whether Foster intends 
the public guardian to act in a manner consistent with the 
child's wishes or, like a traditional guardian, in a manner he 


feels to be in the child's best interest. For instance, he and the 


child may well differ as to whether it is “proper” to divulge con- 
fidential information. Adoption of this proposal appears to 
have the potential for creating at least as many problems as it 
could ever hope to solve. 

Foster modestly concludes that he probably overlooked 
many important interests and rights of children. While this may 
be true, his work does nat lack thoroughness. He also notes that 
he has emphasized the rights of children rather than their 
duties. This comes from his personal belief that unless children 
are treated fairly and unless their rights are respected it is idle 
to speak down to them about duties and responsibilities. 

In this short, well-written monograph Foster manages to 
cover and effectively summarize important areas of the law as 
they relate to children. He also discusses in some detail the ad- 
ministration of existing law. He possesses the skill that legal 
writers are either blessed with or acquire—the superb technical 
ability to footnote, document, and cite the sources from which 
conclusions are drawn. The book therefore serves not only as a 
source of one man’s thinking about rights for children but as a 
reference and text in the area of child forensic psychiatry as 
well. 

If pressed to find fault with the book, I wish that space had 
allowed more discussion of the education in behavioral science, 
or lack of it, of law students, judges, and legislators. Such edu- 
cation would enable them to avail themselves more comfortably 
of those insights the behavioral scientists can offer. While dia- 
logue and interaction between social scientists and legal scien- 
tists are increasing, there is still much room for improvement. 
Foster does cite some theory and opinions of leading behavioral 
scientists supporting his suggested rights, but I wish space had 
permitted more. 
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Bearing in mind that a monograph cannot be all things to all 
people, this criticism ts minor and does not detract from the 
overall usefulness and value of the text to behavioral scientists 
and legal personnel dealing with children. 


REFERENCE 


L. Foster HH Jr: A "bill of rights” for children. Bulletin of the Ameri- 
can Academy of Psychiatry and Law 1: 199-237, 1972 


ELissA P. BENEDEK, M.D. 
Ann Arbor, Mich. 


Evaluative Methods in Psychiatric Education, edited by Hyman 
L. Musiin, M.D., Robert J, Thurnblad, M.D., Bryce Temple- 
ton, M.D., and Christine H. McGuire, M.A. Washington, D.C., 
American Psychiatric Association, 1974, 220 pp., $10.00. 


This book has a great deal to offer those few psychiatrists 
who are seriously concerned with conveying what skills they 
have to vounger persons and who are willing to submit to obser- 
vation, to evaluation, and, perhaps, to change. It is not a book 
for everybody. It presents information that presumes a consid- 
erable knowledge of psychiatric teaching and techniques used in 
the academic setting. But for those experienced and interested 
few, a veritable banquet awaits their slow and careful reading. 

The book is a compilation of discussions held in 1972 at the 
‘Abraham Lincoln School of Medicine in Chicago to update 
the previous conferences on the subject, at Cornell in 1951 and 
in Atlanta in 1967. No device seems to have been omitted in 
this coverage of psychiatric teaching, from simulation of inter- 
views to computer by-play over the cauldron of symptomatol- 
ogy. Even the most experienced professor will gain some in- 
sight into the complexities of this, that, or the other technique 
for teaching, systems to learn what we have taught, and how 
valid and how reltable our teaching has been. 

Like reading the great philosophers, reading each chapter of 
this book brings a sense of conviction and rightness and sparks 
enthusiasm to encompass the particular system. When the 
whole book is read, however, no one system stands out, al- 
though none is discounted. Perhaps the reason for this lies in the 
fact that no matter how esoteric, complex, or mechanized the 
testing device, psychiatric learning and testing require that a liv- 
ing being participate in a human experience. Only after this ex- 
perience comes the attempt to codify it for use via infinite num- 
bers, computers, films, questionnaires, or “none of the above." 

A good friend of mine, a gynecologist, tells me that the only 
subject that made much of an impression on him during medi- 
cal school was psychiatry. He gives as the reason the fact that 
several times during each week of his psychiatric service, some- 
one talked to him, individually, about what was happening. In 
no other subject did this occur. 

Some skills may simply not yield to quantification. But if one 
would persist, this book will bring full details and full references 
to the task. I noted only two slightly negative aspects. One is 
that only one section concerns itself with any evaluation of the 
student as he interacts with patients. For much of the text the 
student is treated in the modern student manner—as an objec- 
tive peer of the professor who must be taught how to elicit this 
or that information from patient, movie screen, or computer. 
Maybe this is how some psychiatrists think, but surely not all. 
The second point, of no real concern to anyone totally im- 
mersed in teaching, is that there is a rapid shift in focus from 
medical student teaching, psychiatric resident training, and 
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psychoanalytic education. In future volumes I hope these 
strands could be kept clear because the goals of these three 
groups are really not the same. 


RAYMOND HEADLEE, M.D. 
Milwaukee, Wis. 


The Prediction of Suicide, edited by Aaron T. Beck, M.D., Har- 
vey L. P. Resnik, M.D., and Dan J. Lettieri, Ph.D. Bowie, Md., 
Charles Press, 1974, 249 pp., no price listed. 


This book reflects the increased level of sophistication that 
has developed over the past decade regarding suicide, our abil- 
ity to predict it, and, most especially, our ability to prevent it. 
Formerly, we felt that one could prevent suicide simply by iden- 
tifying high-risk individuals and publicizing information re- 
garding how persons in trouble could get help. (Of course, we 
had the same idea about the prevention of venereal disease, 
drug addiction, and alcoholism.) While the authors of this com- 
pendium have not yet looked critically at the possibility that 
preventive efforts regarding all of the self-destructive behaviors 
may in fact paradoxically make them increase, they quite ade- 
quately bring us up-to-date with the current state of the field. 

The book is the result of a conference held in October 1971, 
under the sponsorship of the Center for Studies of Suicide Pre- 
vention of the National Institute of Mental Health. The pur- 
pose of the conference was to study the state of the field of sui- 
cide prevention and to promote collaborative efforts among 
researchers. The book is divided into five sections: Historical 
and Philosophical Perspectives on Classification, The Concep- 
tual Area of Inquiry, Basic Research Issues in Suicide Pre- 
vention, Clinical Issues in Suicide Prediction, and Suicide Pre- 
diction Scales and Applications. 

The first section consists of a single chapter by Joseph Zubin 
concerning observations on nosological issues in the classifica- 
tion of suicidal behavior. This scholarly chapter sets an admir- 
able tone for the remainder of the book. Zubin describes several 
scientific models for thinking about suicidal behavior, e.g., the 
ecological model, the developmental model, the learning theory 
model, the genetic model, an internal environmental model, and 
a neurophysiological model. He follows this with a discussion of 
methodological problems. 

The second section is introduced by Alex Pokorny's “A 
Scheme for Classifying Suicidal Behaviors." He provides a 
straightforward and understandable consensus for the classifi- 
cation of suicide. Aaron Beck, Dean Schuyler, and Ira Herman 
discuss developmental scales of suicidal intent in chapter 3. 

The third part of the book is introduced by James Diggory's 
discussion of problems in the use of demographic data and 
multiple regression methods of analysis. David Lester then de- 
scribes the use of a variety of standard psychological tests as 
well as tests specially devised for the prediction of suicide. Je- 
rome A. Motto reports on variables involved in predicting sui- 
cide in a large study of inpatients in San Francisco and R.C.B. 
Aitken describes a method for the measurement of mood by 
analog. 

In the fourth section George Murphy demonstrates his usual 
careful, critical approach in his discussion of the clinical identi- 
fication of suicidal risk and Dan Lettieri and Alexis Nehemkis 
discuss a scale for certifying the mode of death. The team of 
Robert Litman, Norman Farberow, Carl Wold, and Timothy 
Brown of Los Angeles report additional efforts to quantify the 
concept of suicidal lethality. They favor a two-stage screening 
process. 


Dan Lettieri presents a number of suicidal death prediction 
scales and Avery Weisman and J.W. Worden follow this with a 
*risk-rescue rating" for the assessment of lethality of suicide at- 
tempts in the fifth section. A brief chapter by Robert Sterling- 
Smith listing the dose of many commonly available drugs re- 
quired to kill most people follows; one hopes that this chapter is 
not reproduced for wide dissemination to “‘do-it-yourselfers.”’ 
The book concludes with a chapter by William Zung that 
presents another rating scale for suicide prevention that may be 
more appealing to the interests of clinical psychiatrists than the 
ones given earlier in the book. 

If one had to recommend a single recent book on suicide, this 
one would have priority because of the diverse and extensive ex- 
perience of the participants and because it has excellent refer- 
ences. 


PAUL H. BLACHLY, M.D. 
Portland, Ore. 


The Technique of Psychoanalytic Psychotherapy, vol. 2, by Rob- 
ert J. Langs, M.D. New York, N.Y., Jason Aronson, 1974, 527 
pp., $15.00. 


Volume 2 of Dr. Langs’s Technique of Psychoanalytic Psy- 
chotherapy continues in encyclopedic detail his presentation of 
this particular mode of psychotherapy. This volume includes 
three major sections— Responses to Interventions, The Patient- 
Therapist Relationship, and The Phases of Psychotherapy. Of 
the three sections, the one on the patient-therapist relationship 
is the longest by far, indicating where the author places his pri- 
mary emphasis. In the sections on responses to interventions 
and the patient-therapist relationship, Langs considers almost 
every conceivable situation that may arise to prevent progress 
or to create impasses in treatment. His instructions for relief of 
these barriers to progress are clear and straightforward. 

The volume is replete with clinical vignettes illustrating every 
facet of progression, regression, or impasse that may occur. 
These are drawn mostly from the author’s work as supervisor of 
psychiatric residents; a substantial number are from his own 
practice. Here, too, Langs does not spare the printed page. In 
contrast to the usual practice, his vignettes are of sufficient de- 
tail to give the reader a genuine sense of the nature of the case 
and the problem that has arisen. 

Dr. Langs’s view of psychoanalytic psychotherapy—his close 
adherence to classical psychoanalytic theory—provides a firm 
conceptual model for the conduct of therapy. It may seem too 
rigid to some in its unswerving psychoanalytic stance in respect 
to investigation, understanding, and resolution. However, one 
can make a very good argument for the fact that there is more 
rather than less need now for thoughtful, conceptually sound 
treatment models. 

It seems to me that far too much influence continues to be 
placed on therapists to do what comes naturally. Implicit in this 
idea is that there are no genuine models or sound theoretical 
constructs to follow, except for whatever inner dictates the ther- 
apist feels ready to pursue, and that careful, intensive training in 
the science and art of psychotherapy is unnecessary. Langs 
demonstrates very well that the psychoanalytic psychotherapist 
has ample opportunity to be flexible in his work, provided the 
degree and kind of flexibility chosen is grounded in theory and 
in observations borne out in practice. Langs carefully docu- 
ments the misalliances, therapeutic errors, and therapeutic 
gains that follow directly on the degree of understanding of hu- 
man behavior that the therapist brings to his work. He high- 
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lights in theory and in practice the exquisite nature, subtleties, 
and nuances of the psychotherapeutic relationship. 

It is most impressive to note Langs’s dedicated position in 
promoting independence and autonomy in patients with mini- 
mal interference by the therapist. This is in the finest tradition 
of psychiatry as a humane science. It also accounts for the ex- 
tensive attention Langs pays to the patient-therapist relation- 
ship and all the problems of countertransference that arise so 
readily and interfere so pointedly by preventing the patient 
from finding his own way to the inner changes that would allow 
greater self-fulfillment. Langs makes clear the constant need for 
self-examination by the therapist in the best interests of the 
patient. One can only agree with him that there is no substitute 
for personal analysis to bring light to those parts of the thera- 
pist’s emotional life which he cannot illuminate and find by 
himself. 

There is not very much in the literature about the opening, 
middle, and closing phases of psychotherapy. The middle phase, 
particularly, is so often vague and ambiguous in its boundaries 
that Langs does a service by elaborating on it. He discusses the 
middle phase in terms of further delineation of those central is- 
sues which are directly related to the unconscious fantasies that 
are the source of the patient’s disability. 

The section on the closing phase is also excellent and worthy 
of special attention because it is here that the least effective 
work tends to be done. Separations and terminations are the 
human plague to which no man is immune, patient and thera- 
pist alike. Terminations reverberate as much in the therapist as 
in his patient, and the demand for sensitive understanding of 
oneself is as important as the understanding of the patient and 
as the skill that must be brought to bear to bring treatment to a 
successful close. In this connection, it is interesting to note that 
so many of the clinical vignettes center around the errors com- 
mitted at the time of separation and termination. 

The only criticism one may make is that there is considerable 
repetition in the course of the volume. Even this criticism is 
moderated by the pedagogic value of repetition as useful in 
learning. This book is a superb reference source, the kind a ther- 
apist should have on his shelf for ready reference when con- 
fronted with a difficult or puzzling situation in the course of his 
work. 


JAMES Mann, M.D. 
Boston, Mass. 


The Competent Infant: Research and Commentary, edited by L. 
Joseph Stone, Henrietta T. Smith, and Lois B. Murphy. New 
York, N.Y., Basic Books, 1974, 1,281 pp., $30.00. 


This volume is a must for all students and professional work- 
ers concerned with the development of the human infant. The 
editors, themselves eminent scholars in the field, have selected 
and edited over 202 studies. They have organized these studies 
into sections covering individuality in development, prenatal 
and perinatal development, the capabilities of the newborn, de- 
velopment during the first year, deprivation and enrichment, 
and the infant as a social being. The various sections have in- 
troductory commentaries that are scholarly tours de force. The 
commentaries point up the significance of the articles chosen, 
put them in perspective with other work and trends in the field, 
and review succinctly, thoughtfully, and lucidly the state of the 
science in each area. Each commentary includes an extensive 
bibliography covering the relevant literature. There is an ex- 
cellent index. 
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In their introduction the editors comment on the previously 
prevalent professional judgment, which still persists, that the 
young human infant is an undeveloped, undifferentiated, and 
primitively responsive organism. The explosion of research in 
the past 20 years has produced, in the editors’ words, a “vast 
new landscape of knowledge of infancy." This new landscape 
belies the earlier contention that the human infant is undifferen- 
tiated and primitively responsive. Rather, it shows that “from 
his earliest days, every infant is an active, perceiving, learning, 
and information-organizing individual," hence the editors' title, 
The Competent Infant. 

Even with such a scholarly and authoritative compendium a 
reviewer is bound by his or her own viewpoint and experience to 
find some omissions or underemphases. The extensive and per- 
tinent animal studies contain no selections by Schneirla and no 
mention of his leading coworkers, although this group has made 
highly significant contributions to the study of behavioral devel- 
opment. The contributions of two leading research child psychi- 
atrists, Chess and Rutter, are given only very brief mention, and 
Fish is omitted completely. Two articles by Spitz on hospital- 
ism are selected, but none by any of his critics. 

However, these are minor criticisms of a work that should be- 
come not only a standard reference source but an important 
original and stimulating contribution to the exploration of this 
exciting new landscape of knowledge of infant development. 


ALEXANDER THOMAS, M.D. 
New York, N.Y. 


Individual Differences in Children, edited by Jack C. Westman, 
M.D. New York, N.Y., John Wiley & Sons, 1973, 335 pp., 
$15.95. 


This excellent collection of readings expresses Freud's long- 
neglected assertion that from the beginning, each individual ego 
is endowed with its own peculiar dispositions and tendencies. 
This book stresses the fact that constitution is a sum total of 
structural, functional, and psychological characteristics. The 
fact that it is compiled of many articles by many authors does 
not deter from its importance. The most distinguished and in- 
teresting workers in the field of child development have been 
brought together in this volume. The common thread is well 
maintained and emerges clearly—namely, individual differ- 
ences in children are important. 

The monograph consists of five well-structured and com- 
plementary parts. Each is forworded by an excellent summary 
by Jack Westman that pulls together the essence of the chap- 
ters. The first part deals with foundations and structural de- 
terminants of early infant behavior as well as with sex differ- 
ences. The second addresses itself to developmental 
perspectives and moves from early expression, to the termpera- 
ment of normal infants, to cognitive structure in latency and 
adolescence. The third part handles situational perspectives, en- 
vironmental conditions, and the impact of parent-child rela- 
tions. It also considers such interesting aspects as birth order 
and its meaning. The fourth part deals with biological as weil as 
methodological research models. It includes intensive observa- 
tion of the preschool child and primate personality research. 
The fifth section deals with the clinical application of measuring 
infant temperament in pediatric practice. Finally, Westman’s 
summary pulls together all of the material discussed in the book 
and highlights its significance. 

Several articles in this excellent book indicate that we are no 
longer discussing the prematurely born and maternally deprived 
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child in general terms; we are able to look beyond that frame of 
reference and see how individual maturational sequences deter- 
mine future development. Transactions between child and 
mother are not best observed in an artificially designed testing 
setting. (Observation is especially useful at the very early stages 
of development, before the complexity of the cognitive structure 
of the person emerges.) In addition to participant observation 
and direct study of early life, we are able to link behavioral ob- 
servations with behavioral determinants. Moreover, it is now 
possible to make statements about observed behavior in a de- 
velopmental framework and connect both intrapsychic and 
manifest behavioral phenomena over time. 

Each part of this book is preceded by a well-selected quote; 
Charles Darwin's seems to express the spirit of the whole work: 


No two individuals of the same race are quite alike. We 
may compare millions of faces, and each will be distinct. 


I strongly recommend this monograph to all professionals 
who are ready to broaden their scope and allow new ideas to 
make their proper impact. 


LEON Tec, M.D. 
Norwalk, Conn. 


Mental Illness and the Economy, by M. Harvey Brenner. Cam- 
bridge, Mass., Harvard University Press, 1973, 281 pp., $15.00. 


Dr. Brenner has produced systematic data on the relationship 
between mental illness and economic variables from which he 
concludes that a major paradigmatic shift in perspective may be 
essential. He suggests that the problems of persons who have 
been mentally hospitalized as a result of downward economic 
mobility are usually the result not of their own incompetence 
but of large-scale economic instability in the society—especially 
the instability manifested in short-term downturns. 

Is Brenner acceding to an ecological fallacy or is he attempt- 
ing to alert the psychiatric profession to a more sensitive stance 
toward environmental variables? He states, 


These findings raise questions about the utility of ther- 
apies that do not take into account disturbances in the pa- 
tients’ social environment which may have made treat- 
ment necessary. (p. xi) 


Unfortunately, Brenner's description of the statistical proce- 
dures employed may be too brief to assess the validity of the 
methodology. A technical appendix in a later edition would 
complement the lucid outline of his approach found in the in- 
troduction and in the supportive bibliographical citations 
throughout this text. 

Several of the findings are disturbing. Married persons 
show the most reliable inverse relationship between admissions 
to mental hospitals and economic change, whereas groups of 
single persons display only a moderately reliable relation. 
Farmers, laborers, and salesmen appear to be most vulnerable. 
Economic downturns occurring during periods of large-scale 
prosperity produce enormous increases in mental health treat- 
ment. Further research is required to determine whether or 
not the loss of employment, income, or both is correlated with 
an increase in the incidence of mental illness. 

This study offers many leads to specific items of research on 
the relationship between the economy and mental illness. Policy 
makers concerned with the economy or mental health desire 


such research and need critiques of Brenner’s findings because 
they may be continually faced with the decline of economic in- 
stitutions and the growth of social and health industries de- 
signed to deal with a variety of problems related to the decline. 

The psychiatric profession cannot afford to ignore Brenner’s 
readable and scholarly study. It must debate his contention that 
American clinicians involved in psychiatric care operate under 
a set of values and beliefs that are probably antithetical to the 
perspective of this study. Is the transition from Brenner’s find- 
ing about the relationship of the economy and mental illness to 
his judgment about the profession justified? Is Brenner's macro 
viewpoint irreconcilable with the micro approach of clinicians? 
Brenner's analysis is not a definitive work. but a promising be- 
ginning; the clinicians have yet to be heard. 


HENRY A. FOLey, PH.D. 
Rockville, M d. 


The Diphenylbutylpiperidines. First North American Sympo- 
sium, 1972, edited by André Villeneuve, M.D., and Jean-Marc 
Bordeleau, M.D. Québec, Canada, Les Presses de l'Université 
Laval, 1973, 134 pp., no price listed (paper). 


Interest in the long-acting oral and injectable neuroleptics 
has mushroomed worldwide in recent years. This interest has 
been sparked by the advent of a variety of these agents— seven 
injectables and three orals (pimozide, pentluridol, and pipo- 
thiazine)—and by the testimony of investigators about their ef- 
ficacy and safety as well as the impact they may have on the 
economics of mental health care. . 

This book consists of the papers presented in Montreal in 
1972 at the first North American symposium on the diphenyl- 
butylpiperidines, a new series of neuroleptics synthesized by 
Paul Janssen. Dr. Janssen is the “father” of the butyrophenones 
and many other drugs active in the central nervous system. To 
date, only three of the diphenylbutylpiperidines have been 
tested clinically: the oral pimozide, which has a duration of ac- 
tion of over 24 hours and hence ts administered only once daily; 
penfluridol, which has the longest duration of action of any 
known oral neuroleptic and is usually administered only once 
every 5 to 10 days; and the long-acting injectable fluspirilene, 
which has an average duration of action of 7 days and is usually 
administered once a week. Pimozide is marketed outside the 
United States under the trade name Orap. The commercial in- 
troduction of all three substances worldwide is probably only a 
matter of time. 

The opening chapter makes up almost one-third of this 
monograph. It is an excellent review of the chemistry and phar- 
macology of long-acting nueroleptics by Dr. Janssen. The re- 
mainder of the book consists of relatively short chapters report- 
ing on the results of open and double-blind controlled studies of 
pimozide and fluspirilene by different Canadian clinical investi- 
gators. One of these reports has been printed previously under a 
different title (1). Each of these reports verifies again the effi- 
cacy and safety of pimozide and fluspirilene in the maintenance 
treatment of chronic psychotic patients, especially schizo- 
phrenic patients. 

Although there is enough information on pimozide and flus- 
pirilene in this short book that its purpose is fulfilled, it must be 
stated that anyone who wants more than a modicum of knowl- 
edge about these compounds must turn to other sources of data. 
In my judgment, psychiatrists should become familiar with the 
long-acting neuroleptics; there is no doubt that they will play an 
ever-increasing role in drug therapy for psvchoses. 
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Family Psychiatry for Child Psychiatrists, by John G. Howells. 
Ipswich, England, Institute of Family Psychiatry, 1972, 50 pp., 
50 pence (paper). 


This excellent little monograph is a concise description of the 


. organization and operation of child psychiatric services in 


Great Britain. 

The title reflects the author's conviction that the child is best 
treated by an approach that takes the family as the patient, 
along with the corollary that child or family psychiatric services 
are best located in hospital settings, close to parallel psychiatric 
services for adults. The presentation is authoritative, straight- 
forward, without much discussion of alternative points of view, 
but balanced and sensible. (There are many references to the 
way things are done at Ipswich.) 

American readers will find much of interest here. Psychiatric 
services for children in Great Britain have been coping with the 
task of serving an entire population under the National Health 
Service program for 25 years. The experience has led to some 
conclusions about coverage, types of services, and the way these 
services should relate to other services for children such as 
schools, medical services, and family practitioners. 


RICHARD S. WARD, M.D. 
Atlanta, Ga. 


Support, Innovation, and Autonomy: Tavistock Clinic Golden 
Jubilee Papers, edited by Robert Gosling. New York, N.Y., 
Barnes & Noble Books (Harper & Row, distributor), 1974, 289 
pp., $16:50. 


Many of the papers collected in this book were read on the 
occasion of the golden jubilee of the Tavistock Clinic. They are 
all skillfully interrelated and deal with the development of au- 
tonomy in the individual and the antecedent support and in- 
novative steps essential to the development of a genuine per- 
sonal autonomy. 

Dr. Gosling has given us a magnificent example of competent 
editing. Unlike the usual collections of papers loosely held to- 
gether in a volume of this sort, his frequent editorial comments 
and careful selection of topics and styles provide the continuity 
usually seen only in books by a single author. The authors of the 
papers, too numerous to mention by name, are outstanding au- 
thorities who demonstrate considerable ability in presenting 
their topics succinctly and with integration. 

An introduction by the editor describes his concepts of sup- 
port and innovation as they are operative in all phases of society 
from the smallest unit, the family, to such highly complex units 
as industry, schools, and hospitals. 

The early roots of autonomy in childhood are considered in 
papers on self-reliance and substitute mothering during family 
crises. The impairment of autonomy in a child whose mother is 
physically present but emotionally unavailable is well docu- 
mented. 

T wo dramatic papers, one on dependence and independence 
in an institution for incurable patients and the other on attach- 
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ment and autonomy at the end of life, provide insight into the 
role of autonomy in people who are severely challenged by im- 
mutable personal crises. 

Autonomy ts also impaired in psychological dislocation, as in 
the case of a conflicted marriage relationship. Psycho- 
therapeutic intervention in such a marriage is presented by case 
study material. Therapeutic factors in analytically oriented 
brief psychotherapy are also considered. 

The final section of the book discusses the practical exercise 
of autonomy in various aspects of employment (ie. ab- 
senteeism, casualties, etc.), in personality factors involved in 
joining a new group, in family enabling processes in dual-career 
families, and in the roles of silence in intrafamilial hostility. 

There is much to be gained from reading this book. In no 
other volume have I ever seen the concept of the development of 
autonomv, its antecedents, its modifications within the family 
and by therapy, and its role in mature life so well presented. It is 
recommended reading for psychiatrists and other sophisticated 
students of mental health. 


Lupwic M. FRANK, M.D. 
West Hartford, Conn. 


The Psychoanalytic Study of the Child, vol. 28, edited by Ruth 
S. Eissler, M.D., Anna Freud, LL.D., D.Sc., Marianne Kris, 
M.D., and Albert J. Solnit, M.D. New Haven, Conn., Yale Uni- 
versity Press, 1973, 511 pp., $15.00. 


Since it began publication in 1945, this annual has been a 
keystone in the psychoanalytic literature. Its policy is and has 
been to present research findings from the psychoanalytic treat- 
ment and observation of children as well as theoretical papers 
pertaining especially to the genetic point of view, which pertains 
to the origins and development of psychological phenomena in 
the individual (1). Psychoanalytic metapsychology consists of 
the set of essential assumptions on which psychoanalytic theory 
is based. It includes five points of view: the dynamic, the eco- 
nomic, the structural, the genetic, and the adaptive. 

This issue is in its usual format, with papers in four cate- 
gories Aspects of Normal and Pathological Development, 
Clinical Contributions, Contributions to Psychoanalytic The- 
ory, and Applications of Psychoanalysis. 

The first section has articles based on direct study of children 
through treatment and/or observation. There is an exploration 
of the preoedipal infant-father relationship and a reexam- 
ination of the impact of the primal scene on child development. 

The findings of a psychodynamic study of “gifted under- 
achievers,” if confirmed, will have important implications for 
early childhood education, particularly education that occurs 
within the family. An article on childhood psychosis is based on 
the treatment of a four-year-old whose struggle for separation 
and individuation was reflected in the vicissitudes of her bladder 
and bowel functioning. Another, on the infantile fetish, scruti- 
nizes the classical psychoanalytic theory of fetishism through 
observation of 35 infants in a research nursery. 

The clinical contributions are cogent and well written, begin- 
ning with a report of the analysis of the son of a refugee and 
how that reality colored the form of his neurosis. Another paper 
examines the similarities and differences between separation-in- 
dividuation in early childhood and the adolescent’s struggle for 
genital primacy and object removal. Others report on the effect 
of rape on children, the efficacy of preventive analysis following 
trauma, the incredible technical difficulties of analyzing a dis- 
turbed deaf-mute child, and the place of “preparatory educa- 
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tional help” for children who are initially unanalyzable. 

The material in the theory section, aside from being esoteric 
to the interests of nonanalysts, is composed of four articles that 
are uneven in the extent to which they advance theory building 
in psychoanalysis. There is a somewhat abstruse essay on inter- 
pretation from the point of view of semantics that contains the 
often-repeated caution that in analysis we interpret in the lan- 
guage of the present affects and experiences of the past that had 
very different verbal representation or none at all. 

A paper on the concept of aggression attempts to solve the 
very old problem of explaining aggression without resorting to 
the instinct concept. The approach is to assume that both ag- 
gression and libido derive from an inborn “automatic flight 
mechanism" whose direction is determined by the environment. 
An article on acting out as a character trait is not really theo- 
retical but actually a rather good paper on technique. One on 
attachment to painful feelings and the negative therapeutic re- 
action Is interesting as a clinical report. Its theoretical ideas are 
not convincingly different from those offered for masochism in 
the past, although the author attempts to put them on a broader 
base. 

The chapter on applications of analysis has a report on psy- 
choanalytic research into the intellectual functioning of black 
children reared in a ghetto. The findings are modest and are in 
line with prevailing expectations. There is a study of a child’s 
game called “jinx” and a delightful view into the lives and crea- 
tivity of A.E..Housman and René Magritte in a paper titled 
“The Image of the Lost Parent." 
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Eysenck on Extraversion, by H.J. Eysenck. New York, N.Y., 
Halsted Press (John Wiley & Sons), 1973, 174 pp., $4.95 
(paper). 


In the historical introduction of this book Eysenck notes that 
he resurrected the concept of extraversion-introversion and in 
so doing created somewhat of a stir among psychologists inter- 
ested in personality. The concept had been popularized by C.G. 
Jung, although it did not originate with him. However, like 
many other concepts unsupported by empirical evidence, it fell 
into general disrepute in academic circles. 

Eysenck's use of the terms extraversion and introversion is 
not identical to that of Jung. Rather, it represents an attempt 
to link together the neural and cognitive control theories of 
functioning. Klein and associates (1) presented an excellent 
evaluation of Eysenck's analysis of extraversion-introversion in 
1967. 

Eysenck's book consists of research articles previously pub- 
lished elsewhere. It is a book of readings, a smaller version of a 
three-volume work published in 1971 (2). It is arranged into 
three parts covering the nature of extraversion, extraversion 
and social behavior, and the experimental study of extraversion. 
Each paper is a scientific study of a particular dimension of ex- 
traversion. The reader will find as he reads each chapter that he 
gets not only a greater appreciation of the concept of extra- 
version but also a greater insight into the man, scientist, and 
scholar Hans Jurgen Eysenck. | 


Extraversion as Eysenck envisions it has two aspects, the 
phenotypical and the genotypical. His concern is not simply to 
classify behavior in terms of everyday activity but to under- 
stand it in terms of inherited characteristics, particularly the in- 
herited disposition of the central nervous system. The reader is 
carefully brought through general principles and methods of 
personality description, classification, and diagnosis. Gradually 
he is introduced to an understanding of extraversion in terms of 
a concept and a factor. The rigid scientific method is ever 
present throughout the book. Eysenck does not let the reader 
forget that he is a scientist as he develops hypotheses and sub- 
jects them to experimental scrutiny with the assistance of statis- 
tical techniques, the favored of which is factor analysis. 

Undoubtedly, certain chapters will appeal more to some than 
to others. However, the heuristic quality of this book is irresist- 
ible, subtly encouraging the reader to test the hypotheses gener- 
ated. For this alone the book is well worth having in one’s li- 
brary. 
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Practical Aspects of Mental Health Consultation, edited by 
Jack Zusman, M.D., and David L. Davidson, M.D. Springfield, 
Ill., Charles C Thomas, 1972, 152 pp., $6.75. 


The product of a conference on community psychiatry held at 
the State University of New York, Buffalo, in 1970, this volume 
presents most of the papers given at the seminar concerned with 
the subject of mental health consultation. 

The social importance of this field is stressed. The writers 
focus on the potentially broad impact of mental health consul- 
tation on issues of mental health prophylaxis and on commu- 
nity attitudes toward the theory and practice of mental health 
care as well as the enormous challenge and complexity of devel- 
oping an effective process of consultation. The great need for 
further information and experience and the ultimate devel- 
opment of a well-defined and systematic bodv of knowledge is 
acknowledged; the papers compiled in this book are presented 
as another step in this direction. 

The book is subdivided into sections dealing with particular 
aspects of mental health consultation. These include, among 
others, the theory of consultation, the practical aspects of the 
consultation process, the training of consultants, and discussion 
of the distinctions among consultation, supervision, and psy- 
chotherapy. 

The interest and value of the volume are greatly enhanced by 
the multidisciplinary background of its contributors. The fields 
of psychiatry, psychology, social work, education, and nursing 
are represented. The purpose and process of consultation are 
discussed in a stimulating manner from a number of different 
perspectives—from the point of view of the consultee as well as 
the consultant. As the title suggests, much of the material is 
highly practical and would be valuable to individuals involved 
in the practice of mental health consultation. 


Davip W. Wyckorr, M.D. 
Newtown, Conn. 
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Assessment of Sexual Function: A Guide to Interviewing, by the 
Group for the Advancement of Psychiatry Committee on Medi- 
cal Education. New York, N.Y., Jason Aronson, 1974, 92 pp., 
$7.50. 


This GAP report is designed as a “manual for the practicing 
physician; the medical student, and others in the health field.” 
Emphasizing an open-ended, semistructured interviewing tech- 
nique as the sine qua non of eliciting information from the 
patient, the guide first attends to the interviewer, his or her atti- 
tudes, and the setting of the interview. 

Neither the initial interview nor the specific questions identi- 
fied in Appendix A ("Topics Covered in a Sexual History") and 
Appendix B ("Sexual Performance Evaluation") is intended to 
communicate that the taking of a sexual history should be a 
specific form of interrogation or relationship separate from the 
rest of the interview. Rather, the skillful and experienced inter- 
viewer will incorporate and/or adapt many of the suggestions 
offered to his or her unique interview style. 

In subsequent chapters, the guide is addressed to specific sex- 
ual problems of the married couple; the sexual functioning of 
children, adolescents, “other” single persons, and older people; 
and covert sexual problems presenting symptoms relating to 
other organ systems and to depression. 

Manuals of the how-to-do-it sort invariably engender mixed 
reactions in the reader. They tend to appear superficial, naive, 
spotty in coverage of a broad subject, and dogmatic despite 
apologies and protests to the contrary. On the other hand, their 
strength lies in directness and succinctness. 

A specific criticism of this book is that despite the fact that it 
was prepared by psychiatrists, there is little that is ‘‘psychologi- 
cal" in its approach. It is a bit too mechanistic. Patients often 
do not present sexual problems as such; "straightforward" his- 
tory taking may increase their resistance. Sexual problems may 
often remain unelicited until the third or fourth interview and 
occasionally not until months after the development of a 
patient-physician relationship. 

Paradoxicallv, there are some valuable pointers in this book 
that the sophisticated interviewer may add to his or her inter- 
view, while the unsophisticate may use it too directly and mech- 
anistically. In summary, whereas it is a useful guide for the phy- 


` sician, it is not sensitive enough psychologically to have war- 


ranted preparation by psychiatrists. A bibliography directing 
the reader to more extensive primary sources rather than to 
other manuals would be a valuable addition. 


CHASE PATTERSON KIMBALL, M.D. 
Chicago, IH. 


A Psychoanalytic Study of the Psychoses, by Thomas Freeman, 
M.D. New York, N.Y., International Universities Press, 1973, 
328 pp., $10.00. 


There are two psychoanalytic models for psychosis, for schiz- 
ophrenia in particular, the deficit model and the defense model. 
The first corresponds to what London (1) called Freud's specific 
theory. According to this theory psychosis is clearly separated 
from neurosis. The defense model corresponds to the unitary 
theory, which postulates that there are intrapsychic conflicts 
and motives common to neurosis and psychosis. Both models 
are consistent with etiological theories of constitutional weak- 
ness, genetic anomaly, and theories of schizophrenogenic moth- 
ering or severe trauma. 

In the deficit model, there is a deficiency state that consists of 
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a failure to maintain unconscious mental representations. 
Freud originally described this as a shift in libidinal investment 
away from object representations to the self 15 years before he 
postulated the structural theory of an organized ego. 

It is unfortunate that this concept, the disruption of the men- 
tal organization of memory traces that represent internalization 
and integration of experiences, has until recently been couched 
in terms of psychic energy and outdated formulations of narcis- 
sism. The nonautonomous part of the ego is built from inter- 
nalized bits and pieces of experiences, including drives, de- 
fenses, anxiety and other affects, and, especially, the coping 
mechanisms and regulatory functions of the mother. The psy- 
chological weakness in the capacity to organize and maintain 
internalized self and object representations under stress is the 
ego deficit. 

The defense model is based on the theories of conflict, signal 
anxiety, defense, and regression. Due to innate or experiential 
factors, developmental disturbances in the psychotic are earlier 
and more severe than in the neurotic. Consequently, greater 
conflict over aggression occurs. The defensive process is charac- 
terized by greater regression. In the heirarchy of defenses 
against anxiety and impulse, the psychotic employs such primi- 
tive measures as denial, disavowal, and ego splitting. The ego is 
not able to maintain secondary autonomies against the intense 
conflict and regression and undergoes regressive alteration in 
the service of defense. 

In this book Dr. Freeman applies the profile schema devel- 
oped at Anna Freud's child therapy clinic at Hampstead to the 
fuller understanding of psychotic patients. There is a useful in- 
termingling of theoretical concepts with a wide variety of illus- 
trative case reports. The author's position is an amalgam of the 
deficit and the defense theoretical models. Unfortunately, the 
integration is incomplete because Freeman couches the deficit 
concept in the older framework of cathectic shifts from object 
to self. He ignores such modern concepts as Jacobson’s self-ob- 
ject representations and Mahler's separation-individuation 
phases. 

While profile schemas enable the investigator to compare one 
patient to another or to evaluate progress in a given patient, | 
question whether an adult profile provides more than an elabo- 
rate systematic mental status. The Hampstead profile was de- 
veloped specifically for children because it was found that pa- 
thology in childhood was best assessed in terms of factors 
interfering with normal forward development rather than in 
terms of severity of symptoms. For this reason, profile schemas 
have limited application to adult pathology. 
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The Diagnosis and Management of Depression, by Aaron T. 
Beck, M.D. Philadelphia, Pa., University of Pennsylvania 
Press, 1973, 147 pp., $8.50. 


De gustibus non est disputandum. Some readers prefer ency- 
clopedic tomes that cite every paper in the literature. Other 
tastes run to the thin monograph that covers a topic concisely. 
Aaron Beck can do both. This book is an abridged and updated 
version of his comprehensive volume Depression: Causes and 
Treatment (1). 
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In a well-organized, lucid, and useful manner, Beck has given 
us a book that will be helpful to medical students, psychiatric 
residents, and mental health practitioners. He highlights the 
four major issues on the topic of depression: 1) whether depres- 
sion is an exaggeration of a normal mood or is qualitatively dif- 
ferent; 2) whether depression is a disease or a symptom, 3) 
whether depression is a reaction or a disease; and 4) whether de- 
pression is caused by psychological stress or biological derange- 
ment. He defines the basic symptoms as specific mood changes, 
negative self-concept, regressive and self-punitive wishes, vege- 
tative changes, and change in activity level. 

In chapter 2 Beck reviews the symptoms of depression, offer- 
ing not only a review of the existing literature but the results of 
his own study of over 1,000 patients. The third chapter is about 
course and prognosis, reviewing whether the illness is episodic 
or cyclical and what are the prospects for recovery, the duration 
of attacks, the likelihood of recurrence, and the risk of suicide. 
The fourth chapter concerns classification and various dualisms 
about depression, e.g., is depression endogenous or exogenous, 
autonomic or reactive, agitated or retarded, psychotic or neu- 
rotic? 

The neurotic-psychotic dualism is the subject of the fifth 
chapter. Beck feels that no specific signs or symptoms other 
than delusions are able to distinguish the two. The more severe 
the depression, the more likely it is to be called psychotic; the 
differences are quantitative. The chapter on pharmacotherapy 
reviews 232 studies. It is especially helpful on the subjects of 
management of side effects and the differences between the ef- 
fects of antidepressants and electroconvulsive therapy (ECT). 
The seventh chapter focuses specifically on ECT and reviews 
the evidence that many patients who do not respond to medica- 
tion will improve with ECT. The chapter on psychotherapy 
gives the schema of Beck's own approach, which he calls cog- 
nitive psychotherapy." 

There is an excellent general bibliography. The chapter on 
pharmacotherapy, unlike the other chapters, includes a com- 
plete literature review. Dr. Beck explains that this material 
needs to be updated; for that reason the recent literature on 
antidepressants is covered thoroughly. Chapters are arranged 
with logical subheadings, which makes it easy for the clinician 
to find answers to specific questions. While it is difficult to fault 
this book, one might criticize the fact that there is little about 
hospital management of depressed patients. There is also no 
comment on the family of the depressed patient or on working 
with the patient in group or family psychotherapy. The book 
also suffers from the lack of a general index. 

In spite of these minor criticisms, the book is a very useful 
addition to the literature and will be of help to the clinician who 
treats depressed patients. 
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Dying and Dignity: The Meaning and Control of a Personal 
Death, by Melvin J. Krant, M.D. Springfield, Ill., Charles C 
Thomas, 1974, 154 pp. $7.95; $5.95 (paper). 


This small volume on dying, which represents the author's 
personal viewpoint, is intended for the general public. As such it 
may prove a useful catalyst of public debate. Dr. Krant notes 


that the circumstances surrounding death have been changing. 
Most people die in their old age and in hospitals, where the pre- 
cise timing and manner of their dying are under the ever in- 
creasing control of physicians. Krant feels that because we see 
less of death we are less prepared for it and that because people 
die in institutional settings they suffer their isolating and dehu- 
manizing influences. Krant also believes that modern tech- 
nology is abused by physicians who sustain lives long after they 
have lost their human qualities. He views the cost of this in hu- 
man resources and dignity as enormous. 

Dr. Krant urges more open communication with dying 
patients; he feels that greater responsibility for decision making 
should be placed tn the hands of these patients and their fam- 
ilies. This calls for a less rigid and authoritarian approach on 
the part of many physicians. He advocates more personal and 
flexible institutional care that would involve greater teamwork 
and continuity on the part of professionals. In his view, a 
patient’s request for termination of his life should be given seri- 
ous consideration. While he favors active euthanasia, his words 
are appropriately cautious. 

Although somewhat repetitious, this book is simply and 
clearly written. Some parts lack the freshness provided in other 
sections by clinical illustrations. While the author has furnished 
no final answers—nor could he—he has increased our aware- 
ness and furthered our debate of these important issues. The 
book offers an overview of the subject that might prove useful 
to students enrolled in courses on death and dying. 


RUSSELL Noyes, M.D. 
lowa City, lowa 


A Second Look at Life. Transplantation and Dialysis Patients: 
Their Own Stories, edited by Felix T. Rapaport, M.D. New 
York, N.Y., Grune & Stratton, 1973, 91 pp., $5.95. 


This book is the result of a symposium held in September 
1972 attended by kidney transplant and dialvsis patients from 
all over the United States. Some of the presentations given at 
this symposium were published as a journal issue of Trans- 
plantation Proceedings in June 1973. These have now been re- 
published in the form of this book. 

The major purpose of the book as indicated by its editor is to 
bring renewed hope, faith, and confidence to patients with kid- 
ney disease. Only as a secondary aim is it hoped that the book 
will be useful to professionals in providing insight into the so- 
cial, psychological, and ethical problems of this particular 
patient group. The book has three basic parts: 1) a series of 
three- to four-page testimonials from 15 patients, 2) another se- 
ries of short vignettes from 6 transplant donors, and 3) seven ar- 
ticles by professionals on the ethics, costs, and psychology of 
transplantation. 

In terms of its primary goal, which is one of public relations, 
the book vividly illustrates to potential patients, federal funders, 
and referring physicians that kidney transplantation can reha- 
bilitate patients and create many psychological rewards for 
patients and their families. Public health journals and referring 
physicians have criticized the use of public funds for the ex- 
pensive technology of transplantation, particularly on the 
grounds that these patients are not well rehabilitated and are 
psychological cripples. 

The testimonials in this book challenge the idea that kidney 
transplantation is a traumatic experiment rather than a viable 
therapy. The more prosaic statistics also challenge the criti- 
cisms: 72 percent of patients receiving kidneys from related 
donors have functioning grafts at the end of two years, as do 
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46 percent of patients receiving cadaver kidneys. Running 
through the stories is the theme of rebirth, of an exhilarating 
new life in which existence is more fully experienced after < 
close call with death and after a successful transplant. 

Many of the patients had received their transplants 4, 6. 
7, and in one case 13 years before the symposium. Further. 
more, the related donors generally regarded the experience as om 
highly positive one. Parents who had faced the decision of al- 
lowing their child to die or taking the risk of transplantation» 
and donation exulted in their active, healthy, growing children. 

In terms of educating the professional, this volume may be 
particularly useful for those with little experience with trans- 
plant patients. The case histories are typical of patients who 
have successful courses. The horrors of being ill with terminal 
kidney disease are described with more vividness than any out- 
sider could muster. For those professionals with more experi- 
ence with this type of patient, other sources might be more use- 
ful in outlining the psychiatric problems of the patients, their 
families, and the staff (e.g., the February 1971 issue of Seminars 
in Psychiatry, titled "Psychiatric Aspects of Organ Trans- 
plantation"). Particularly interesting in this book are the arti- 
cles by Douglas on the costs of transplantation, by Schreiner 
and Riteris on ethical considerations, and by Sadler on living 
unrelated donors. 

There are some biases in the book that should be noted. First, 
there is a definite bias toward transplantation as opposed to 
dialysis. Proponents of dialysis might take issue with this. Sec- 
ond, the stories seem to emphasize only the successful aspects of 
posttransplant life. It is true that transplantation is most fre- 
quently successful. However, for the minority of patients for 
whom transplantation is unsuccessful, stress can be extreme. 
Some of the ordinary "successful" patients have problems that 
are almost untouched in these stories, although they were dis- 
cussed at the symposium, e.g., the cushingoid ‘‘moonface,”’ sui- 
cidal thoughts, and the side effects of cataracts, acne, and bone 
decalcification. 

It is interesting that the following case history presented at 
the symposium is omitted from the book: a wife related the 
story of her husband's fourth transplant and his multiple com- 
plications, which included a cardiac arrest, a lung collapse, and 
a perforated abdomen. Also omitted is the careful documenta- 
tion of risks to the donor presented by Dr. John Bergen at the 
symposium and any discussion of donor ambivalence. 

In summary, this book makes excellent and interesting read- 
ing, particularly for those who are unaware of the successes of 
kidney transplantation and for those who are facing this ther- 
apy. The view presented is a real one, but somewhat biased in an 
optimistic direction. For the psychiatrist or social worker who 
wishes to help these patients, pretransplant stresses are more 
clearly depicted than posttransplant stresses. 


ROBERTA G. SIMMONS, PH.D. 
Minneapolis, Minn. 


The Mind Possessed: A Physiology of Possession, Mysticism 
and Faith Healing, by William Sargant. Philadelphia, Pa., J.B. 
Lippincott Co., 1974, 203 pp., $7.95. 


This most interesting book represents a continuation of Sar- 
gant’s earlier work, Battie for the Mind (1), offering further 
documentation of possession phenomena to support his theory 
of brainwashing. 

Sargant suggests that methods of thought reform, religious 
conversion, and psychotherapy all facilitate change by produc- 
Ing excessive cortical excitation, emotional exhaustion, and 
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states of reduced resistance, which, in turn, increase the 
patient’s chances of being converted to new points of view. Ac- 
cording to Sargant, such emotion-arousing activity, which is 
common in a variety of psychiatric settings as well as in the rit- 
ualistic practices typical of developed and developing societies, 
reduces resistance to change by freeing the individual from neu- 
rctic symptoms while introducing new ideals. 

sargant's methodical zeal to explore the phenomena of pos- 
session has taken him to the Sudan, Zambia, Nigeria, Da- 
homey, Brazil, Trinidad, Jamaica, Barbados, Haiti, and Appa- 
lachia. He has witnessed Zar possession, Macumba rites, 
voodoo, snake-handling cults, and revivalist sects. He recounts 
his experiences and observations with gusto in this book. 

The array of accounts is impressive. Equally impressive is 
Sargant’s effort to demonstrate the link between possession 
states and mesmerism, hypnosis, the effects of severe stress on 
the battlefield, sexual orgasm, and the use of drugs. Some may 
argue that the attempt to unify such dissimilar phenomena in 
terms of a single theory of nervous system excitation based on 
Pavlovian principles leaves little room for other theoretical con- 
siderations or for an examination of the subtle inter- 
relationships among particular ceremonies, cultural contexts, 
and personality patterns. However, Sargant's orientation serves 
a definite purpose in providing us with a clearly stated per- 
spective from which to examine such diverse phenomena. 

We need to learn more about the differences in electroen- 
cephalographic response patterns as well as the role of metabo- 
lism in facilitating entry into such unusual mental states. For 
example, Adolf Meyer has suggested that the drug rhythms in 
some native rituals may induce states of possession by produc- 
ing an auditory driving effect on the resting rhythms of the 
brain similar to the phenomenon of photic driving seen in pho- 
tic epilepsy. 

While Sargant neglects to consider the relationship between 
the common elements of possession phenomena and the social, 
cultural, and historical traditions in which they develop, he is to 
be commended for providing us with an impressive journalistic- 
scientific account in the tradition of many well-traveled English 
physicians. His book is most stimulating and—as always with 
Dr. Sargant—most provocative. 


REFERENCE 


l. Sargant W: Battle for the Mind: A Physiology of Conversion and 
Brainwashing. London, William Heinemann, 1957 


ARI Kiev, M.D. 
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Problem Drinking Among American Men. Monographs of the 
Rutgers Center of Alcohol Studies 7, by Don Cahalan and 
Robin Room. New Brunswick, N.J., Rutgers Center of Alcohol 
Studies, 1974, 258 pp., $12.50. 


Problem Drinkers Seeking Treatment. Monographs of the Rut- 
gers Center of Alcohol Studies 8, by Eileen M. Corrigan. New 
Brunswick, N.J., Rutgers Center of Alcohol Studies, 1974, 79 
pp.. $6.00. 


These monographs are part of a series of 10 published by the 
Rutgers Center of Alcohol Studies. Other monographs in the 
series include Alcohol and the Jews, Alcohol in Italian Culture, 
Drinking Among Teen-Agers, and The African Beer Gardens 
of Bulawayo. 

The subjects of Problem Drinking Among American Men 
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are men aged 21 to 59 with drinking problems, drawn from two 
national surveys and from a community study in San Francisco. 
Cahalan and Room examine in detail the drinking habits of 
these men, the problems they experience as a result of drinking, 
and their socioeconomic characteristics. 

The purpose of the study is to get a better idea of the epide- 
miology of alcoholism in the United States in an effort to un- 
derstand, control, and perhaps prevent problem drinking in our 
society. The study itself is statistically involved and difficult to 
follow because of the complex variables that have to be consid- 
ered in any analysis of drinking patterns. 

The findings are what might be expected. In general, the men 
surveyed usually had more than one problem caused by their 
drinking. These problems ranged in increasing frequency and 
severity from troubles with the police, belligerency with others, 
job and financial problems, health problems, and quarrels with 
their wives to psychological dependency. Tangible con- 
sequences and problems related to heavy drinking occurred 
most often in the younger men, the poor, the ethnically dis- 
advantaged, those with unstable work and marital records, and 
those exposed to heavy social drinking. It is not made clear 
whether these factors are causes or effects of heavy drinking. 

The early life histories of these men indicate an unstable 
home environment, an alcoholic father, youthful acting out or 
impulsivity, alienation, and lack of ego resiliency during child- 
hood. 

Environmental factors associated with alcoholism are ex- 
posure to heavy social drinking, a rural background (especially 
from temperance-minded and "dry" communities), and a dis- 
advantaged background. 

Cahalan and Room do not come to any firm conclusions, 
but they do suggest further studies to determine more precise- 
ly the etiology of alcoholism, especially from the cultural 
standpoint. The important finding of this extensive study is that 
more attention should be given to the younger group of heavy- 
drinking American men. This group is the major progenitor 
of future alcoholism. 

The eighth monograph in the Rutgers series, Problem Drink- 
ers Seeking Treatment, is a unique and important contribution. 
Corrigan reports what happens to alcoholics who telephone, or 
have others telephone, an information or referral service for 
help. Three hundred such calls to the Information Bureau of the 
Community Council of Greater New York were followed up. 

The findings show that this information and referral service 
does in fact perform a real service. Of the total number of call- 
ers, 54 percent of those for whom someone else called reached 
treatment, compared with 68 percent of those who made the 
call themselves. This suggests that alcoholics should be encour- 
aged to initiate inquiries themselves. 

Learning of the service through physicians, hospitals, or so- 
cial agencies resulted in greater use of the resource. Subway, 
newspaper, and telephone-book notices were next in effec- 
tiveness and radio and television spots were least effective. 
More clients reached treatment when the referral center ac- 
tively helped to arrange appointments. More than half of the 
clients who contacted the bureau got into and remained in treat- 
ment for at least 45 days. 

Unfortunately, the treatment received by these clients often 
left much to be desired. The main treatment resources were gen- 
eral hospitals where the attention given alcoholics was often 
perfunctory and little effort was given to aftercare. About one- 
half of the clients referred to hospitals dropped out soon after 
the initial hospital contact. 

Corrigan stresses the need for better alcoholism treatment 
programs in hospitals if the efforts of referral agencies are not 
to be wasted and the motivation of clients dissipated. She urges 


referral sources to become more active in evaluating and up- 
grading treatment facilities in the community. Better treatment 
should be provided for those alcoholics seeking help. 


FREDERICK LEMERE, M.D. 
Seattle, Wash. 


Comparative Psychiatry: A Theoretical Framework, by P.M. 
Yap, edited by M.P. Lau and A.B. Stokes. Buffalo, N.Y., Uni- 
versity of Toronto Press, 1974, 110 pp., $10.00. 


Pow Meng Yap, one of the pioneers in Oriental cultural psy- 
chiatry, left his position at the University of Hong Kong in June 
1971 to take up the newly created Chair of Transcultural Psy- 
chiatry at the University of Toronto. He died suddenly in No- 
vember 1971. 

This work, which has been edited and revised by two of his 
colleagues in Toronto, is a presentation of the knowledge Yap 
had accumulated over many years as well as a memento to his 
lifelong dedication to Far Eastern psychiatry. The book is titled 
Comparative Psychiatry, in contrast to "comparative psychiat- 
ric sociology." Yap defines the former as “that branch of trans- 
cultural psychiatry which is concerned mainly with clinical pre- 
sentation [of mental illness] in different cultural settings." 

The book is an attempt to establish a theoretical framework 
within which all the facts that we possess about mental disorder 
anywhere in the world can be encompassed and interrelated. By 
studying similarities and differences in the comparative phe- 
nomenology of ilInesses transculturally, Yap sought to discover 
universal regularities of form and process. He aimed at under- 
standing biopsychological and sociocultural variables in psychi- 
atric illness. His wide approach encompasses such issues as the 
harmony of biological and sociological viewpoints, the differ- 
entiation of illness from deviancy, the problems of the sick role, 
communal belief, and the relating of brain to mind and thence 
to social gestalt. To attain these objectives he tries in this book 
to synthesize ideas drawn from such fields as psychoanalysis, 
general systems theory, neural theories, learning theory, eth- 
ology, role theory, and folk customs. 

Yap's conclusions may be summarized as follows: 1) abnor- 
mal functioning is one extreme of a continuum of behavior 
grading into the normal at the other extreme; 2) a pattern of be- 
havior must be regarded as abnormal even if it is manifested or 
supported by a large subgroup of a community; 3) there is a ba- 
sic commonality in the mental diseases found in different cul- 
tural settings; and 4) judgment should be drawn from one of two 
levels, biological or sociopsychological, depending on which is 
more meaningful. 

Chapter 8, “Nosological Aspects of the Culture-Bound Syn- 
dromes," introduces a practical note. Such disorders as koro, 
susto, latah, and amok are dealt with. Yap offers a classification 
of these syndromes. While they may manifest themselves in a 
highly stereotyped form when acute, their symptomatology 
may change with changes in society, its mores, and Zeitgeist. 
“Thus,” he states, “the study of comparative psychiatry as an 
asynchronic discipline leads us theoretically to problems of his- 
torical change." He believed that treatment of these syndromes 
consists of shared sentiments and customary patterns of action, 
which are intimately bound up with the structure and content of 
the illness treated. 

Y ap's book is rich in content but heavy in style. It is instruc- 
tive, interesting, and stimulating. It shows its author's erudition. 
However, Yap's very wide approach inevitably results in mis- 
representation in some areas and oversimplification in others. 
Had he lived longer, Yap might have revised some of his formu- 
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lations. He states in the preface, “This monograph is more an 
essay than a fully argued scientific treatise, but the subject de- 
mands a synthetic, many-disciplined approach which at times 
may appear superficial if not idiosyncratic to the specialist in a 
particular field." | 


E.D. WittKower, M.D. 
Montreal, Que., Canada 


i 


The Arctic Hysterias of the North Alaskan Eskimo, by Edward 
F. Foulks. Washington, D.C., American Anthropological Asso- 
ciation, 1972, 159 pp., $6.00; $3.00 (paper). 

"Arctic hysteria," which is presumably an exotic form of 
mental illness, was reported by some of the early explorers and 
ethnographers of Canada, Alaska, and northern Greenland. In 
the field of cross-cultural psychiatry it has come to be thought 
of as a culture-specific mental] illness. This means it has been 
put forth as a unique pattern of behavior understandable only in 
terms of Eskimo culture. Interest in this phenomenon has been 
heightened by the fact that the Museum of Natural History, 
Washington, D.C., exhibits a collection of pictures from Perry's 
1907 expedition that show an Eskimo woman going through an 
episode involving her mimicking local animals, falling into a 
convulsion, and demonstrating carpopedal spasms, body trem- 
bling, and exhaustion. 

Although a number of people have tried to determine the pat- 
tern and prevalence of Arctic hysteria from the existing data 
and have developed theories to account for it, the effort re- 
ported in this new book is, as far as I know, the only all-out 
search for the phenomenon in contemporary Eskimo society. 
The author is a psychiatrist; this volume is the end product of 
his further training as an anthropologist. His goal was to test 
the hypothesis that Arctic hysteria can best be understood from 
an interdisciplinary perspective. The search and the goal could 
hardly be more laudable, but I suspect that the value of the en- 
deavor is mainly unintended. 

The search revealed that the Arctic hysterias are rare (10 
cases were found among the 11,000 Innuit Eskimos of northern 
Alaska). The few people said to suffer from the disorder were 
exceedingly heterogeneous: “Several subjects had epilepsy; sev- 
eral were diagnosed as schizophrenic; most had low normal se- 
rum calcium levels; and one had hypomagnesemia and possible 
alcoholism" (p. 117). i 

The fact that arctic hysterias are uncommon, ill-defined, and 
mixed up with other things raises doubt about the utility of tak- 
ing up the elaborate and, to my mind, questionable and unsup- 
ported set of hypotheses that form the major portion of the 
book. The theory is that Arctic hysteria results from the inter- 
linking of environmental, physiological, psychological, and cul- 
tural factors. 

The bioenvironmental mechanisms concern irregularity of 
light and dark periods and of the natural food resources of the 
Arctic. These are thought to contribute to abnormalities of cal- 
cium metabolism that in turn predispose to the periodic altera- 
tion of consciousness seen in Arctic hysteria. The psycho- 
cultural mechanisms include the Eskimo traditions, which 
involve models of seizure behavior on the part of shaman medi- 
cine men and the cultural use of ridicule as a means of social 
control, producing shame rather than guilt. It is suggested that 
if guilt were the characteristic response to negative sanction, 
one would find a high prevalence of depression. The Eskimo 
emphasis on shame, however, is conducive to periodic outlets 
in the conversion-type behavior of Arctic hysteria. 

The flaws in this theory, as well as the faults in research de- 
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sign, measurement, and interpretation, are legion. The exposi- 
tion of the theory is the intended purpose of the study and in 
this respect I believe the effort is largely a failure. I will mention 
three points. 

First, the theory is so complex that it could not possibly be 
credited or discredited in the light of the very small sample of 
people found to have Arctic hysteria. 

Second, some of the assumptions are neither self-evident nor 
evidenced in the usual sense of scientific demonstration. It is as- 
serted, for example, that ridicule is the primary means of social 
control used by Eskimos. It is further asserted that the use of 
ridicule produces a psychological state called shame. The 
shame-guilt theme is popular in cross-cultural psychiatry, but I 
find no convincing evidence for it here or elsewhere. It would be 
helpful if attempts were made to clarify and measure these phe- 
nomena in different cultures and to count and compare the dis- 
tributions. Until that is accomplished, the ethnographic state- 
ment that one culture is shame-ridden and another guilt-ridden 
seems to lead to a "standardization of error." 

A third weakness of the book is the juxtaposition of highly re- 
fined, measured variables such as serum calcium levels and to- 
tally unmeasured variables such as degree of exposure to sha- 
manism. The presumption seems to be that some indication of 
the influence of the latter as a model could be derived. 

Probably the most important unintended value of this book is 
the chapter on the current use of mental hospitals among the 
population studied. It clearly indicates that alcoholism and de- 
pression are the most common and serious mental health prob- 
lems that beset Eskimos. The hidden message 1s that scholars 
and practitioners should turn their attention to these and let the 
obscure hysterias be laid to rest with the publication of this vol- 
ume. 


JANE M. MURPHY, PH.D. 
Boston, Mass. 


Drug Abuse in Industry: Growing Corporate Dilemma, edited by 
Jordan M. Scher, M.D. Springfield, Ii., Charles C Thomas, 
1973, 303 pp., $11.95. 


This uneven collection of presentations is valuable principally 
because it illustrates the heightened interest of employers and 
professionals in the work adjustment of people who have prob- 
lems of drug abuse. There has been a spate of monographs and 
»apers on the subject in the past five years. Drug Abuse in In- 
dustry is illustrative of the genre of many recent books. 

The volume is organized into seven parts. Following four in- 
iroductory chapters, parts 2 and 3 focus on the impact of the 
drug abuser in a work setting. Part 4 is concerned with law and 
drug abuse, part 5 with rehabilitation, part 6 with the alcoholic, 
and part 7 with “special problems." 

One finds a wide range of attitudes, from expressions of pride 
that pharmaceutical manufacturers have long had a policy not 
to hire any applicant with any record of drug abuse or suspected 
drug abuse to expressions of sympathetic support of vocational 
rehabilitation for those in treatment programs. These papers 
generally appear to be addressed to the employer. 

It is unfortunate that many chapters reflect sterectypical and 
generally unscientific points of view as well as efforts to frighten 
the reader into taking some form of action in his company or 
institution. Most of the action suggested, however, 1s geared to- 
ward excluding the drug abuser from successful work. 

The book is curiously unfocused; the chapters are not in- 
tegrated into a cohesive whole. There are drum-beating state- 
ments such as “Each addict steals fifty to one hundred fifty 
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thousand dollars worth of merchandise, equipment, or funds 
each year from business and industry." One may also find spe- 
cific experiences of employers such as the Metropolitan Life In- 
surance Co., the American Telephone and Telegraph Co., and 
the Lockheed Aircraft Corp. that suggest otherwise. There is an 
excellent summary by Stephen Levy on the work experiences of 
heroin addicts and by Charles Winick on treatment priorities. 

Although not mentioned in the book, the experience of many 
employers in the larger metropolitan areas is that the disruptive 
effect of narcotic addicts is on the wane. Since 1972, fewer and 
fewer new cases have come to the attention of the medical de- 
partments of work organizations. This note of optimism is no- 
where seen in these pages. 


ALAN A. MCLEAN, M.D. 
New York, N.Y. 


Uppers and Downers, edited by David E. Smith, M.D., and 
Donald R. Wesson, M.D. Englewood Cliffs, NJ., Prentice- 
Hall, 1974, 151 pp., $2.45 (paper). 


This is a somewhat exasperating book. It is a collection of 11 
papers of varying excellence and, as stated in the introductory 
chapter, of diverse and even conflicting views. Most of the pa- 
pers were originally published in the Journal of Psychedelic 
Drugs and, at times, they are quite repetitive and redundant. 

It is also difficult to guess for what readership the book is in- 
tended. Some sections are highly technical and scholarly; others 
are frankly political and certainly not intended exclusively for a 
physician audience. If it is intended for a nonprofessional read- 
ership, much of the content is too technical, e.g., the discus- 
sion of the pharmacology of amphetamines and barbiturates. 
However, one would have to assume from the title that it 
was intended for nonprofessional or paraprofessional mental 
health workers who deal with the problems of drug abuse. The 
inclusion of a glossary of drug terms strengthens this impres- 
sion. 

The foreword sets forth the purpose and philosophy of the 
book. I am in full accord with both. The heroin problem has 
certainly been exaggerated, the alcohol problem has been vastly 
underrated, and the growing and serious problems of the seda- 
tive and stimulant drugs have been largely ignored by the medi- 
cal profession and the pharmaceutical industry. The writers in 
this book set forth their own theories as to why this is so. They 
argue that political and economic factors are paramount, cast- 
ing little credit on the pharmaceutical establishment, the state 
and federal bureaucracies, the AMA, and APA. The authors 
are right in feeling that something ought to be done, but their 
proposals are somewhat simplistic and tend to be naive. 

The two editors and several of their collaborators have been 
active in the Haight-Ashbury Free Medical Clinic in San Fran- 
cisco. They have observed at close range many of the clinical 
phenomena they describe so vividly in this book. One of the best 
chapters is on cocaine; it includes a discussion of Freud's expe- 
rience with the drug. Another good article concerns the medi- 
cal-legal view of amphetamines, written by John C. Kramer and 
Robert G. Penco. An interesting chapter is by Mike Gravel, 
U.S. Senator from Alaska, who mounts a rather aggressive at- 
tack on the AMA and physicians in general for their apparent 
indifference to what he considers the unethical action on the 
part of the pharmaceutical industry in promoting drugs that can 
be abused. 

The final chapter is a typical essay by Thomas S. Szasz. He 
takes the position that an adult should be free to use any sort of 
drug or medication on himself as he sees fit. Dr. Szasz is a most 


engaging debater. One ends up almost convinced that he be- 
lieves what he says. This chapter is certainly out of place with 
the other chapters in the book, which are concerned with meth- 
ods for preventing the abuse of drugs. In them we read time and 
again that the example of adults is one of the primary mecha- 
nisms by which the problem spreads into the juvenile popu- 
lation. Yet Szasz says let the adults do i: but do not permit the 
children to do so. I, for one, must assume that he knows better 
than that. 

This is a short book and has much in it to be commended. 
For the price and the time that it takes to read it, it is worth- 
while. One is reminded that in an earlier time another Smith 
and Wesson helped "clean up the West” and bring order out of 
chaos. Perhaps this Smith and Wesson can help bring some or- 
der out of the present chaos of the drug problem. 


GRANVILLE L. Jones, M.D. 
Summit, NJ. 


Life History Research in Psychopathology, vol. 2, edited by 
Merrill Roff, Lee N. Robins, and Max Pollack. Minneapolis, 
Minn., University of Minnesota Press, 1972, 280 pp., $10.00. 


This book is an edited collection of 17 papers given at the 
third and fourth annual conferences of the newly formed multi- 
disciplinary Society for Life History Research in Psycho- 
pathology. The book compiles progress reports on large-scale 
research programs collected into five sections pertaining to 
childhood, juvenile delinquency, the family, adulthood, and spe- 
cific methodologies. The common threads are reliance on longi- 
tudinal study, study of congenital and environmental inter- 
actions, and careful definition of psychopathology. 

The clinical populations studied cover much of the domain of 
psychopathology: addictions, affective disorders, alcoholism, 
behavioral problems in children, delinquency, psychopathic per- 
sonalities, psychosomatic problems, schizophrenia, problems of 
the socially disadvantaged, and suicide risk are considered in re- 
search involving large numbers of subjects. 

The authors of each article have clinical experience com- 
mensurate with their research sophistication. However, these 
clinical concerns are more fully revealed in the discussion sec- 
tions appended to each chapter than in the formal papers. Many 
of the chapters include brief case histories to illustrate concepts; 
these are helpful in a book constructed around methodological 
advances and reports of findings. 

New ways of approaching investigation and new thoughts 
about old concepts are presented throughout the book. Some 
widely held beliefs are discredited or questioned. Vaillant and 
McArthur question the value of the concept of "organ weak- 
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ness" in psychosomatic illness. Munoz, his coworkers, and his 
discussants advocate dropping from usage the term “simple 
schizophrenia.” The Dohrenwends find that cases of hardship 
among those accorded lower socioeconomic status are not best 
attributed to environmental stresses but tc the personal style of 
"losers." Roff also focuses on class; he finds that rebellion 
against status deprivation is not an adequate account of delin- 
quency among boys in the lower socioeconomic class. 

A most satisfying set of papers indicates better outcomes 
than one might ordinarily expect for difficult populations, e.g., 
a paper on untreated juvenile delinquents by Roff, on narcotic 
addicts by O'Donnell, on alcoholics by Knupfer, and on chil- 
dren with a variety of behavioral oroblems by Chess and 
Thomas. This set of papers offers pleasant surprises to the stale 
impression that we fight a losing battle witn these populations. 

Methodological advances are reported throughout the book 
as well as in the separate section on procedures. Of particular 
interest is Robins’ study, in which actuarial procedures were 
employed to estimate the causal influence—as opposed to the 
mere association—of one life event on another. Equally impres- 
sive are the advances made with the mental health case register 
described by Babigian. New assessment techniques for predic- 
tion of delinquency are described by Wirt and associates and a 
set of interview questions sensitive to suicide intentions is re- 
ported by Hudgens and his colleagues. 

. The appeal of this volume is increased by succinct historical 
reviews in several chapters. Garmezy's introduction discusses 
the various models of study used to consider etiology. He sets 
the stage for an appreciation of the old and new climates that 
make the first few years of these life history societies exciting. 
The reflections of Schulsinger on the history of the concept of 
psychopathy and those of Stott on the nature-nurture issue 
complement Garmezy's paper. 

These authors agree that the climate from which we come is 
decidedly environmentalistic. Heavy emphasis is also placed on 
congenital influences to offset the old orientation, with the goal 
of a synthesis. Some of the papers offer splendid demonstra- 
tions of genetic influences, e.g., Schulsinger's study of psycho- 
paths, which used adoptive controls, and Schuckit and asso- 
clates’ research on alcoholism, which used half-sibling controls. 
Cadoret helps tighten the case for a unipolar and bipolar dis- 
tinction in depression and offers fresh evidence for a genetic ex- 
planation. 

The papers in this volume are exciting references worth the 
time of the practitioner or researcher involved with the psycho- 
pathological populations considered here. The book can be 
safely recommended. 


RICHARD A. STEFFY, PH.D. 
Waterloo, Ont., Canada 
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Amicus Curiae Brief in the Donaldson Case 


The amicus curiae brief of the American Psychiatric Association is published here both to emphasize a momentous historical event 

in psychiatry and to share with the membership the substantive thinking that went into APA participation. This brief asked the 
Supreme Court of the United States to rule on the right to treatment of the mentally ill and the legal responsibility of psychiatrists as 
to that right. The Supreme Court has agreed to accept the case; this marks the first time in the history of the United States that its 
highest tribunal has considered the rights of the noncriminal mentally ill. It will also be tne first instance that the court will be 
considering the rights and duties of the psychiatrists who attend those patients. The APA brief asks the court to do justice to both 
patients and physicians.* . | 


ALAN A. STONE, CHAIRMAN 
APA COMMISSION ON JUDICIAL ACTION 


*The preparation of this brief was complicated by the fact that in recent 
years APA has been reluctant to promulgate minimum doctor-patient 
ratios and other minimum personnel standards. One of the reasons for 
this reluctance has been the experience that minimal standards are all 
too often in legislative application converted to maximums. The brief 
therefore cites the last available official APA position, which has also 
been applied in other recent judicial determinations. 
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Supreme Court of the United States 


No. 74-8 


J. B. O'CONNOR, M.D., Petitioner, 
V. 


KENNETH DONALDSON, Respondent. 





Brief of American Psychiatric Association as 
Amicus Curiae in Support of the Grant of Certiorari 


se  tá—— 
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INTEREST OF AMICUS CURIAE 


The American Psychiatric Association (A.P.A.), 
founded in 1844, is the nation’s largest organization of 
qualified doctors of medicine who specialize in psychia- 
try. Almost 20,000 of the nation’s approximately 25,000 


psychiatrists are members of the Association. The A.P.A- 


has participated as an amicus curiae numerous times in 
cases throughout the country involving mental health is- 
sues. 


Amicus believes this case to be of historic importance 
to the future of mental health care in the nation’s public 
mental institutions. The landmark ruling below that there 
is a constitutional right to treatment, and the difficult 
question of how to enforce that right, are of immense 
concern to members of the A.P.A. and to their patients. 
A grant of certiorari here is essential in order to clarify 
presently conflicting interpretations of the rights and 
duties of mental patients and their psychiatrists. 


CONSENT OF THE PARTIES 


Amicus is filing this Brief with the consent of both par- 
ties, whose letters of consent have been filed with the 
Clerk. 


ARGUMENT 


The opinion below decides two questions that are fun- 
damental to the future course of mental health care in 
this country. First, does the involuntarily committed 
patient at a state mental institution have a constitutional 
right to a level of treatment reasonably calculated to im- 
prove his or her mental condition? Second, assuming 
there is such a right, who should be responsible for pro- 
viding the remedy when an institution has inadequate re- 
sources to provide that level of treatment? 


The court below answered the first question by holding 
that there is a constitutional right to an adequate level of 
treatment, and that Respondent Kenneth Donaldson did 
not receive this minimum level of care. Amicus A.P.A. 
wholeheartedly supports the Court of Appeals decision 
on this issue. Indeed, as we will discuss in Part I, below, 
Amicus believes that the importance of this principle and 
the conflicts between the states as to its enforcement re- 
quire a grant of certiorari here. An affirmance of the deci- 
sion below on this point could provide invaluable guid- 
ance to the lower courts and to responsible state agencies 
by clarifying the contours of this new right to treatment. 


Regarding the second major question—the proper 
remedy for violation of this new right —A micus believes 
the court below committed a serious error. As we will dis- 
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cuss in Part II, below, the Court of Appeals has held that 
the psychiatrist who chooses to work for a woefully un- 
derstaffed state mental institution can be held personally 
liable when a patient receives insufficient treatment, even 
though the institution has such inadequate resources that 
it would be impossible for its doctors to provide adequate 
care to all their patients. This ruling conflicts with numer- 
ous decisions from other courts holding that state offi- 
cials are not liable personally for damages when in good 
faith they have been unable to comply with a newly de- 
clared constitutional right. Moreover, holding the doctor 
rather than the institution liable for damages will almost 
certainly deter psychiatrists from working at the institu- 
tions where they are most needed—those where the cur- 
rent level of treatment is the most inadequate. This Court 
should grant certiorari so that this ruling does not negate 
much of the potential for good inherent in the lower 
court's holding on the right-to-treatment issue. 


I. THIS COURT SHOULD GRANT CERTIORARI 
HERE TO AFFIRM THE CONSTITUTIONAL 
RIGHT TO TREATMENT. 


The present case starkly reveals the overwhelming 
shame and challenge of this nation's mental health care 
system. The deplorable conditions shown to exist at Flor- 
ida State Hospital at Chattahoochee (“Chattahoochee”) 
are all too common in many jurisdictions throughout the 
country. Legislatures and officials in numerous states 
routinely deny mental hospitals the resources needed to 
treat their involuntarily committed residents like 
patients, rather than like prisoners. This Court should 
grant certiorari so that all such institutions (and the legis- 
latures that support them) will understand their legal 
duties and begin providing at least the basic minimum 
level of care that the Fifth Circuit has recognized is a 
constitutional requirement. 


During Mr. Donaldson's fourteen-year confinement, 
the ratio of patients per staff psychiatrist ranged from 
560-1 all the way up to [000-1. Petition for Certiorari, at 
6. After performing other medical and administrative 
duties, the average hospital staff psychiatrist is able to de- 
vote only 47% of his or her time to direct patient care.' 
Thus, if each doctor spent an equal amount of time with 
each patient, as little as one or two minutes per week 
would have been available for psychiatric "treatment" of 
each patient at Chattahoochee. Meaningful psychiatric 
care was not, and cannot be, provided under such circum- 
stances. 


! JOINT INFORMATION SERVICE, AMERICAN PSYCHIATRIC 
ASS'N & NAT'L ASS'N FOR MENTAL HEALTH, ELEVEN ÍNDICES 
14 (1971). 
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The American Psychiatric Association has promul- 
gated standards for the minimum level of staffing neces- 
sary for a public mental hospital to provide even the low- 
est level of acceptable care.* These are truly minimun 
standards, since they "represent a compromise between 
what was thought to be adequate and what it was thought 
had some possibility of being realized." Solomon, The 
American Psychiatric Association in Relation to Ameri- 
can Psychiatry, 115 AM. J. PSYCHIAT. 1, 7 (1958). Yet 
even these minimal standards, which have been accepted 
as guideposts by the courts, see Rouse v. Cameron, 373 
F.2d 451, 457-58 & n.33 (D.C. Cir. 1966); see also Wyatt 
v. Stickney, 344 F. Supp. 373, 383 (M.D. Ala. 1972), ap- 
peal docketed sub nom. Wyatt v. Aderholt, No. 72-2634 
(Sth Cir., Aug. 1, 1972), demonstrate that Chattahoochee 
needed a vastly larger number of doctors than it actually 
had in order to provide adequate treatment to its resident 
population. The A.P.A. standards allow no more than 
thirty acutely ill patients, or 150 chronically ill patients, 
per full-time psychiatrist. Thus, while each psychiatrist at 
Chattahoochee averaged 750 patients, of whom 350 were 
acutely ill,? minimum staffing standards demanded six- 
teen full-time psychiatrists in order to treat those 
patients. 


The necessity for a grant of certiorari here to affirm 
mental patients’ constitutional right to treatment arises 
from the fact that state mental hospital overcrowding 
and understaffing are common today far beyond the con- 
fines of Chattahoochee or the Fifth Circuit. “In many of 
our hospitals about the best that can be done is to give a 
physical examination and make a mental note on each 
patient once a year, and often there is not even enough 
staff to do this much.” Solomon, The American Psychi- 
atric Association in Relation to American Psychiatry, 
115 AM. J. Psycutat. 1, 7 (1958). A comprehensive re- 
port in the early 1960’s suggested that no public mental 
hospital in the United States met minimum staffing re- 
quirements. U. S. SURGEON GENERAL's AD Hoc Como. 
ON PLANNING FOR MENTAL HEALTH FACILITIES, PLAN- 
NING OF FACILITIES FOR MENTAL HEALTH SERVICES 39 
(1961). Although there has been considerable improve- 
ment in recent years,* current studies continue to reveal 
many large mental hospitals with patient-doctor ratios of 
500-1 and even higher.’ 


? AMERICAN PSYCHIATRIC ASSOCIATION, STANDARDS FOR 
HOSPITALS AND CLINICS 61 (rev. ed. 1958). 


> These figures are roughly the midpoints of the data range 
during the fourteen-year period for each category. See Petition 
for Certiorari, at 6-7. 


+See NATL INST. MENTAL HEALTH, STAFFING OF MENTAL 
HEALTH FACILITIES, UNITED STATES, 1972, at 7-9 (DHEW 
Pub. No. ADM 74-28, 1974). 
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When institutional resources are so low, hospitals be- 
come indistinguishable from prisons. Patient "care" is 
little more than custody, and the treatment rationale for 
involuntary commitment becomes a cruel hoax. Like 
Kenneth Donaldson, there are many thousands of people 
throughout the country who, although suffering from se- 
rious mental illness, have committed no crimes and 
shown no obvious signs of dangerousness to others, see 
493 F.2d at 517, but whom society has forced into mental 
institutions to receive treatment for their own good. This 
"parens patriae" rationale rings hollow, indeed, when 
"treatment" turns into neglect. 


The court below was the first federal court of appeals 
to rule that involuntarily committed mental patients have 
a constitutional right to treatment. See 493 F.2d at 519 & 
n.9. A few courts have rejected the existence of such a 
right. See, e.g., People ex rel. Anonymous v. La Burt, 14 
App. Div. 2d 560, 218 N.Y.S. 2d 738 (1961), appeal dis- 
missed and cert. denied, 369 U.S. 428 (1962). More com- 
monly, however, state officials simply assume that no 
such right exists when they make their staffing and re- 
source decisions, and mental patients fail to bring any ju- 
dicial action to challenge those decisions. This Court has 
already noted how infrequently mental patients litigate 
the states’ powers in this area. Jackson v. Indiana, 406 
U.S. 715, 737 (1972). Thus, because of the condition of 
the people whose rights are affected, conflicts between 
different states’ policies and constitutional inter- 
pretations regarding the right to treatment do not neces- 
sarily result in a conflict between circuit court decisions. 
Nevertheless, the conflict is very real and very crucial to 
the citizens in many jurisdictions outside the Fifth Circuit 
who are being confined without constitutionally adequate 
treatment. 


This Court should grant certiorari to resolve those con- 
flicting state practices by affirming that there is a consti- 
tutional right to treatment. 


* While the nationwide average patient-psychiatrist ratio in 
state mental hospitals is now down to approximately 70-1, 
county mental hospitals still average 500 patients per psychia- 
trist. d. at 53. The range between the highest and lowest state- 
wide patient-psychiatrist ratio (counting all of each state's pub- 
lic mental hospitals) is a staggering 14,300%, the worst state 
having 143 times more patients per doctor than the best state. 
Compare NAT'L INST. MENTAL HEALTH, STATISTICAL NOTE 
109, STAFFING OF STATE AND COUNTY HOSPITALS, UNITED 
STATES, 1973, at Table | (Aug., 1974) (Alabama), with id. at 
Table | (Colorado). Reports of individual mental hospitals with 
a thousand or more patients per psychiatrist are ‘‘well known." 
Hearings on the Constitutional Rights of the Mentally Ill Be- 
fore the Subcomm. on Constitutional Rights of the Senate 
Comm. on the Judic., 9|st Cong., Ist & 2d Sess. 30, 51 (1969- 
70). 
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Il. THE LOWER COURT'S STANDARD FOR PER- 
SONAL LIABILITY CONFLICTS WITH THE 
PRINCIPLE OF PIERSON v. RAY AND WILL 
HAMPER ENFORCEMENT OF PATIENTS’ 
RIGHT TO TREATMENT. 


After concluding that there ts a constitutional right to 
treatment, the Court of Appeals faced the equally impor- 
tant issue of determining the appropriate remedy for vio- 
lation of that right. On this issue Amicus believes the 
lower court seriously erred. The record shows that at 
Chattahoochee there were so few doctors that it was im- 
possible for them to provide adequate treatment to all 
their patients. See pp. 4-5, supra. Yet, the court held that 
those doctors who stay at the institution and try to treat 
the huge number of patients there can be liable personally 
for any damages the patients suffer from lack of treat- 
ment. This ruling is fundamentally unfair to the doctors 
and is contrary to the patients’ interest in obtaining more 
medical treatment. 


At least prior to this case, the law was well settled that 
a state official should not be held personally liable for a 
civil rights violation when he or she had tried in good 
faith to follow then-existing' constitutional principles, 
even if those principles later were overturned. As this 
Court held in Pierson v. Ray, 386 U.S. 547, 557 (1967), 
state officers are not "charged with predicting the future 
course of constitutional law." They "neither can nor 
should be expected to be seers in the crystal ball of consti- 
tutional doctrine." Westberry v. Fisher, 309 F. Supp. 12, 
17 (D. Me. 1970). 


In the instant case, a constitutional right to treatment 
was little more than a gleam in the eye of its most ardent 
proponent during Mr. Donaldson's confinement, which 
began in 1957. The article generally credited as the first 
even to suggest such a right appeared in 1960. Birnbaum, 
The Right to Treatment, 46 A.B.A.J. 499 (1960); see 493 
F.2d at 519-520 & nn.12, 14. Several courts during the 
1960's refused to recognize the existence of a constitu- 
tional right to treatment. See, e.g., People ex rel. Anony- 
mous v. La Burt, 14 App. Div. 2d 560, 218 N.Y.S.2d 728 
(1961), appeal dismissed and cert. denied, 369 U.S. 428 
(1962). Indeed, Mr. Donaldson himself brought several 
earlier right-to-treatment claims against Dr. O'Connor, 
and the courts consistently rejected these claims. See, 
e.g., Donaldson v. O'Connor, 234 So. 2d 114 (Fla. 1969), 
cert. denied, 400 U.S. 869 (1970). See also Donaldson v. 
O'Connor, 390 U.S. 971 (1968); Donaldson v. Florida, 
371 U.S. 806 (1962); In re Donaldson, 364 U.S. 808 
(1960). It was not until 1971, the year of Mr. Donaldson's 
release from Chattahoochee, that the first court held that 
there should be a constitutional right to treatment. Wyatt 
v. Stickney, 325 F.Supp. 781 (M.D. Ala. 1971), appeal 
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docketed sub nom. Wyatt v. Aderholt, No. 72-2634 (Sth 
Cir., Aug. 1, 1972). 


Under these circumstances it is unfair and contrary to 
the principle this Court stated in Pierson v. Ray to apply 
the right-to-treatment principle retroactively by holding 
Dr. O’Connor personally liable for damages. Other Cir- 
cuits have recognized the necessity of “providing con- 
scientious state officials with some protection against the 
cutting edge of a rapidly developing legal doctrine." Es- 
linger v. Thomas, 476 F.2d 225, 229 (Ath Cir. 1973). In 
Eslinger, plaintiff challenged the policy of the clerk of the 
South Carolina State Senate that women were ineligible 
to serve as senate pages. The Fourth Circuit held that in- 
junctive relief was proper, since the discriminatory policy 
ran afoul of current constitutional requirements of equal: 
protection. The court went on, however, to reverse the 
lower court's ruling that the clerk should be liable for 
damages. The court noted that the defendant's actions 
had taken place at a time when the law generally toler- 
ated sex-based classifications. Jd. at 230 & n.5. “Al- 
though the clerk may have acted with little sensitivity... 
he acted in the light of a long-standing, albeit vaguely de- 
fined, ‘custom’ .... He did no more, or less, than what 
had always been done." Id. at 229. The Fourth Circuit 
concluded that the defendant should not be liable for fail- 
ing to foresee a new constitutional principle. 7d.; accord, 
e.g., Skinner v. Spellman, 480 F.2d 539 (4th Cir. 1973) 
(no damages against official acting in "reasonable good 
faith reliance on what was standard operating proce- 
dure"; Clarke v. Cady, 358 F. Supp. 1156, 1163 (W.D. 
Wisc. 1973) (prison warden “immune from damages un- 
der $ 1983 when he reasonably relies upon the validity of 
a prison practice which has only subsequently been deter- 
mined to be unconstitutional"); Collins v, Schoonfield, 
363 F. Supp. 1152, 1156 (D. Md. 1973) (“it would con- 
travene basic notions of fundamental fairness if prison 
officials were held to be liable monetarily for acts which 
they could not reasonably have known were unlawful"). 


In the instant case, even if Dr. O'Connor had possessed 
the prescience to recognize Mr. Donaldson's constitu- 
tional right to adequate treatment, Amicus fails to see 
how Dr. O'Connor could have responded in a way that 
would have satisfied the court below. Petitioner had as 
many as sixteen times more patients than it was possible 
to treat properly under accepted professional standards. 
See pp. 4-5, supra. Moreover, Mr. Donaldson himself re- 
jected for religious reasons the medication therapy 
which is generally recognized as one of the most effective 


* See Winters v. Miller, 446 F.2d 65 (2d Cir.) cert. denied, 
404 U.S. 985 (1971) (involuntarily committed Christian Scien- 
tist has right to refuse medication treatment). See also Devel- 
opments in the Law—Civil Commitment of the Mentally Ill, 87 
Harv. L. Rev. 1190, 1350 (1974). 


Am J Psychiatry 132:1, January 1975 113 


t 
9 


OFFICIAL ACTIONS 


forms of treatment for his condition.’ Thus, the staff time 
and resources needed for adequate treatment of Mr. 
Donaldson simply were not available at Chattahoochee. 


It is no answer to say, as did the Court of Appeals, that 
Dr. O'Connor should be personally liable because he did 
not devote as much time to Mr. Donaldson as did Dr. 
Hanenson, another one of Mr. Donaldson's attending 
physicians. See 493 F.2d at 518.* When only one or two 
minutes per week is available to “treat” each patient, see 
p. 4, supra, a doctor must either devote insufficient time 
to all patients, or give extra time to some at the expense 
of many others. The record shows that Dr. Hanenson de- 
cided to give a disproportionately large amount of his 
time to Mr. Donaldson— more time than any doctor at 
Chattahoochee possibly could devote to each of the 560- 
1000 persons for whom he or she was responsible. Under 
the Court of Appeals ruling, however, the extra attention 
a doctor gives to one patient can become the standard 
which every doctor in that institution must meet for every 
patient. [nevitably, to comply with such a rule doctors 
must provide identical amounts of time to each patient, 
regardless of levels of need. This “lowest common de- 
nominator" approach substitutes a mathematical rule for 
medical judgment. It ignores the harsh reality that even 
the sharpest knife cannot cut a small pie into enough 
servings to sustain 1000 starving people. The fact is that 
no matter how each doctor at Chattahoochee chose to di- 
vide it, his total time for patient care was just too small to 
go around. 


It is an unspeakable tragedy when a mentally ill person 
is crowded into a facility like Chattahoochee, given little 
or no medical treatment, and allowed to remain there for 
vears on end. Amicus believes strongly that such condi- 
tions violate the patient's constitutional right to treat- 
ment. The responsibility for a remedy, however, must lie 
with those who have the power to correct these condi- 
tions.” 


The courts can find effective remedies for these prob- 
lems by focusing on the institutional setting and re- 
sources available for treatment. In Wyatt v. Stickney, 
325 F. Supp. 781 (M.D. Ala. 1971), on submission of pro- 


? See, e.g., Hollister, Choice of Antipsychotic Drugs, 127 AM. 
J. PSYCHIAT. 186, 188 (1970); VETERANS ADMINISTRATION, AN- 
TIPSYCHOTIC, ANTIANXIETY & ANTIDEPRESSANT DRUGS 3 
(MB-11, Sept. 15, 1966). 


* Although the lower court paid lip service to the propriety of 
allowing doctors a ‘‘good faith” defense in cases of this kind, 
see 493 F.2d at 527, it effectively eliminated such a defense by 
ignoring the evidence that insufficient resources at Chat- 
tahoochee made adequate treatment impossible. See pp. 4-5, 
supra. | 
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posed standards, 334 F. Supp. 1341, enforced, 344 F. 
Supp. 373, appeal docketed sub nom. Wyatt v. Aderholt, 
No. 72-2634 (5th Cir., Aug. 1, 1972), the court has used 
its equitable power to require state institutions to in- 
crease their staff-patient ratio to the level necessary to 
provide adequate care. See 344 F. Supp. at 387. The 
American Psychiatric Association is participating in the 
Wyatt case, supporting the right to treatment and urging 
the court to order a variety of needed institutional re- 
forms. See Motion of American Psychiatric Association 
for Leave to Participate as Amicus Curiae, Wyatt v. 
Aderholt, No. 72-2634 (5th Cir., filed Dec. 4, 1972). The 
other right-to-treatment cases relied upon by the court 
below similarly focus on institutional reforms and in- 
junctive relief. See Welsch v. Likins, 373 F. Supp. 487 (D. 
Minn. 1974); Stachulak v. Coughlin, 364 F. Supp. 686 
(N.D. Ill. 1973). See also Rouse v. Cameron, 373 F.2d 
45], 458-59 (D.C. Cir. 1966) (institution must release 
patient receiving inadequate treatment). When a state in- 
stitution fails to meet these minimum standards identi- 
fied by the courts, a damage action should lie against the 
responsible state agency.'? See Whitree v. State, 56 Misc. 
2d 693, 290 N.Y.S. 2d 486 (Ct. Cl. 1968) ($300,000 award 
against state for improper custodial confinement of men- 
tal patient). Indeed, such actions may be the most effec- 
tive method to loosen the legislatures’ pursestrings, so 
that sufficient resources do become available. See 82 
Harv. L. Rev. 1771, 1776-77 (1969). 


Instead of such institutional remedies, the Fifth Circuit 
has held that the doctor who works on the staff of an 
overcrowded hospital is personally liable for damages to 
patients he or she is unable to treat. This decision has 
frightening implications for the very patients whose right 
to treatment the court was seeking to protect. Unless this 
Court grants certiorari it would be foolish for qualified 
doctors to continue working at Chattahoochee or the 
many other institutions that are similarly understaffed. 
Rather than stay in a system where their best efforts 
could not eliminate constant exposure to large damage 
awards, doctors will seek positions in private practice, or 
at the better-staffed institutions. Rather than increasing 


? Supporters of the right to treatment generally recognize 
that the understaffing and lack of physical facilities that plague 
our state mental institutions are not the fault of the psychia- 
trists or others who work there. “Our society should be grateful 
to, rather than adversely critical of, the personnel who continue 
to work in these institutions under the present trying condi- 
tons." Birnbaum, The Right to Treatment, 46 A.B.A.J. 499, 
500 (1960); accord, e.g., Birnbaum, Some Remarks on the 
Right to Treatment, 23 ALA. L. REV. 623, 628 (1971). 


|? The doctor should be personally liable, of course, if he 
commits anv acts of malpractice. See generally Morse, Tort Li- 
ability of the Psychiatrist, 18 SYR. L. REV. 691 (1967). 


aa 


the quality and quantity of treatment available at Chat- 
tahoochee, the decision below will lead to just the oppo- 
site result. 


The Court of Appeals indicated in its opinion that the 
"core of the charge" against Dr. O'Connor was that he 
confined Mr. Donaldson "knowing that [he] was not re- 
celving adequate treatment and knowing that absent such 


treatment the period of his hospitalization would be pro- ` 


longed.” 493 F.2d at 513. The tragic truth is that the 
grossly inadequate resources in our state mental hospitals 
today require many of our country's best psychiatrists in 
painful candor to confess their guilt to this same charge. 
The question this Court should review is whether our ju- 
dicial system can help correct the institutional in- 
adequacies that are depriving thousands of mental 
patients of their fundamental rights, or whether instead 
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the judicial response will be to punish and drive away the 
people who are doing the most to deal with these prob- 
lems. 


CONCLUSION 


For the foregoing reasons, Amicus respectfully urges 
this Court to grant a writ of certiorari. 


Respectfully submitted, 


E. BARRETT PRETTYMAN, JR. 
ALLEN R. SNYDER 

HOGAN & HARTSON 

815 Connecticut Ave. 

Washington, D.C. 20006 
Attorneys for Amicus Curiae 
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THE MALPRACTICE OF PSYCHIATRISTS: Malpractice 

- in Psychoanalysis, Psychotherapy and Psychiatry by Donald 
J. Dawidoff, Practicing Attorney, New York. The author 
describes possible areas of malpractice by psychiatrists and 
examines both the nature of and remedy for malpractice in. 
the verbal therapies of psychoanalysis and psychotherapy. 
The difficulties awaiting application of the canons of 
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canons of malpractice to such therapy are explored at 
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fiduciary duty, undue influence and words negligently 
spoken are applied to psychotherapy and psychoanalysis. A 
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EPIDEMIOLOGICAL PSYCHIATRY by Brian Cooper, 
Univ. of London, London, England, and H. G. Morgan, 
Univ. of Bristol, Bristol, England. Foreword by Michael 
Shepherd, Written primarily for psychiatrists in training or 
in clinical practice, this book demonstrates that the 
improved perspective gained through the epidemiological 
approach can answer many questions regarding the nature 
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^ A PSYCHIATRIC STUDY OF MYTHS AND FAIRY 


TALES: Their Origin, Meaning and Usefulness. An Enlarged 
and Thoroughly Revised Second Edition of A Psychiatric 
Study of Fairy Tales (2nd Ed.) by Julius E. Heuscher, 
Stanford Univ., Stanford, California. The images of myths 
and fairy tales remain familiar to the child within us, to the 
artist within our soul. Thus they may, even today, help the 
adult's quest for harmony and wholeness that is threatened 
by onesidely intellectual and sensory orientations. These 
images may also be introduced beneficially in psycho- 
therapy. The adult who develops a fine awareness for their 
potential depth and power can communicate to the child 
the content of this lost and yet always young language. ’73, 
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nervous system processes pertaining to the interaction of 
emotion, cognition and intention. '74, 204 pp. (7x 10), 50 
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ANTABUSE: “Social security" 
for the alcoholic who wants 
to Stop drinking... 
















The temptation is resisted, 
ANTABUSE (disulfiram) represents 
the security alcoholics need 
in any situation. They are 

better able to abstain from - 
drinking because they know the "E 
consequences of taking “even one.” 


until psychiatric support 


can do the rest 
EA Undoubtedly it will take 
considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

| selected the patients 
who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portiveresourcesinthecommunity — NE 
In the meantime, ANTABUSE can help 
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BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


ANTABUSE (disulfiram) in Alcoholism 


INDICATION: ANTABUSE is an aid in the manage- 
ment of selected chronic alcoholic patients who 
want to remain in a state of enforced sobriety so 
that supportive and psychotherapeutic treatment 
may be applied to best advantage. (Used alone, 
without proper motivation and without suppor- 
tive therapy, ANTABUSE is not a cure for alco- 
holism, and it is unlikely that it will have more 
than a brief effect on the drinking pattern of the 
chronic alcoholic.) 


CONTRAINDICATIONS: Patients who are re- 
ceiving or have recently received metronidazole, 
paraldehyde, alcohol, or alcohol-containing 
preparations, e.g. cough syrups, tonics, and the 
like, shouid not be given ANTABUSE. 


ANTABUSE is contraindicated in the presence of 


severe myocardial disease or coronary occlusion, 
psychoses, or hypersensitivity. 


WARNINGS: ANTABUSE should never be 
administered to a patient when he ís in a state 
of alcohol intoxication or without his full 


knowledge. 


The physician should instruct relatives 
accordingly. 


The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol upto 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even smal! amounts, 
produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 
In severe reactions there may be respiratory 
depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varies with each 
individual, but is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcohol 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcoho! concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcoho! level reaches 125 to 

150 mg. 


The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 


DRUG INTERACTIONS: Disuifiram appears to 
decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenyIhydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reported during concomitant 
disulfiram therapy. 


it may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulfiram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of un- 
steady gait or marked changes in mental status and 
the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 





reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic aad 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE !disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 
the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcoho! reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse snould 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple anelysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Frecautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a smail number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or z 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for et least 
12 hours. 


INITIAL DOSAGE SCHEDULE: in the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 

a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupte 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenanct 
therapy may be required for months or even year 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for eact 
patient to have at least one supervised aicohol- 
drug reaction. More recently, the test reaction har 
been largely abandoned. Furthermore, such a 
test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (4% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develop: 
no more alcoho! should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 

HOW SUPPLIED: No. 809 — Each tablet (scored; 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES 
New York, N.Y. 10017 
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In the treatment of clinically significant depression... 
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(AMITRIPTYLINE Hel /MSb) 


* An important alternative in fitting the e Greater patient compliance ^ 
medication to the patient's needs The simplicity of once-a-day dosage at bedtime 
Once-a-day dosage at bedtime is an:appropriate way makes it easier for patients to adhere to a regimen— 
to start —and maintain—many patients on therapy. an especially important consideration in depressed 
Of course, ELAVIL may be administered two, three, patients whose self-motivation may be at a low ebb. 
or four times as well as once a day. This dosage Should not be used during the acute recovery phase 
versatility allows prescribing precisely for the following myocardial infarction; in patients hyper- 
patient's needs. sensitive to it; in those who have received an MAOI 


within two weeks; or in children under 12. Patients 
with cardiovascular disorders should be watched 


* Once-a-day dosage schedule for adult closely. Safe use during pregnancy and lactation has 


outpatients not been established. The drug may impair mental 
Therapy should be initiated with 50 mg to 100 mg at or physical abilities required in the performance of 
bedtime. This may be increased by 25 or 50 mg hazardous tasks and may enhance the response to 
added to the bedtime dose as necessary to a maxi- | alcohol. Since suicide is a possibility in any depres- 
mum daily dose of 150 mg. The usual maintenance sive iliness, patients should not have access to large 
dose is 50 to 100 mg a day given at bedtime, quantities of the drug. Hospitalize as soon as possible 
though in some patients, 40 mg per day is sufficient. any patient suspected of having taken an overdose. 


once a day at bedtime 


Please see addendum on following page for other details of dosage and administration including 
divided daily doses, dosage in hospitalized patients, and dosage in elderly and adolescent patients. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg dal ml 


ELAVIL 


(AM TRIPTYLINE HCI|MSD) Hz 


For a brief summary of prescribing information, please see following page. 
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ELAVIL 


(AMITRIPTYLINE HCl} MSD) 


added dosage versatility 
in clinically significant depression 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularily with high doses; myocardial infarction and stroke have been reported 
with drugs of this class, Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 


required for performance of hazardous tasks, such as operating machinery or 


driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HC] may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Vote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CNS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
iusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Aaticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A//fergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise, these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19488 





ELAVIL 


(AMITRIPTYLINE HCI | MSO) 


dosage forms for differing 
patient needs 


25 mg (yellow) 


This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 
dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 


quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be Increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possibile. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 mD four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood’s 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 


- Biichoot 
Children, 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children . . . . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psychiatric Services for Children 


Please send me. — — . |. .copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 


Send coupon to: 


Publications Services Division Ee peme b CARRS 
American Psychiatric Association Name 
1700 18th St., N.W., 
Washington, D.C. 20009 Address 
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May be the start of a 


better life for the epileptic 


About nine out of ten epileptics suffer their first 

seizure in childhood.’ Certain physical and psychic 

postseizure evidence—a badly bitten tongue, bro- 
ken or dropped objects, amnesia, exhaustion — may 

suggest grand mal. Once the diagnosis of epilepsy 

has been established, MYSOLINE (primidone) may 

mean the start of a seizure-free life. 


Early therapy for control of grand 


mal, focaland psychomotor epilepsy. 
Used alone or as concomitant therapy, MYSOLINE 
may reduce the frequency and severity of major 





motor seizures —or even eliminate them. Based 
years of clinical success, MYSOLINE has earn 
the reputation of being an excellent drug for « 
trol of grand mal epilepsy.?^ But its usefulness 
not confined to this type alone: MYSOLINE h 
proved to be valuable for control of psychomotor’ 
and focal epilepsy? as well. 


Improves response to concomitar 
therapy. When other anticonvulsants prove 
be inadequate, adding MYSOLINE to the regimi 
can improve seizure control in grand mal and p 
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Mysoline (primidone} 
May be the start of a better 
life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEF SUMMARY 
(For full prescribing information, see package circular.) 


MYSOLINE Brand of PRIMIDONE 


Anticonvulsant 


INDICATIONS: MYSOLINE, either alone or in combina- 
tion, is indicated in the control of grand mal, psychomotor, and 
focal epileptic seizures. It may control grand mal seizures refrac- 
tory to other anticonvulsant therapy. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over prolonged 
periods, a complete blood count and a sequential multiple analysis- 
12 (SMA-12) test should be made every six months. 


Use in pregnancy: The effect of primidone on the human 

fetus has not been studied, and the benefit of administration of any 
drug during pregnancy must be weighed against any possible effect 

on the fetus. 

Neonatal hemorrhage, with a coagulation defect resembling vita- 
min K deficiency, has been described in newborns whose mothers 

were taking MYSOLINE and other anticonvulsants. Pregnant wom- 
en under anticonvulsant therapy should receive prophylactic vita- 
min K, therapy for one month prior to, and during, delivery. 


In nursing mothers: There is evidence that in mothers 
treated with MYSOLINE, the drug appears in the milk in substan- 
tial quantities. Since tests for the presence of primidone in bio- 
logical fluids are too complex to be carried out in the average clinical 
laboratory, it is suggested that the presence of undue somnolence 
and Crowsiness in nursing newbornsof MYSOLINE-treated mothers 
be taken as an indication that nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to disappear 
with continued therapy, or with reduction of initial dosage. Occa- 
sionally, the following have been reported: nausea, anorexia, vomit- 
ing, fatigue, hyperirritability, emotional disturbances, diplopia, 
nystagmus, drowsiness, and morbilliform skin eruptions. On rare 
occasion, persistent or severe side effects may necessitate with- 





drawal of the drug. Megaloblastic anemia may occur as a rare idio- 
syncrasy to MYSOLINE (primidone) and to other anticonvulsants. 
The anemia responds to folic acid, 15 mg. daily, without necessity 

of discontinuing medication. 

DOSAGE AND ADMINISTRATION: The aver- 
age adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg. 
Increments of 250 mg. are added, usually at weekly intervals, to 

tolerance, or therapeutic effectiveness, up to daily doses not exceed- 
ing 2.0 Gm. A typical dosage schedule for the introduction of 

MYSOLINE is as follows: 


Adults and Children Over 8 Years of Age 


















1st Week 
250 mg. daily at bedtime 


2nd Week 
250 mg. b.i.d. 











3rd Week 
250 mg. t.i.d. 





4th Week 
250 mg. q.i.d. 


In children under 8 years of age, maintenance levels 
areestablished bya similar schedule, butatone-half the adult dosage. 
It is best to begin with 125 mg., with gradual weekly increases of 
125 mg. aday, to a daily total usually between 500 mg. and 750 mg. 


In patients already receiving other anticonvul- 
sants: MYSOLINE should be gradually increased as dosage of 
the other drug(s) is maintained or gradually decreased. This regi- 
men should be continued until satisfactory dosage level is achieved 
for combination, or the other medication is completely withdrawn. 
When therapy with this product alone is the objective, the transt- 
tion should not be completed in less than two weeks. 


MYSOLINE 50 mg. Tablet canbe used to practical advantage when 
small fractional adjustments (upward or downward) may be re- 
quired, as in the following circumstances: for initiation of com- 
bination therapy; during "transfer" therapy; for added protection 
in periods of stress or stressful situations that are likely to precipi- 
tate seizures (menstruation, allergic episodes, holidays, etc.). 
HOW SUPPLIED: MYSOLINE Tablets —No. 430— Each 
tablet contains 250 mg. of primidone (scored), in bottles of 100 
and 1,000. Also in unit dose package of 100. No. 431 —Each tablet 
contains 50 mg. of primidone (scored), in bottles of 100 and 500. 
MYSOLINE Suspension —No. 3850—Each 5 cc. (teaspoonful) 
contains 250 mg. of primidone, in bottles of 8 fluidounces. 


References: 1. Livingston, S., and Pruce, L: Pediatr. Ann. 
2:10(Aug.) 1973.2. Livingston, S., and Pruce, I.M.: Drug Therapy 
for Epilepsy, Springfield, I., Charles C Thomas, 1966, p. 23. 
3. Scholl, M. L., in Conn, H. E: Current Therapy 1973, Philadel- 
phia, Saunders, 1973, pp. 675-7. 4. Metrick, S.: C.M.D. 37:49 
(Jan.) 1970. 5. Forster, F. M.: Med. Clin. North Am. 47:1579 
(Nov.) 1970. 6. White, P. T.: Wis. Med. J. 68:178 (Apr.) 1969. 


7. Millichap, J. G.: Drug Ther. 1:15 (Oct.)1971. A ; 
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One day the scariest thing about 
cancer may be the needle that 
makes you immune to it. 

The theory: build up the body’s 
defense to fight off a disease natu- 
rally, 

Dramatic research in this di- 
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rection is going on right now. 

Scientists are working on mech- 
anisms to make the body reject 
cancer. 

And the promise for the future 
is staggering. 

Wouldn’t you feel good knowing 


American Cancer Society 


THIJS BPARE CONTRIBUTED BY THE PUBLISHER AB A PUBLIC SERVICE. 
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you contributed to the research? 

Feel good. 

Please contribute. Your dollars 
wil help further all our cancer 
research. 

We want to wipe out cancer in 
your lifetime. 


Akineton hydrochloride 
(biperiden hydrochloride) 
Tablets / Ampules 


Contraindications: The only known 
contraindication is sensitivity to 


1975 
Akineton hydrochloride. 


: Warnings: isolated instances of mental 

confusion, euphoria, agitation and dis- 

App Ointme nt B O O ks turbed behavior have been reported 
in susceptible patients. 


Desk and Precautions: Caution should be ob- 


served in patients with manifest glau- 
, coma, though no prohibitive rise in — 

intraocular pressure has been noted 

P Ocket-sized following either oral or parenteral ad- 

.ministration. Patients with prostatism 

or cardiac arrhythmia should be given 

The "week-at-a-glance" Desk Appointment this drug with caution. Occasionally, 

Book and the Pocket-sized version, published drowsiness may occur. 

by the American Psychiatric Association, pro- 
vide a quick and organized reference to your 
weekly engagements. As an added feature, it 
contains a comprehensive list of organizations 
and agencies of interest to psychiatrists and 
mental health professionals—in most cases di- 
rector's name, address, phone number and date 
of forthcoming annual meeting are included. 





Adverse reactions: Adverse reactions 
encountered are primarily dry mouth 
and blurred vision. These side effects 
are usually slight and can be over- 
come by judicious reduction of dos- 
age. [f gastric irritation occurs, it can 
be avoided by administering during or 





Also, there’s a section to keep important phone atter mealg: 
numbers. Dosage and Administration: Doses re- 
quired to achieve therapeutic goal 
The Pocket-sized Appointment Book is 4' x are variable and must be individually 
7 1/2, which is small enough to tuck inside your and gradually adjusted. 
jacket, purse, suitcase or briefcase. Parkinson's disease: 1 tablet, 2 mg. 
three or four times daily. 
Au ance Drug-induced extrapyramidal dis- 
Both: $7 00 orders: 1 tablet, 2 mg. one to three 
times daily. 
Order 10 or more books for your colleagues or How Supplied: 
as giits for your friends and take advantage of Akineton hydrochloride tablets, - 
the 10% discount. Desk: $4.50 ea., Pocket-size: 2 mg. each, bisected— bottles of 
$2.70 ea. (1596 discount for 100 or more copies) 100 and 1000. 
—— o —— — n— ("Je il Akinetonlactate ampules, 1 ml. each 
containing 5 mg./ml. in an aque- 
Please send me ous 1.4 percent sodium lactate 
— ——copy(ies) Desk Appointment Book, @$5.00 ea. order solution. No added preservative. 
#141. Boxes of 10. ; 
copy(ies) Pocket Appointment Book, @$3.00 ea. or- Additional literature available upon 
der 4141-1. request. 





set(s) Desk & Pocket Appointment Book, (0$7.00 a 
set, order #141-2. 

(10% discount for 10-99 copies; 15% discount for 100 or 
more copies.) 


[L] Bill Me [] Check Enclosed 
(Please Print) 

Name 

Acdress 

City 

Stale — uu — — o i MID 
Send Coupon to: Publications Sales 


American Psychiatric Association 
1700 Eighteenth St. N.W. a 


Washington, D.C. 20009 : 
175AJP Knoll Pharmaceutical Company ' 
l Whippany, New Jersey 07981: 
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EXTRAPYRAMIDAL REACTIONS 
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e Early control of drug-induced 
extrapyramidal reactions 

often without reductionin . 
dosage or discontinuance of the 
psychotropic agent 

e Efficacy demonstrated in . 
more.than a decade of clinical 
experience 

e Minimal'anticholinergic side 
effects | X E 
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‘Today, she 
managed 


a smile 
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(Not long ago, she couldn't stop sobbing) 


Before he sees that first positive response— 
however hesitant and tentative—the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 


The characteristically rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient’s lethargy —often during the first 
week of medication. VIVACTIL helps elevate 


mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Dosage of VIVACTIL must be individualized, 
and patients should be under close medical 
supervision. For many adult patients with 
clinieally significant depression, 10 mg t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 


(Protriptyline HC] | MSD) 
helps establish early 


therapeutic rapport 


Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI! drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCl should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. | 

Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and sttoke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation has not been established; therefore, 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCl is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated; likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCl orto use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and ‘other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it Is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Nore: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCl is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatrie: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extramities; incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures; alteration in EEG 
patterns, tinnitus. 

Anticholinergic:dry mouth and rarely associated sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; leukopenia; eosinophilia; purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis, abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testicular swelling: elevaticn or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver function; weight gain or loss; 
perspiration; flushing: urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling: alopecia. 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged Tops may produce nausea, headache, and malaise. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken an over- 
dose. Treatment is symptomatic and supportive. In addition, the intravenous administration of 
1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of other tricyclic 
antidepressant poisoning. 

How Supplied: Tablets, containing 5 mg end 10 mg protriptyline HCl each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., ke., West Point, Pa. 19486. 


5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when.the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 

a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: |n view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 
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Ritalin...of proven value when used as 
part of a complete therapeutic and remedial 
MBD program 

More than a decade of clinical experience 
shows that Ritalin helps improve ratings of 
behavior, attentiveness, performance IQ, motor 
control, and speech productivity in children 
with Minimal Brain Dysfunction (MBD). 

Currently a drug of choice m many MBD 
situations? Ritalin ean play an important part 
in the total rehabilitation program of the 
MBD child. And proper management is essen- 
tial to the overall (educational, social, and emo- 
tional) development of the child’s potential. 

Dosage should be periodically inter- 
rupted in the presence of improved motor 
coordination and behavior. Often, these inter- 
ruptions reveal that the child’s behavior 
shows some “stabilization” 
even without chemotherapy, , 
permitting a reduction in | 
dosage and eventual discon- 
tinuance of drug therapy. 

Of course, Ritalin is not 
indicated for childhood per- 
sonality and behavioral dis- 
orders not associated with 
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Ritalin® hydrochloride Œ 


(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, social) 
Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired, The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 

Drug treatment is not indicated for all children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 


Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue states. 


Ritalin may lower the convulsive threshold in patients with or with- 
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out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures, Sate concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, Ritalin should be 
discontinued. ] 

Use cautiously in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cautiously with pressor agents and MAO inhibitors. Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to establish safe use of 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information ts available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potential benefits outweigh the possible risks. 


Drug Dependence . 

Ritalín should be given cautiously to emotionaily unstable 
patients, such as those with a history of drug dependence or _ 
alcoholism, because such patients may increase dosage on their 
own initiative, 

Chronically abusive usa can lead to marked tolerance and 


psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 


because of the patient's basic personality disturbances. 


PRECAUTIONS "e 
Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 
ADVERSE REACTIONS 
Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
muitiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura; anorexia; nausea; dizziness; palpita- 
2 tions; headache; dyskinesia; drowsiness; blood 
ros pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia: abdom- 
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inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 

. A lished, the following have been reported in 
patients taking this drug: leukopenia and/or anemia; a few instances 
of scalp hair loss. , f 

In children, loss of appetite, abdominal pain, weight loss during 
prolonged therapy, insomnia, and tachycardia may occur more 
frequently; however, any of the other adverse reactions listed above 
may also occur. 

DOSAGE AND ADMINISTRATION . 

Children with Minimal Brain Dysfunction (6 years and over) 
Start with small doses (eg, 5 mg before breakfast and lunch) with 
gradual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 
Is not recommended. If improvement is not observed after appro- 
priate dosage adjustment over a one-month period, the drug should 
be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 
occur, reduce dosage, or, if necessary, discontinue the drug. 
Ritalin should be periodically discontinued to assess the child's 
condition, Improvement may be sustained when the drug is either 
temporarily or permanently discontinued. 

Drug treatment should not and need not be indefinite and usually 
may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 


Consult complete product literature before prescribing. 


CIBA Pharmaceutical Company - 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07301 2/4854 17 
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A CHANGE | 
FOR "x BETTER o 


N 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
nelp the clinically depressed patient 
sleep better and feel less anxious. 
Thats because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
significant antidepressant effect. 

But that's notall. Its incidence of 
cardiovascular effects is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
oinequan, unlike other tricyclic 
antidepressants, does not generally ; 
affect the activity of guanethidine p. 
and similarly acting compounds at ju 
usual clinical doses (75-150 mg. per day). 4e; 


oinequan —it could mean achange .. 4 
for the better. 0 di 


RON 


25-mg., 50-mg. and new 100-mg. capsules | v cC 
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(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions. } 


Pfizer] LABORATORIES DIVISION 
PFIZER INC. 


©1974, Pfizer Inc. 
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SINEQUAN 


DOXEPIN HCI 


25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan? (doxepin HCl) Capsules 

Contraindicatlons. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycioheptenes} are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 


Sinequan (doxepin HCl) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is avaliable as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information available on request. 


LABORATORIES DIVISION 


PFIZER INC. 


Evaluative 
Methods in 
Psychiatric 
Education 


A New Publication of the 
American Psychiatric Association 


Editors: Hyman L. Muslin, M.D. 
Robert J. Thurnblad, M.D. 
Bryce Templeton, M.D. 
Christine H. McGuire, M.A. 


".. .The authors offer us a panoply of differing and different approaches to 
evaluation ... This volume will be of distinct value to all institutions. ...” 
—from the forword by 
APA President Alfred Freedman 


220 pages, hardcover. Single copy $10.00 
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Cooperation often begins with 


HALDOL 


(haloperidol) 


 afirst choice for starting therapy 


Acts promptly to 
control aggressive, 
assaultive behavior 


Several studies have reported the 
special effectiveness of HALDOL 
(haloperidol) in controlling 
disruptive and dangerously 
assaultive behavior’? Even the 
number of violent assaults 
committed by a group of criminal 
psychotics “resistant to maximal 
doses of phenothiazines” was 
reduced substantially during 
treatment with HALDOL. 
Symptom control can be achieved 
rapidly, frequently within a few 
hours when the intramuscular form 
is used for initial control of acutely 
agitated psychotic states? * 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
(haloperidol) is rare. In a report on 
a study with criminal psychotics 

the investigator states, “The 
patients remained alert and more 
amenable to psychotherapeutic 
intervention. Another investigator 
reports that HALDOL “normalizes” 
behavior and produces a sensitivity 
to the environment that allows 
more effective use of the social milieu 
and the therapeutic community? 


Reduces risk of 
serious adverse 
reactions 


HALDOL (haloperidol), 

a butyrophenone, avoids or 
minimizes many of the problems 
associated with the phenothiazines. 
Hypotension is rare and severe 
orthostatic hypotension has not 
been reported. There is also less 
likelihood of adverse reactions 
such as liver damage, ocular 
changes, serious hematologic 
reactions and skin rashes. 


The most frequent side effects of 
HALDOL (haloperidol) — 
extrapyramidal symptoms —are 
usually dose-related and readily 
controlled. 


References: 1. Didius. H.F.: Dis. Nerv. Syst. 32:31 (Jan.) 1971. 2. Man, P.L., and Chen, C-H.: Psychosomatics 14:59 (Jan.-Feb.) 1973. 
3. Palestine, M.L., and Álatorre, E.: Paper presented Amer. Ass. Family Practitioners Annual Meeting, N.Y., Sept. 25-28, 1972. 


4. Reschke, R.W.: Dis. Nerv. Syst. 35:112 (Mar.) 1974. 5. Haward, L.R.C.: Clin. Trials J. 2:135 (May) 1965. 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


© McNeil Laboratories, Inc., 1974 
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HALDOL 
(haloperidol) 


A Dosage Form for Every Need: 


Now available: 
10 mg, Tablets - 


For convenience in 
high-dosage regimens. 


a first choice for starting therapy 





e 5 tablet strengths for convenience in individualizing dosage: V» mg..1 mg., 2 mg.. 5 mg. and 10 mg. 


v An undetectable, tasteless Liquid Concentrate 
for the patient unable or unwilling to swallow tablets: 2 mg. per cc. 


— —— 


A rapid-acting Injection for psychiatric emergencies: 5 mg. per cc., with 0.5 mg. methylparaben and 


0.05 mg. propylparaben per cc., and lactic acid for pH adjustment to 3.40.2. 


summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Giles de la Tourette's Syndrome. 

Contraindications: HALDOL (haloperidol) is contraindicated in pa- 
tients who are severely depressed, comatose, have CNS depression 

due to alcohol or other centrally-acting depressants, have Parkin- 
son's disease or are hypersensitive to this drug. 

Warnings: Usage in Pregnancy: Safe use of HALDOL (haloperidol) 

in oregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 

potential requires that the possible benefits of the drug be weighed 

against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 
resorption, reduced fertility, delayed delivery, dose-related pup mor- 
tality (presumably due to lack of materna! care reflecting CNS 
depression). 

Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 

the pediatric age group. 

General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL (haloperidol), decreased serum cholesterol 

and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 

mental and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be warned accordingly. The use of 
alcohol should be avoided due to possible additive effects and 

hypotersion. 

Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1)—with severe cardiovascular disorders, be- 
cause of the possibility of transient hypotension and/or precipitation 

of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL may block 
its vascpressor activity and paradoxical further lowering of blood 

pressure may occur. (2)—receiving anticonvulsant medication, be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3) — with 

known allergies, or with a history of allergic reactions to drugs. (4)— 

receiving anticoagulants, since an isolated instance of interference 

occurred with the effects of one anticoagulant (phenindione). 

If concomitant anti-Parkinson medication is required, it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously, 
extrapyramidal symptoms may occur. Intraocular pressure may 
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increase when anticholinergic drugs, including anti-Parkinson 
agents, are administered concomitantly with HALDOL When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for control of such 
reactions. Persistent extrapyramida! reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy, espe- 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage, or switching to a 
different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, in- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspep- 
sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 
The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 6/74 
McNeil Laboratories, Inc. 
Mc NEIL Fort Washington, Pa. 19034 


DEPUTY DIRECTOR FOR YOUTH CARE 
FATHER FLANAGAN'S BOYS" HOME 


Applications are being accepted for the position of 
Deputy Director for Youth Care at Father Flanagan's 
Boys Home, located in Omaha, Nebraska. The 
Deputy Director will report to the Executive Director 
of the Home and will be responsible for the manage- 
ment, integration, coordination, and control of all 
aspects of the child care program. He/She will be 
responsible for the following types of services: Ad- 
mission, evaluation, and clinical services; Residen- 
tial services; Student activities and government; 
Program planning and evaluation; and, Spiritual life 
activities. 


Applicants should have substantial managerial 
experience in human service organizations, 
preferably in the child care field. Also, applicants 
should have advanced degrees in an academic area 
related to youth care. Salary will be commensurate 
with experience and capabilities, ranging from 
$28,800 to $43,200. 


All applications should be sent to: 


Dr. Ronald A. Feldman, Chairman 

Search Committee for Deputy Director 
for Youth-Care 

Suite 111 — 8401 West Dodge Road 

Omaha, Nebraska 68114 


Tu 'XHE *ATIONAL 
€ ELOGRAPHK 
* MAGAZINE 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 Ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 

JESSE JONES BOX CORP. (Since 1843) 


Department JP9——Philadelphia 41, Pa. 19141 


PSYCHIATRISTS... 


Board eligible and board certified to 
fashion positions within innovative 
programs. Positions in the Triage- 
Crisis Intervention Program, Acute 
Psychiatry Program and Intermediate 
Psychiatry Program, Out-patient 
Psychiatry Program, Research and 
formal teaching opportunities are 
available. Medical school affiliation with 
medical students and residents training 
within .each program. Salaries from 
$28,287 to $34,827 based upon 
qualifications. No discrimination in 
employment. 


Apply to: Chief of Psychiatry 
VA Hospital 
Downey, Illinois 60064 


DIRECTOR 
EMERGENCY SERVICES 


The West Philadelphia Community Mental 
Health Consortium, Inc., a large established 
Community Mental Health Center in Philadelphia 
is seeking a creative Board Eligible or Certified 
Psychiatrist to direct its Emergency Services. 
Combination of administrative and clinical 
responsibilities for a 24 hour Emergency Service 
and Home Visiting Team, liason with other Ser- 
vice Directors, and participation in top manage- 
ment team. 


Position carries possible affiliation with Depart- 
ment of Psychiatry of University of Pennsylvania, 
depending on qualifications. Competitive salary, 
plus excellent fringe benefits. 


Contact Herbert Diamond, M.D., Medical Direc- 
tor, West Philadelphia Community Mental Health 
Consortium, P.O. Box 8076, Philadelphia, Penn- 
sylvania 19101. 
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The TRIAVIL Potential 


in the management of 





moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can-often be a useful adjunct. 


... IRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 
in any depressive illness so patients 
should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAO! within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 
MSD 
SHARP For a brief summary of prescribing l 

OHME information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
RI AV | | orr perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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when patients exhibit moderate to marked anxiety or agitation with depression 


Triavil 4-25 


Bach tablet contains 
4 mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HC! 


TRIAVILS 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL9 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, anaigesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optinum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. in patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
been reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medicaticn. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
ing pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficuit the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 


its action is blocked and partially reversed by perphenazine. Pheno- : 


thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 

phosphorous insecticides. 

Amitriptyline: In manic-depressive psychosis, depressed patients 

may expevience a shift toward the manic phase if they are treated with 

an antidepressant. Patients with paranoid symptomatology may have 

an exaggeration of such symptoms. The tranquilizing effect of 

TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCl is given with anticholinergic agents or sympathomimetic 

drugs, including epinephrine combined with local anesthetics, close 

supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrertly. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCI. 

Amitriptyline HCI may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCl and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 
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phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the Concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal ederna, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
ene tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neai and lenticular pigmentation; occasional iassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil- 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions: 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
states; disturbed concentration; disorientation; delusions: hallucina- 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities: peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth; blurred vision; disturbance of accommodation; constipa- 
tion; paralytic ileus; urinary retention; dilatation of urinary tract. 
Allergic: Skin rash; urticaria; photosensitization; edema of face and 
tongue. Hematologic: Bone marrow depression including agranuio- 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas- 
trointestinal: Nausea; epigastic distress; vomiting: anorexia; 
stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male; breast 
enlargement and galactorrhea in the female; increased or decreased 
libido; elevated or lowered blood sugar levels. Other: Dizziness, 
weakness; fatigue; headache; weight gain or loss; increased perspi- 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecia. 
Withdrawal Symptoms: Abrupt cessation after prolonged administra- 
tion may produce nausea, headache, and malaise. These are not 
indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat- 


-ment is symptomatic and supportive. However, the intravenous 


administration of 1-3 mg of physostigmine salicylate has been 
reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD MSD 
Representative or see full Prescribing information. MERCK 
Merck Sharp & Dohme, Division of Merck & Co., INC., o: AH 
West Point, Pa. 19486. OHM 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 


PASTELABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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» Insomnia 
isaproblem for which 


NOLUDAR 300 
(methyprylon) 6: 


isprepared 


Effectiveness. A single capsule of 


Noludar 300 generally provides an uninterrupted 


night's sleep of from 5 to 8 hours duration. 
Sleep is usually induced within 45 minutes. 


Safe e While Noludar 300 is a Schedule II 
controlled medication, it is not a barbiturate or a 
methaqualone. Administer with caution to 
individuals known to be addiction-prone or 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 
INDICATION: As a hypnotic for relief of insomnia of 
varied etiology. 


CONTRAINDICATIONS: Patients with known hyper- 


sensitivity to the drug. 


WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiring complete 
mental alertness, such as operating machinery or 
driving a motor vehicle shortly after ingesting the drug. 


Physical and Psychological Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 
to resemble those associated with withdrawal of bar- 
biturates and should be treated in a similar fashion. 

Use caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate 
medical supervision. 


those whose history suggests they may increase 
the dosage on their own initiative. 


Reliability. Noludar isa reliable hypnotic 


in use for over 19 years. It can help the insomniac 
patient sleep and wake refreshed to meet the 
new day, usually with little or no morning-after 
“hang-over. At recommended dosages (one 
capsule before retiring), paradoxical excitation 
has been rare. 


Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
bearing age against possible hazards to mother and 
child. 

Usage in Children: Not recommended in children 
under 3 months of age. 


PRECAUTIONS: Total daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods. 

ADVERSE REACTIONS: At recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 
and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug. 


SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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E ARTANE® Trinexyphenidyl HCI. It can prevent or reverse the 
sometime dehumanizing extrapyramidal effects of the anti- 
psychotic drugs. W But without the drug buildup potential of 
cumulative action anticholinergics. li And at lower cost. 


Tablets: C 
2 mg ando5mg : 
Elixir: 

2mg/5 cc with 0.08% methyl- 

paraben, 0.02% propylpara- 


ben and 5% Alcohol as 


Tablets and Elixir: Indications: FDA has 
evaluated this drug as Effective as an 


adjunct in the therapy of the indications 
listed below under SEQUELS. 


*INDICATIONS FOR ARTANE SEQUELS: 

Based on a review of this drug in sus- 
tained release form by the National 
Academy of Sciences-National Re- 
search Council and/or other informa- 
tion. FDA has classified the indications 
as follows: Probably effective as an 


adjunct in the therapy of all forms of 
parkinsonism (postencephalitic, arte- 
riosclerotic, and idiopathic) and for the ` 
use inthe prevention or control of extra- 
pyramidal disorders due to central 
nervous system drugs such as reserpine 
and phenothiazines. 





WARNING: 

Patients to be treated should have a gonio- 
scope evaluation and close monitoring of 
intraocular pressures at regular periodic 
intervals. 

Precautions: Patients with cardiac, liver or 
kidney disorders orwith hypertension should 
be maintained under close observation. In 
long-term therapy, take care to avoid 
allergic and other untoward reactions. Use 
with caution in patients with glaucoma, ob- 
structive disease of the gastrointestinal or 
genitourinary tracts and in elderly males 
with possible prostatic hypertrophy. Geri- 
atric patients require strict dosage regula- 
tion. Incipient glaucoma may be 
precipitated. Periodic gonioscopic evai- 
uations in all patients to be treated with 
this or any related drug is advised. 
Adverse Reactions: Such effects as dry- 
ness of mouth, blurring of vision, dizziness, 
nauseaornervousness will be experienced 
by 3010 50 per cent of patients. (These tend 
to lessen and can often be controlled by 
adjusting dosage.) Isolated instances of 
suppurative parotitis, skin rashes, dilatation 
of the colon, paralytic ileus, delusions, 
hallucinations and paranoia (4 doubtful 
case) have been reported. Patients with 
arteriosclerosis or with a history of idiosyn- 
crasy fo drugs may exhibit mental con- 
fusion, agitation, disturbed behavior, 
ornauseaand vomiting. Ifa severe reac- 
tion occurs, discontinue drugforafew days, 
then resume at lower dosage. Psychiatric 
disturbances can result from overdosage 
to sustain euphoria. Side effects of any 
atropine-like drugs include constipation, 
drowsiness, urinary hesitancy or retention, 
tachycardia, dilation of the pupil, in- 
creased intraocular tension, weakness, 
vomiting and headache. Angle-closure 
gloucoma due to long-term treatment 
with this drug has been reported. 
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ses 8a TO REMOVE THE “CHEMICAL STRAITJACKET” 


GARD | EDERLE LABORATORIES, A Division of American Cyanamid Co. Pearl River, NY.10965 
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e unsurpassed clinical experience 
e widely researched and documented 
e 18 dosage forms and strengths for maximum flexibility 


‘Before prescribing, sec complete prescribing 
information in SK &F literature or PDR. The 
following is a brief summary. 

Indications 

Based on a review of this drug by the National 
Academy of Sciences— National Research 
Council and/or other information, FDA has 
classified the indications as follows: 

Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 


manifestations of manic-depressive Illness 
{manic phase). 


Probably effective: For the control of 
moderate to severe agitation, hyperactivity or 
aggressiveness in disturbed children. 


Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 


Final classification of the less-than-effective 
indications requires further investigation. 


Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 

Warnings: Avoid using in patients hypersensitive 
(e.g., blood dyscrasia, jaundice) to any pheno- 
thiazine. Caution patients about activities requir- 
ing alertness (¢.g., operating vehicles or 
machinery) especially during the first few days 
therapy. Avoid concomitant use with alcohol. 


©1967, 1968, 1969 SmithKline Corporation 
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May counteract antihypertensive effect of 
guanethidine and related compounds. 


Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged 
extrapyramidal signs in newborn whose mothers 
had received chlorpromazine. 


Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of 
vomitus is possible. May prolong or intensify the 
action of C.N.S. depressants, organophosphorus 
insecticides, heat, atropine and related drugs. 
(Reduce dosage of concomitant C.N.S. depres- 
sants.) Anticonvulsant action of barbiturates is 
not intensified. Antiemetic effect may mask signs 
of toxic drug overdosage or physical disorders. 
Discontinue high-dose, long-term therapy 
gradually. 

Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness, cholestatic 
jaundice, agranulocytosis, cosinophilia, leuko- 
penia, hemolytic anemia, thrombocytopenic 
purpura and pancytopenia; postural hypoten- 
sion. tachycardia, fainting, dizziness and, 
occasionally, a shock-like condition: reversal of 
epinephrine effects; EKG changes have been 
reported, but relationship to myocardial damage 
is not confirmed; neuremuscular (extrapyramidal) 
reactions; pseudo-parkinsonism, motor restless 
ness, dystonias, persistent tardive dyskinesia, 
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For effective management of psychotic symptoms | 
| 


| 


i 


hyperreflexia in the newborn: psychotic symp- 
toms, catatonic-like states, cerebral edema; con- 
vulsive seizures; abnormality of the cerebrospinal 
fluid proteins: urticarial reactions and photo- 
sensitivity, exfoliative dermatitis, contact 
dermatitis; lactation and b engorgement (in 
females on large doses), false positive pregnancy 
tests, amenorrhea, gyneco ia; hyperglycemia, 
hypoglycemia, glycosuria; dry mouth, nasal 
congestion, constipation, ad tc ileus, 
urinary retention, miosis, mydriasis; after pro- 
longed substantial doses, skin pigmentation, 
epithelial keratopathy, lenticular and corneal 
deposits and pigmentary retinopathy, visual 
impairment; mild fever (after large I.M. dosage); 
hyperpyrexia; increased appetite and weight; a 
systemic lupus erythematosus-like syndrome; 
peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to iac arrest or ` 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. ` 


Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in bottles of 100 and Single Unit 
Packages of 100. Spansule® capsules, 30 mg., 75 
mg., 150 mg., 200 mg. and 300 mg., in bottles of 
50 and Single Unit Packages of 100. Injection, 


25 mg./ml.; Syrup. 10 mg./5 mb; Suppositories, 
25 mg. and 100 mg.; C te, 30 mg./ ml. and 
100 mg./ ml. | 


| 
Smith Kline & French TR 


Division of SmithKline Corporation, Philadelphia 
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& JohnP. Spiegel, 

Brandeis University, Profusely illustrated with over 50 pages 

and Pavel Machotka, University of of photographs and line drawings that 

California, Santa Cruz are an essential part of the text, this 
| TN book provides not only a novel ap- 

How do we communicate withOUl proach to the field, but also provides 

speech? This question is intensively eX- concepts and methods that will stimu- 

plored in Messages of the Body—one  |ate new experiments and applications 

of the first truly scientific studies Of ^ of these insights. 

body language. Based on wide-rang- 


ing research in aesthetics, the behav- "This unique study... will become a 
‘oral sciences and the visual arts, the Classic reference and build a needed 
book proposes a powerful new cogni- bridge between the arts and the science 
tive theory of body messages and de- of man.” 

scribes a series of experiments testing —Jerome Kagan, Harvard University 


parts of the theory. 448 pages $17.95 
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SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in duplicate to Francis J. 
Braceland, M.D., Editor, The American Journal of Psychiatry, 
1700 Eighteenth Street, N.W., Washington, D.C. 20009. Au- 
thors of numbered papers presented at the Association’s annual 
meeting should submit two copies of the manuscript to the sec- 
retary of the session or notify the secretary that the manuscript 
will be sent to the Journal office later. 

All numbered annual meeting papers become the property of 
the Journal although, due to space limitations, fewer than half 
can be published in the Journal. Release of a manuscript for 
publication elsewhere must be secured from the Editor. 

Communications about a manuscript, by letter or telephone 
(202-232-7878), should include reference to the manuscript 
number, In the case of annual meeting papers, this is the num- 
ber carried in the program booklet; in the case of other manu- 
scripts, it is the number noted in the letter acknowledging 
receipt of the manuscript. 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Once a paper 
has been published in the Journal, which is a copyrighted publi- 
cation, the legal ownership of all parts of the paper, including 
any illustrations, passes from the author to the Journal. If an in- 
dividual or organization wishes to reprint material published in 
the Journal, written permission must first be secured from the 
Editor or Managing Editor. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journal style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
Psychiatric Association or of the Journal's Editorial Board. 


SPECIFICATIONS FOR MANUSCRIPTS 


Manuscripts should be typed in upper and lower case on one 
side only of letter-size bond (or other opaque) paper. All parts 
of the manuscript (including case reports, footnotes, references, 
etc.) should be double-spaced, with generous margins. Subheads 
should be inserted at reasonable intervals to aid in comprehen- 
sion and to break the typographical monotony of lengthy texts. 
Abbreviations not easily recognized by the average reader 
should be explained. 


Length. As a general rule the manuscript of a regular article 
should not exceed 10-12 typed pages, unless a special arrange- 
ment has been made with the Editor; Brief Communications 
should not exceed eight typed pages. Letters to the Editor 
should not exceed 500 words unless a special arrangement has 
been made with the Editor. 


Author identification. The authors' affiliations and position 
titles should be provided and an address and telephone number 
given for the first-named author or the co-author who has been 
designated to handle the galley proofs and reprint requests. The 
number of authors should preferably not exceed four, with 
other collaborators being acknowledged in a footnote. 


Precis. A brief precis is included at the beginning of each ar- 
ticle: 60-100 words for regular articles, 40-60 words for Brief 
Communications. The author may prepare the precis himself or 
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ask that the Journal staff prepare it, in which case the author 
may make any necessary changes on the galley proofs. 


Informed consent. Manuscripts that report the results of ex- 
perimental investigation on human subjects must include a 
statement to the effect that informed consent was obtained after 
the nature of the procedure had been fully explained. 


References. References should be typed double-spaced on a 
separate sheet of paper, to be attached at the end of the manu- 
script. They should be arranged according to their order of ap- 
pearance in the text, where they should be indicated by numbers 
in parentheses. Reference citations should be restricted to 
closely pertinent papers; a complete review of the literature is 
rarely desirable, except in the case of review articles for which a 
special arrangement has been made with the Editor. 

References should be typed in accordance with the style 
shown below for books and journal articles; chapters in books 
will be treated as journal articles with regard to capitalization. 
Up to three authors should be listed; one or more authors past 
the third will be designated "et al." Abbreviations of journal 
names should conform to the style used in /ndex M edicus. 


l. Berne E: Principles of Group Treatment. New York, Oxford Univer- 
sity Press, 1966, p 26 

2. Schildkraut JJ: Tranylcypromine effects on norepinephrine metabo- 
lism in rat brain. Am J Psychiatry 126:925-931, 1970 

3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions be- 
tween monoamine oxidase inhibitors and foodstuffs. Br J Psychiatry 
113:349—365, 1967 

4. Brosin H: Communication systems of the consultation process, in 
The Psychiatric Consultation. Edited by Mendel W, Solomon P. 
New York, Grune & Stratton, 1968, pp 1-12 


Tables and figures. Titles and headings of any tables and fig- 
ures should be sufficiently clear that the meaning of the data is 
understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3 inches in width, 
the column width of the Journal; all elements of a figure should 
be prepared to withstand this reduction. Graphs should be fin- 
ished drawings not requiring further artwork. Authors are 
urged to engage the services of a professional in the preparation 
of figures. Authors may be required to meet the costs of any fur- 
ther artwork that must be done in the editorial office. 


AUTHOR'S CORRECTIONS 


Galley proofs will be sent to the first-named author for cor- 
rections after the paper has been scheduled for publication; 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
nal office or arrange with a colleague to read the proofs. Au- 
thors are urged to keep changes on galleys to a minimum. 


REPRINTS 


An order form for reprints will be attached to the galley 
proofs submitted to authors for correction. Reprints are usually 
mailed to authors about a month after publication of the article. 
Requests from others to order reprints should be directed to the 
Editor, inclusion of a letter of permission from the senior au- 
thor and a brief statement of the intended use of the reprints 
will expedite the processing of such requests. 
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Tofranil-PM 


imipramine pamoate 


Capsules of 150, 125,100 
and 75 mg. 


One capsule lasts from bedtime to bedtime. 


For single-dose therapy in e becomes part of the regular Please read the prescribing in- 
depression when the dosage is bedtime routine — making it formation for details of usage, 
established. easier to establish a more re- precautions, warnings, contra- 

liable pattern of self-medication. indications, adverse experiences, 
e simple enough dosage regimen and dosage recommendations. 
to help avoid missed doses. e safety/efficacy ratio equivalent A summary of this information 

to divided daily doses. appears on the following page. 
fione ta ced Ihe Dos e provides a full range of single "aon capsule contains imipramine 
capsule may be the most effec- daily dosage strengths to facili- dos Gl imine RdrseR lordo. 
tive daily dose for many patients. tate increasing or gradually 


decreasing medication. 


e saves time and cost of dosage 
administration in the hospital. 


Tofranil-PM Geigy 


imipramine pamoate 


One capsule lasts from bedtime to bedtime. 


Tofranit-P M“ 

brand of imipramine pamoate 

Tofranil” 

brand of imipramine hydrochioride USP 


indications: For the relief of symptoms of 

depression. Endogenous depression is more 

likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 

monoamine oxidase inhibiting compounds is 

contraindicated. Hyperpyretic crises or severe 
convulsive seizures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatal. When it is desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving à monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 
situation wiH allow, with a minimum of 14 days. 
initial dosage should be low and increases 
should be gradual and cautiously prescribed. 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction. 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established; therefore, in admin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconciusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug. but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

— patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycardia: 

— patients with increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug s anticholinergic properties: 

—hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity; 

— patients with a history of seisure disorder 
because this drug has been shown to lower 
the seizure threshold; 

— patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs. 

Usage in Children: Pending evaluation of re- 

sults from clinical trials in children, Tofranil, 

brand of imipramine hydrochloride. is not 
recommended for treatment of depression in 
patients under twelve years of age. 

Tofranil-PM, brand of imipramine pamoate, 

should not be used in children of any age 

because of the increased potential for acute 
overdosage due to the high unit potency 

(75 mo.. 100 mg..125 mg. and 150 mg. ). Each 

capsule contains imipramine pamoate equiva- 

ient to 75 mg.. 100 mg., 125 mg. or 150 mg. 
imipramine hydrochloride. 

Since imipramine may impair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 


patient should be cautioned accordingly. 
Precautions: It should be kept in mind that 
the possibility of suicide in seriously de- 
pressed patients is inherent in the iliness and 
may persist until significant remission occurs. 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 
tieved. Administration of a tranquilizer may be 
usefulin controlling such episodes. 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

In occasional susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents! in addition, the 
atropine-like effects may become more pro- 
nounced (e.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
ievels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block. stroke, falls. 
Psychiatric: Confusional states (especially in 
the elderly) with hallucinations, disorienta- 
tion. delusions: anxiety, restlessness, agita- 
tion; insomnia and nightmares: hypomania: 
exacerbation of psychosis. 

Neurological: Numbness, tingling. paresthe- 
sias of extremities; incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in £EG 
patterns; tinnitus 

Anticholinergic: Dry mouth. and, rarely, asso- 
ciated sublingual adenitis: blurred vision. dis- 
turbances of accommodation, mydriasis: con- 
stipation, paralytic ileus; urinary retention, 


delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight}: edema (general or of face 
and tongue}: drug fever: cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia; purpura: 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function: weight gain or loss; 
perspiration. flushing: urinary frequency; 
drowsiness. dizziness, weakness and fatigue; 
headache; parotid swelling: alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction. abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil. brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
aionger period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate. capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form shouid supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 25 and 

50 mg. triangular tablets of 10 mg.; and am- 
puis, each containing 25 mg. in 2 cc. for LM. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
tent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsiey, New York 10502 
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SEXUAL DYSFUNCTION: A BEHAVIOR THERAPY WORKSHOP 


Emphasizing short term treatment techniques for use by practicing physicians 
and mental health professionals 


Topics Include: 

Taking a comprehensive sex history Pleasuring 

Treatment of female orgasmic dysfunction Relaxation training 
Treatment of male impotence Dual-sex-team approach 


Sexual communication training Intensive treatment weekends 

Facilitating sexual arousal Humor training 

Enhancing sexual arousal Changing the bedroom environment 

Sexual anxiety reduction Counseling the aging male & female 
Desensitization of a sexual phobia Counseling the homosexual — case studies 
The pubococcygeal muscle & the female orgasm Vaginismus 


Dealing with sexual mythology Premature ejaculation — two treatment modes 
Assertive training for the bedroom Pre-coital counseling 


Taking a brief sex history Counseling cardiac patients — what not to say 
Treatment of ejaculatory incompetence Dyspareunia 


Theology and Human Sexuality 


The use of films in sex therapy — films will be shown 
Optional small group Sexual Attitude Reassessment Workshop with films 


Philadelphia Conference, April 12-13, 1975 — sponsored by Behavior Therapy Unit, Department of Psychiatry, 
Temple University Medical School, Philadelphia, PA 


For information, please contact Ms. B. J. Foster, Room 702, Temple Department of Psychiatry, 
c/o E.P.P.I., Henry Ave., Philadelphia, PA 19129. Telephone: 215-438-4298, x. 54. 


The Princeton Center for Behavorial Consultation will sponsor this program in: 


Atlanta, April 18-19, 1975 Boston, May 3-4, 1975 
(Follows the sectional meeting of the American (Precedes the national meeting of the American 
Urological Association) Society of Obstetricians and Gynocologists) 


Chicago, May 10-11, 1975 Miami Beach, May 16-17, 1975 
(Follows the American Urological Association 
Convention) 


For infomation on these workshops, please write to: Ms. Debora Phillips, Princeton Center for Behavioral Consultation, 
Room 202, 53 Wilton Street, Princeton, NJ 08540 





The March 1975 issue of 


The American Journal of Psychiatry 


will feature 


e The 1975 Annual Meeting 


Preliminary Program 
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Before he sees that first positive response— 
however hesitant and tentative—the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 
The characteristically rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient's lethargy — often during the first 
week of medication. VIVACTIL helps elevate 


mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Dosage of VIVACTIL must be individualized. 
and patients should be under close medical 
supervision. For many adult patients with 
clinically significant depression, 10 me t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 





(Protriptyline HC1 | MSD) 
helps establish early 


therapeutic rapport 
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Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro. 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. 

Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
Ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation has not been established; therefore, 
use In pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated: likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCl or to use a ma jor tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have eaSy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCl is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction. 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation: insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities: incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures: alteration in EEG 
patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated sublingual adenitis: blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression: agranulocytosis; leukopenia; eosinophilia; purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
Stomatitis, abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testicular swelling: elevation or depression of 
blood sugar levels. 

Ather: jaundice (simulating obstructive); altered liver function: weight gain or loss; 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. i 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken an over- 
dose. Treatment is symptomatic and supportive. In addition, the intravenous administration of 
1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of other tricyclic 
antidepressant poisoning. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., hc., West Point, P3. 19486 











5 mg (orange) 
10 mg (yellow) 







The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 
a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
Should be added to the morn- 
ing dose. 




























When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 














(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 

mended for patients under 12 
years of age.) 







ANTABUSE: “Social security 
for the alcoholic who wants 


to stop drinking.. 
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The temptation is resisted, | 
ANTABUSE (disulfiram) represents 


the security alcoholics need 





in any situation. They are 
better able to abstain from | 
drinking because they know the - 
consequences of taking "even one.’ 
until psychiatric support 
can do the rest 
— Undoubtedly it will take 
s considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

UT selected the patients 
who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portiveresourcesinthe community. 

In the meantime, ANTABUSE can help ==- 
the chronic alcoholic abstain from drinking. : 
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BRIEF SUMMARY 

(For fuil prescribing information, 
see package circular.) 


ANTABUSE” (disulfiram) in Alcoholism 


INDICATION: ANTABUSE is an aid in the manage- 
ment of selected chronic alcoholic patients who 
want to remain ina state of enforced sobriety so 
that supportive and psychotherapeutic treatment 
may be applied to best advantage. (Used alone, 
without proper motivation and without suppor- 
tive therapy, ANTABUSE is not a cure for alco- 
holism, and it is unlikely that it will have more 
than a brief effect on the drinking pattern of the 
chronic alcoholic.) 


CONTRAINDICATIONS: Patients who are re- 
ceiving or have recently recelved metronidazole, 
paraldehyde, alcohol, or alcohoil-containing 
preparations, e.g. cough syrups, tonics, and the 
like, Should not be given ANTABUSE. 

ANTABUSE is contraindicated in the presence of 


severe myocardial disease or coronary occlusion, 
psychoses, or hypersensitivity. 


WARNINGS: ANTABUSE should never be 
administered to a patient when he is in a state 
of alcohol intoxication or without his full 


knowledge. 


The physician should instruct relatives 
accordingly. 


The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol upto 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, 
produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficuity, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 
in severe reactions there may be respiratory 
depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varles with each 
individual, but Is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcohol 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcohol concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcoho! level reaches 125 to 

150 mg. 


The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol In the blood. 


DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenylhydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reported during concomitant 
disulfiram therapy. 


It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulflram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of un- 
steady gait or marked changes in mental status and 
the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 
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reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or Insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 

the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
Stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysts-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contra!ndications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a smal! number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attri- — . 
utable In most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but Its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily Is given 
ina single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patlents who experience 

a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be ` 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. dally (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. Ail appearances to the con- 
trary, such patients must be presumed to be dis~ 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed rellably taking their daily 
ANTABUSE tabiets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE Is ineffective. 


DURATION OF THERAPY: The daily, uninterruptedlies 
administration of ANTABUSE must be continued 

until the patient is fully recovered sociaily and a 
basis for permanent self-control Is established. 
Depending on the individual patient, malntenance 
therapy may be required for months or even years 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each» 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction has. 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patlent over 50 years of age. A clear, detailed, 

and convincing description of the reaction Is felt 

to be sufficlent in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (4 oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, Including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 


HOW SUPPLIED: No. 809 — Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 —Each tablet (scored) contains 500 mg. 
disulfiram, ín bottles of 50 and 1,000. 


AYERST LABORATORIES 
New York, N.Y. 10017 
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May enhance other 
efforts in treating 


ONLY WHEN MEDICATION IS INDICATED 


Ritalin 


(methylphenidate 















Ritalin...of proven value when used as 
part of a complete therapeutic and remedial 
MBD program 

More than a decade of clinical experience 
shows that Ritalin helps improve ratings of 


behavior, attentiveness, performance IQ, motor 


control, and speech productivity in children 
with Minimal Brain Dysfunction (MBD):? 

Currently a drug of choice in many MBD 
situations, Ritalin can play an important part 
in the total rehabilitation program of the 
MBD child. And proper management is essen- 
tial to the overall (educational, social, and emo- 
tional) development of the child's potential. 

Dosage should be periodically inter- 
rupted in the presence of improved motor 
coordination and behavior. Often, these inter- 
ruptions reveal that the child's behavior 
shows some "stabilization" 
even without chemotherapy, 
permitting a reduction in 
dosage and eventual discon- 
tinuance of drug therapy. 

Of course, Ritalin is not 
indicated for childhood per- 
sonality and behavioral dis- 


orders not associated with 
MBD. 
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Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, social) 
Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 

Drug treatment is not indicated for all children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician’s assessment of the 
chronicity and severity of the child’s symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 

Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue states. 


Ritalin may lower the convulsive threshold in patients with or with- 


out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, Ritalin should be 
discontinued. 

Use cautiously in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cautiously with pressor agents and MAO inhibitors. Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvuisants 
(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to establish safe use of 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potential benefits outweigh the possible risks. 












Drug Dependence : 
Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and . 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 





















PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 

are advised during prolonged therapy. 

ADVERSE REACTIONS: 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; abdom- 
inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 
lished, the following have been reported in 
patients taking this drug: leukopenia and/or anemia; a few instances 
of scalp hair loss. 

In children, loss of appetite, abdominal pain, weight loss during 
prolonged therapy, insomnia, and tachycardia may occur more 
frequently; however, any of the other adverse reactions listed above 
may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years and over) . 
Start with small doses (eg, 5 mg before breakfast and lunch) with 
gradual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 
is not recommended. If improvement is not observed after appro- 
priate dosage adjustment over a one-month period, the drug should 
be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 
occur, reduce dosage, or, if necessary, discontinue the drug. 
Ritalin should be periodically discontinued to assess the child's 
condition. Improvement may be sustained when the drug is either 
temporarily or permanently discontinued. 

Drug treatment should not and need not be indefinite and usually 
may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 
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Consult complete product literature before prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 2/4854 17 


Ritalin Gnethyiphenidate) 
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Agitated and hyperactive? 





Consider the advantages of 
starting him on HALDOL (haloperidol) 


Acts promptly to 
control agitation. 


HALDOL haloperidol appears 
to be particularly effective in 
calming mania and psychomotor 
agitation" "Symptom control is 
achieved rapidly, with many 
patients showing distinct 
improvement in a few days toa 
week**— frequently within a few 
hours when the intramuscular 
form is used for initial control of 


acutely agitated psychotic states.^*" 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drug has been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
“normalize” behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community? 


Reduces 


likelihood of 


certain adverse 
reactions 
HALDOL haloperidol, a 


butyrophenone, avoids or 
minimizes many of the problems 
associated with the | 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol— 
extrapyramidal reactions—are _ 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 


Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
reactions and skin rashes. Ocular 
damage and pigmentation 
changes have not been reported. 


References: 1. Palestine, M.L., and Alatorre, E.: Quart. J. Stud. Alcohol 34:185 (Mar.) 1973. 2. Rees, L., and Davies, B.: Int. J. Neuropsychiat. 
1:263 (June) 1965. 3. Sugerman, A.A., etal.: Amer, J. Psychiat. 120:1190 (June) 1964. 4. Rapp, M.S.: Canad. Psychiat. Ass. J. 15:73 (Feb.) 1970. 
5. Towler, M.L., and Wick, PH ~ Int. J. Neuropsychiar. 3: Suppl. 1,62 (Aug.) 1967. 6. Man, PL., and Chen, C.H.: Psychosomatics 14:59 
(Jan.-Feb.) 1973. 7. Reschke, R.W.: Dis. Nerv. Syst. 35:112 (Mar.) 1974. 8. Haward, L.R.C.: Clin. Trials J. 2:135 (May) 1965. 


(haloperidol) 


tablets/concentrate/injection 


HALDOL 


highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


IMPORTANT: Full directions for use should be read before HALDOL haloperidol is administered or prescribed. 


©McNeil Laboratories, Inc. 1975 


A19 


HALDOL 


(haloperidol) 


tablets/concentrate/injection 


highly specific control of 
disordered and disruptive behavior 


A Dosage Form for Every Need: 
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Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants. have 
Parkinson's disease or are hypersensitive to this ne 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established: therefore, its 
use in pregnancy. in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption. reduced fertility. delayed delivery, dose-related pup 
mortality (presumably due to lack of maternal care reflecting CNS 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia. some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the menta! and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperido! should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders. 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2)— receiving anticonvulsant medica- 
tion. because HALDOL haloperido! may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3)— with known allergies. or with a history of allergic 





5 tablet strengths for convenience in individualizing dos- 
age: Y2 mg., 1 mg., 2 mg., 5 mg. and 10 mg. 





An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 





A rapid-acting injection for psychiatric 

emergencies: 5 mg. per cc. with 0.5 mg. 

methylparaben and 0.05 mg. propylparaben 

i s and lactic acid for pH adjustment to 
"f 








reactions to drugs. (4) — receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu: 
iant (phenindione). 

If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs. including antiparkinson 
agents. are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol is used to contro! mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia. akathisia. hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage, or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness. anxiety, euphoria, agitation, drowsiness. depression, leth- 
argy. headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation. dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision. urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm. bronchospasm and increased depth of 
respiration. 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL haloperidol is administered or prescribed. 9 /74 


McNeil Laboratories, Inc. 
McNEIL Fort Washington, Pa. 19034 


1975 
APA 
Appointment Books 
Desk and 
Pocket-sized 





The "week-at-a-glance" Desk Appointment 
Book and the Pocket-sized version, published 
by the American Psychiatric Association, pro- 
vide a quick and organized reference to your 
weekly engagements. As an added feature, it 
contains a comprehensive list of organizations 
and agencies of Interest to psychiatrists and 
mental health professionals—in most cases di- 
rector’s name, address, phone number and date 
of forthcoming annual meeting are included. 
Also, there's a section to keep Important phone 
numbers. 


The Pocket-sized Appointment Book is 4" X 
7 1/2, which is small enough to tuck Inside your 
Jacket, purse, suitcase or briefcase. 


Desk: $5.00 ea. 
Pocket: $3.00 ea. 
Both: $7.00 


Order 10 or more books for your colleagues or 
as gifts for your friends and take advantage of 
the 10% discount. Desk: $4.50 ea., Pocket-size: 
$2.70 ea. (15% discount for 100 or more copies) 


Please send me 
copy(les) Desk Appointment Book, @$5.00 ea. order 
#141. 
—— —..COpy(les) Pocket Appointment Book, @$3.00 ea. or- 
der 3141-1. 
set(s) Desk & Pocket Appointment Book, @$7.00 a 
set, order #141-2. 

(10% discount for 10-99 copies; 15% discount for 100 or 

more copies.) 

L] Bill Me 


(Please Print) 








L] Check Enclosed 


Name 
Address 


City 
State. Zp 


Send Coupon to: Publications Sales 
American Psychiatric Association 
1700 Eighteenth St. N.W. 


Washington, D.C. 20009 
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Just Off Press Ne di cal 
Behavioral 
Science 


Anew collection of readings edited and introduced by 
Theodore Millon, Ph.D., Professor and Director, 
Behavioral Science Programs, University of Illinois 
College of Medicine. 










This unique anthology fills a long-standing gap In the 
literature, defining the scope of a highly interdisciplinary 
field. Fifty-four artlcles by over 60 eminent authorities provide 
the reader with a guide to the psychosocial Influences that 
shape his patients' lives. Students will find It an ideal 
preparation for Part 1 of their National Boards. 












Key concepts in biobehavioral, psychobehavloral, 
Interbehavloral and sociobehavioral medicine offer a logical 
progression of perspectives. Dr, Millon has complied a 
balanced book that avoids emphasis on any one discipline. 
"The time for tangible growth and development of medical 
behavioral science has Indeed come, and this book Is a fine 
reflection of substantive maturation.” (—from the Foreword 
by Dr. Melvin Sabshin). 














656 pp. $14.95. 


W. B. Saunders Company 
West Washington Square, Philadelphla, Pa. 19105 










Dear Doctor: 


What happens to your patlent when he/she has 
completed their period of Intensive psychiatric 
hospitallzation? 


Do you feel that he is ready to assume the 
responsibilities of daily living in an unstructured 
environment? Or do you feel certaln that a 
period of time with supervision would ensure a 
more stable adjustment to family life? 


There is Just such a facility. 
. Nursing supervision is available. 
. Recreatlonal therapy is creative and chal-. 
lenging. 
Dining is superb — Therapeutic diets avall- 
able. 


. Companionship. 
. Charming decor. 


For further Information — 
Please call Mrs. Brown at 203-359-2000 


THE COURTLAND GARDENS RESIDENCE 


59 Courtland Avenue 
Stamford, Conn. 06902 
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A CHANGE 7 
FOR THE BETTER i 


IN 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
Thats because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
significant antidepressant effect. 

But that's not all. Its incidence of 
cardiovascular effects is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
oinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine ye 
and similarly acting compounds at YT 
usual clinical doses (75-150 mg. per day). , Pd uf 


Sinequan — it could mean a change |... e m 
tor the better. gcc 


SINEQUAN- $555 
DOXEPIN HCI =. 3 


25-mg., 50-mg. and new 100-mg. capsules 














(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 


Pfizer LABORATORIES DIVISION 
PFIZER INC. 
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A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 





SINEQU 


DOXEPIN HCl 


25-mg., 50-mg. and 


BRIEF SUMMARY 

Sinequan® (doxepin HC!) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated, 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has signiiicant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. in addition, 






Sinequan (doxepin HCl) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose, 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestina reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with iliness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
ot decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg/day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying orgaric disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although ootimal antidepressant response may not be evident for two to three 

weeks, antiarxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg.. 50 mg.. and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information availabíe on request. 


LABORATORIES DIVISION 


PFIZER INC. 


Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 





This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 


cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


a national survey of 
general hospital psychiatry — 
and private psychiatric hospitals 





with a foreword by ZIGMOND LEBENSOHN 


Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: O bill me O remittance enclosed 
Publications Service Division 





American Psychiatric Association Name 
1700 18th St. N.W., Washington, 
D.C. 20009 
Address 
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ELAVIL 


(AMITRIPTYLINE HCl|MSD) 
useful i in many 
therapeutic settings 


a 
—- 


In the psychiatrist's office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist's office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
emploved to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 
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In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 





In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 





In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


-— In the community mental health center. 
e kc fc R ES UM Aremarkable innovation in the field of modern 
y p TE Ee psychiatry, this center offers a unique setting 

ay for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





Should not be used during the acute recovery phase following myocardial 
infarction; in patients hypersensitive to it; in those who have received an MAOI 
within two weeks; or in children under 12. Patients with cardiovascular dis- 
orders should be watched closely. Safe use during pregnancy and lactation 
has not been established. The drug may impair mental or physical abilities 
required in the performance of hazardous tasks and may enhance the response 
toalcohol. Since suicide is a possibility in any depressive illness, patients should 
not have access to large quantities of the drug. Hospitalize as soon as possible 
any patient suspected of having taken an overdose. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
(AMITRIPTYLINE HCI MSD) 


For a brief summary of prescribing information, please see following page. 
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” ELAVIL 


AMITRIPTYLINE HCI | MSD) 


dosage forms for differing 


patient needs 


25 mg (yellow) 


This tablet may prove use- 
fese) ful for initial therapy in 
adult outpatients. Starting 
dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
advantageous whenever 


higher dosages are re- 
quired, or when the single daily dose 
is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 

(e) generally recommended 

for adolescents and elderly 

patienis, the 10-mg tablets may be 

most serviceable. Ten mg three times 

a day with 20 mg at bedtime may be 

satisfactory in adolescent and elderly 

patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
limes a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual Increase in 
dosage until optimum response is achleved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds, Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyparthyroid patients or 
those receiving thyroid medication. May impair menta! and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle: Safe use during pregnancy and lactatlon has not been 
established; in.pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patlents under 12 years of age. 

Precautions: Schizophrenic patients may develop Increased symptoms of psychosis; 
patlents with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experlence a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCl may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervislon and careful adjust- 
ment of dosages are required. Use cautiously In patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patlent should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards assoclated with such therapy; such treatment should be 
limited to patients for whom it Is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardlal infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; Insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremitles; peripheral neuropathy; 
Incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic Heus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eoslno- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric. distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Zadocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea In the female, increased or decreased libido, elevation and 
lowering of blood sugar levels, Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicetive of addiction. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antide epressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, In single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unlt packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCl, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19488 


in the treatment of clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HCII MSD) 


FIRST INTERNATIONAL SYMPOSIUM The Department of Education of the 
AND WORKSHOP 


ON SHORT-TERM DYNAMIC MENNINGER FOUNDATION 
PSYCHOTHERAPY 


offers 
March 19-22, 1975 
Sponsored by: Spring and Summer Workshops 1975 


THE SHORT-TERM PSYCHOTHERAPY UNIT In Family Therapy 
of the 


DEPARTMENT OF PSYCHIATRY Two-and-one-half day Workshops: 


THE MONTREAL GENERAL HOSPITAL March 6-8, 1975 or 
and the April 10-12, 1975 Tuition: $150 


DEPARTMENT OF PSYCHIATRY and/or 


Five day Workshops: 
McGILL UNIVERSITY May 5-9, 1975 
With the participation of: June 2-6, 1975 
Dr. David Malan, Consultant, June 23-27, 1975 Tuition: $225 
Tavistock Clinic, London, England 
Dr. Peter Sifneos, Professor of Psychiatry, For the beginner and experienced practitioner. Family 
Harvard Medical School, Boston therapy exercises, family role playing, family sculpting, and 


analysis of family problems. Small group discussions of 
To be held In Montreal, Quebec, Canada family systems theories, structural approaches, family 


Audiovisual facilities are used throughout the four-day sym- diagnostic interviews, family communication and the 
posium and workshops. The aim is to demonstrate by use of therapist's use of self. Video tape illustrations of family 
videotapes the evaluation, criteria for selection of patients, treatment. Participants are encouraged to bring their own 
techniques, process, and outcome of short-term dynamic audio and/or video tapes for discussion. 

psychotherapy. 


For information and application forms, please write: ee ae Pact trea, ae 
H. Davanloo, M.D. Director, Family Therapy Staff Training Program, 
First International Symposium and Workshop The Menninger Foundation, P.O. Box 829, Topeka 
On Short-Term Dynamic Psychotherapy Kansas 66601 ' i ' 
P.O. Box 342 
Place Bonaventure 
Montreal, Quebec, Canada H5A 1B5 


THERE IS NOW A NEW DIMENSION IN THINKING 
ABOUT HUMAN BEINGS! 


C. David Jones, M.D., a world recognized medical scientist, listed in the Dictionary of International Biography, 
teaches at the University of Chicago Medical School and maintains his own large practice utilizing hominological 
therapy with outstanding success. He has written a book called: HOMINOLOGY — PSYCHIATRY'S NEWEST 
FRONTIER. 

For the first time moral values are clearly integrated into concepts of mental health, education, international 
affairs and physical disease. All of these concepts are meaningfully tied together in a manner that is easy and 
pleasant to read yet offers principles, ideas and guidelines that can be readily utilized and immediately applied. 

Dr. Jones' book is truly revolutionary in its innovations making other concepts in the field of community mental 
health, psychotherapy and diagnosis obsolete. The concensus of those who have previewed it is that "no one in 
the field of mental health should be without it!" 


| | Charles C Thomas, Publisher, 301-327 East Lawrence Av. 
| Springfield, Ill. 62703 USA 


| 
———————————— copies of: Hominology — Psychiatry’s | 

Newest Frontier, by C. David Jones, M.D. The book may bel 
returned at no cost to me within ten days of receipt. | 
| 

| 

| 

| 





Check enclosed: SSS Bill me: 


C, David Jones, M.D. F.R.S.H. 
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First day in the hospital and 
all efforts will be directed toward 
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returning her to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients with mixed 
anxiety-depression 





Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 

Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 

Adverse Reactions: Central Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. £ndocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. Allergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity—Jaundice, biliary 
Stasis. Cardiovascular Effects—Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome. 74.199 SANDOZ 
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Psychiatric Training and Practice in the People’s Republic of China 


BY PHILIP D. WALLS, M.D., LICHUN HAN WALLS, PH.D., AND DONALD G. LANGSLEY, M.D. 


Improved political relations between the United States 
and the People’s Republic of China have led to closer 
contact in many areas. The authors trace the 
development of psychiatric training and practice in China 
with emphasis on the years after 1949. Since then, China 
has expanded psychiatric services to meet the needs of a 
vast population and has developed a theoretical approach 
to psychiatry that emphasizes sociopolitical factors. 
Additional information given to the authors in 1973 by 
psychiatrists in Nanking and Shanghai is presented and 
correlated with reports by other recent visitors to the 
People's Republic of China. 


ALTHOUGH A NUMBER of American physicians have vis- 
ited the People’s Republic of China since 1972, when 
travel restrictions were relaxed, there are few firsthand 
reports about psychiatry and mental hospitals in China. 
Two of us (P.D. Walls and L.H. Walls) visited China 
from August 8 to October 21, 1973, to gather and ex- 
change information about medical and psychiatric educa- 
tion and practice. L.H. Walls, a biochemist, is a native of 
China and is fluent in Mandarin Chinese, as well as being 
familiar with psychiatric terminology and practice in the 
United States by virtue of her marriage to a psychiatrist. 
The itinerary included Canton, Shanghai, Hangchow, 
Nanking, and Peking and a visit to a medical school in 
each of these cities. We met with practicing psychiatrists 
in Nanking, and in Shanghai we were able to visit psychi- 
atrists and to tour the Shanghai Psychiatric Institute. 
Visits to a commune near Shanghai and to one near Pe- 
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king were also arranged, as were visits to various facto- 
ries, hospitals, clinics, a nursery, a kindergarten, a youth 
recreation center, and many exhibitions and sights in 
these cities. All such arrangements were made in each 
city through local offices of the International Travel 
Agency of the People's Republic of China, whose agents 
were courteous and helpful in the handling of so many 
requests. Our trip was not sponsored by any groups inside 
or outside China. 

We submitted requests in each city visited, and al- 
though it was not convenient for all of them to be 
granted, we received a great deal of cooperation and en- 
joyed considerable freedom. We were always permitted 
to take notes during interviews, and we routinely received 
permission to tape-record the interviews. The tapes were 
transcribed verbatim into English as soon as possible af- 


ter each interview in order to avoid misquotations and - 


imperfect recollection. We conducted interviews .with 
groups rather than individuals. At a hospital the group 
might include an administrator (usually the chairman of 
the Revolutionary Committee of the hospital), several 
physicians, and nurses. After introductory remarks had 
been presented, there was a tour of the facilities and an 
exchange of questions and answers. The meetings usually 
lasted a whole morning or afternoon, but only one meet- 
ing could be arranged with any one group. This restric- 
tion must be due in part to the increasing numbers of vis- 
itors, who would consume too much of the working 
staffs”. time if all received repeated appointments. 


PSYCHIATRY IN TRADITIONAL MEDICINE 


Mental illness has been recognized in China for over 
2,000 years. Paralysis, epilepsy, and hysteria were men- 
tioned in early texts and were described as maladies of 
"wind" (1). In China the concepts of “breath” and 
"wind" are still popularly believed to affect health. 
* Breath" is comparable to very early Greek and Roman 
notions of “psyche”? (from the Greek psychein, to 
breathe, to blow) and of "spirit" (from the Latin spirare, 
to breathe). Specialization in psychiatry existed in the 
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{ith century, when one Chinese medical school had es- 
tablished a separate department of nervous and mental 
disorders with 30 students. 

In the first decade of the 17th century, observation and 
classification of mental disorders had progressed to the 
extent that a famous doctor of traditional Chinese medi- 
cine, Wang K'en-T'ang, wrote on insanity, mania, and 
fits (2). His description of insanity fits schizophrenia very 
well, and mania and grand mal seizures are also well 
characterized. Wang noted that the insane got no better 
even after years of illness. He believed that these patients 
had “wind in the mind," and he offered the explanation 
‘that "those with frustrated ambition are likely to be so 
affected." Chang Chieh-Pin, a contemporary of Wang's, 
pointed out that insanity resulted in progressive deterio- 
ration. Chang also alluded to the phenomenon of febrile 
delirium, and he commented on the lack of childhood 
cases of insanity (2). Acupuncture, herbal preparations, 
exercises of various kinds, and other traditional methods 
were used in the treatment of mental illness. However, 
little change in classification or treatment seemed to de- 
velop inside China after the 17th century. 

Some of the reasons for this slow development of men- 
tal health sciences may be related to factors described by 
Ilza Veith (3). She suggested that the Chinese were tradi- 
tionally less concerned about mental illness than the Eu- 
ropeans, although, as Bowman (4) has confirmed, mental 
illness was as common in China as in other countries. The 
tradition of respect for elders (filial piety) and the prac- 
tice of using go-betweens in potentially embarrassing sit- 
uations (part of the tradition of saving face) may have 
done much to lessen the impact and importance of men- 
tal disturbance in individual cases. Veith (3) also pointed 
out that in China mental illness was never associated with 
any religious stigma, such as that which stimulated much 
controversy and theoretical discussion in the West. 


PSYCHIATRY IN MODERN TIMES (1900-1949) 


Western psychiatric ideas were introduced in China 
about 75 years ago when the first Western-style mental 
hospital to receive patients was established in 1897 in 
Canton province. A course in psychiatry was taught at 
the Peking Union Medical College for the first time in 
1922. The practice of psychiatry continued to make slow 
gains over the 50 years from the establishment of the first 
asylum for the insane to the inauguration of the People's 
Republic of China in 1949 (5). At that time only four psy- 
chiatric hospitals may have been in operation in all of 
China (5, 6), with a total capacity of 1,000 to less than 
6,000 psychiatric beds and 50 to 60 practicing psychia- 
trists (4, 6). In regard to psychiatric theory, Cerny (6) has 
stated that “the teachings of Adolf Meyer were widely 
accepted in Chinese psychiatry" until 1949. | 

A report of a brief visit to Peking's An Ding mental 
hospital! provides a glimpse of conditions during the pre- 
1949 period. This hospital, founded in 1917, was said to 
have been under police control and neglected for 30 
years. There were allusions to experimentation on 
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patients during those years. The hospital had 50 beds in 
1949 and was until then being supervised by a non- 
psychiatric physician who worked only part-time (7). 


PSYCHIATRY AFTER 1949 


The facilities for psychiatric care and the number of 
psychiatrists in the People's Republic of China grew rap- 
idly after 1949. The number of beds for psychiatric 
patients increased from approximately 1,000 to a total of 
5,000 in 1955 (8) and 20,000 by 1957 (6). There do not 
seem to be any data on the number of psychiatric beds af- 
ter 1957, but a reasonable estimate for the present num- 
ber is about 60,000. Sixty new mental institutions had 
been built by 1959, and clinics had been set up in the 
cities (9). The People's Republic of China has 29 admin- 
istrative districts at the provincial level on the mainland, 
and this means an average of about two mental hospitals 
per province. The municipalities and environs of 
Shanghai and Peking comprise two of these provinces. In 
1957 Fox (10) reported that 600 psychiatric beds were 
needed for a medical complex in Shanghai; it appears 
that by 1966, two psychiatric hospitals with a total of 400 
beds had been built (11). A recent study quoted a com- 
bined total figure of close to 2,000 beds for the two 
Shanghai hospitals (12). It has been reported that there 
were a total of 1,500 psychiatric beds in Peking in 
1966 (7). An approximation of 2,000 beds per province 
suggests a figure of about 60,000 beds for the entire 
country, a number that can also be determined by alter- 
native methods (see following paragraphs). 

The meager number of psychiatrists in 1949 grew to 
100 in 1952 and to 400 in 1957 (6). Lazure (13) was told 
in 1959 that there were 15 times the number of psychia- 
trists as in 1949, or about 900, judging from Cerny's 
quoted figure (6). 

Although no official figures are reported for the num- 
ber of psychiatrists after 1959, there are several ways to 
make a current estimate, and each one produces a similar 
total. One method takes note of the 61 psychiatrists in 
one of the two Shanghai mental hospitals. This figure was 
given to us during our visit and to three others (12, 14, 
15). If the two Shanghai mental hospitals have similar 
staffs, there are about 120 practicing psychiatrists in that 
province and about 3,500 in all 29 provinces. Alterna- 
tively, 60 mental institutions were operating in 1959, and 
if these are now of comparable size to the present 
Shanghai units, then there are about 3,600 psychiatrists 
(60 hospitals times 60 psychiatrists is 3,600). Finally, an 
increase of about 40,000 Western-style physicians was re- 
ported in the People's Republic of China from 1949 to 
1959 (13, 16, 17), of whom about 900 were psychiatrists, 
which is a ratio of approximately 1:50. If this ratio held 
for the next seven years, when 150,000 (18) to 180,000 (7) 
Western-style doctors were reported, this would suggest a 
figure of about 3,500 psychiatrists and about 60,000 psy- 
chiatric beds, extrapolating from the ratio of psychia- 
trists to beds in Shanghai. 

Due to the reorganization of the Cultural Revolution 


in China (1966-1970), few additional doctors have been 
trained since that time. The first classes of newly trained 
physicians graduated from some of the medical colleges 
in 1974 (19). 

The 10 years after 1949 showed great growth and 
change in the mental health field in China. A Society of 
Neurology and Psychiatry was founded in 1952, and the 
Chinese Neurological and Psychiatric Journal was pub- 
lished from 1955 (6) until the Cultural Revolution. Wil- 
lams commented that the psychiatrists with whom he 
spoke “were undoubtedly capable and extremely busy 
with treatment and teaching" and that "psychiatry is 
given a place in the medical curriculum quite as high as in 
most Australian universities" (8). Each of the 50 medical 
colleges operating in 1960 had departments of psychia- 
try (13). 

A movement to humanize the mental hospitals took 
place in these early years, especially during the Great 
Leap Forward of 1958, when an attitude was developed 
that "humane considerations were to govern the handling 
of patients" (9). In 1957 chains, isolation, and psycho- 
surgery had been prohibited in Shanghai (6). The use of 
chains and confinement was discontinued in Peking's An 
Ding Hospital in 1958 (7). Reviews and reports have pro- 
vided little knowledge of the day-to-day interaction be- 
tween doctors, nurses, and their patients. There does not 
seem to be any information on facilities for the mentally 
ill from 1959 to 1966 (9). In 1966, however, the physical 
structure of An Ding Hospital was described. “Not many 
frills were noted, but then there are very few frills in the 
Chinese life of today. There was evidence, however, of a 
good general attitude towards mental illness and there 
was a sound approach towards rehabilitation" (7, p. 352). 
There is no indication of whether patients in rural areas 
were managed similarly or differently from those in the 
cities. 

Most patients classified as needing psychiatric care are 
referred to regional hospitals for treatment. Inpatient 
and outpatient care is available. The range of diagnoses 
given to hospitalized patients is similar to that in this 
country. From 60 to 80 percent of the patients in three 
separate reports were classified as schizophrenics (7, 
12, 20). The remainder of diagnoses were divided among 
manic-depressive psychoses, organic brain syndromes, 
depression, and severe neuroses. The average length of 
hospital stay varied from three months (7) to 70 to 84 
days (14, 21). 


Psychiatric Treatment 


Treatment for hospitalized patients covers a variety of 
Western and indigenous methods. For years, persistent 
efforts have been made to combine Western and Chinese 
modes of treatments in the field of mental health care as 
well as in other areas of medicine. Work therapy (6, 13), 
insulin coma therapy, ECT, sleep therapy, and tranquil- 
izers, but not hypnotherapy or psychosurgery, were used 
through the early 1960s (6). Chlorpromazine was the 
principal medication for schizophrenia at An Ding Hos- 
pital in Peking in 1966, and depressed patients usually re- 
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ceived insulin coma or subcoma therapy. Imipramine had 
been used previously, but “there had been no great de- 
mand" for antidepressants at that time (7). A report of 
the treatment of mental illness at the Third Peking Hos- 
pital in 1972 indicated that schizophrenia was managed 
with “customary drug therapy" (usually chlorpromazine) 
and insulin coma therapy and that depression was treated 
with antidepressant medication (20). Moreover, psychia- 
trists in Nanking told us that “insulin shock and ECT are 
used in schizophrenia, insulin more than ECT, if regular 
measures fail in a given case. It is not used in depression 
since cases get better with drugs as a rule." According to 
two reports, insulin coma therapy and ECT have not 
been used in at least one Shanghai mental hospital since 
1970 (12, 15), although this may not yet be the case in 
general. Currently, the usual treatment for depression 
seems to be antidepressant medications. Lithium carbon- 
ate is used in the treatment of mania (12). 

Taipale and Taipale (12) and Ratnavale (14) reported 
that the maximum daily dosages of chlorpromazine in 
the treatment of schizophrenia were 200 mg and.250 mg, 
respectively. We were told that the maximum daily in- 
hospital dosage was about 600 mg at the Shanghai Psy- 
chiatric Institute. The tendency to use increasing doses of 
phenothiazines in the treatment of schizophrenia seems 
to have occurred in China as it has in the West. 

In addition to drug therapy for mental patients, the 
Chinese use acupuncture, group therapy in political study 
groups, counseling by other patients, and appropriate job 
modification after discharge (22). Psychotherapy is de- 
scribed in various sources. The Chinese literature increas- 
ingly discussed “‘psychogenic factors” in the etiology of 
mental illness between 1956 and 1966, when Pavlovian 
psychology was influential in placing emphasis on psy- 
chotherapy (9). Heart-to-heart talks between patients 
and nurses and doctors have become a prominent part of 
the treatment process (12, 14, 15). 

A major therapeutic device is to help patients merge 
their egos with the collective ego of the state. Patients are 
presented with the concept of nationalism (22), consisting 
of exhortation for increased devotion to the community 
and the state, as a stimulus to generate inner strength 
with which to overcome mental illness. Point-by-point 
confrontation of delusional ideas is another part of the 
interaction between therapists, group members, and the 
patient (23). Patients may return to the hospital to talk 
with their nurse (12), or a doctor or nurse may make 
home visits (22). Group discussions of political works, 
such as Mao’s writings, are held regularly in the hospital 
with doctors and nurses. Work group discussions of poli- 
tics are also a regular feature of life for every Chinese 
citizen, and the use of this mechanism in the hospital is 
not a novelty. 

Sidel visited the "Shanghai Mental Hospital" in 1971 
and 1972 (15,21, 22); Taipale and Taipale visited the 
"Central Mental Hospital" of Shanghai in 1972 (12); and 
Ratnavale visited the “Shanghai Psychiatric Institute" in 
early 1973 (14). Our guide used the name “Shanghai Psy- 
chiatric Institute" during our visit, but a more literal 
translation would be “Shanghai Municipal Psychiatric 
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Preventive and Treatment Center.” A close comparison 
-of the information reported by the four groups showed 
that all visited the same hospital. This confusion in names 
is an excellent example of the potential difficulties in- 
volved in the translation of even simple matters from 
Chinese to English. (We will use the name ‘‘Shanghai 
Psychiatric Institute" in further references to this hospi- 
tal.) Visitors have reported that the institute has 61 psy- 
chiatrists on its staff (12, 14, 15), 916 beds (I2, 15), and 
13 wards (14, 15). We were told that it had 14 wards, 974 
beds, and a total staff of 583, including 61 doctors and 
213 nurses. This appears to mark an increase in the over- 
all size of the hospital since previous visits. 

Little is known about the psychiatric treatment used in 
outpatient clinics. Cerny (6) reported that acupuncture 
and other traditional techniques (herbs, exercises, and 
moxabustion, which is the application of heat to acu- 
puncture points), as well as psychotherapy and pharma- 
cotherapy are used in the treatment of neurotics. Sidel 
mentioned that chlordiazepoxide, diazepam, acupunc- 
ture, herbs, lectures, and individual and group therapy 
are given to neurotic outpatients (22). Ratnavale wrote 
that most of the 400 outpatients seen daily at the Shang- 
hai Psychiatric Institute suffered from neurotic and psy- 
chosomatic conditions (14), but this contrasts with infor- 
mation from our visit. An introductory speech at the 
Shanghai Psychiatric [Institute included the comment, 
"Most of the outpatients are those who have received in- 
patient treatment here. In some cases the outpatients suf- 
fer from neurasthenia or epilepsy." However, in still an- 
other reference, Chin and Chin reported that 60 percent 
of the patients treated in the Peking Medical College out- 
patient mental health department in 1959 were neuras- 
" thenics (9). They also pointed out that no statistics are 
available on the incidence of neurotic illness in the 
People's Republic of China. Paul T.K. Lin, in a paper 
presented at the 1973 annual meeting of the American 
Psychiatric Association, commented that neuroses are 
practically nonexistent in China (24). 


Psychiatric Theory 


The theory of mental illness in the People's Republic 
of China appears to be no less controversial than the sta- 
tistics, although of course this statement 1s equally true of 
Western schools. Pavlovian psychology was a powerful 
influence up to and probably beyond the Sino-Soviet rift, 
which took place in 1960. On the one hand, the biological 
determinants of mental disorder may be stressed in the- 
ory and practice, and on the other hand, sociopolitical 
factors may take the limelight. At different times and in 
different places, one or the other orientation has been 
given emphasis. Chin and Chin have outlined the devel- 
opment and progress of this controversy up to 1966 in 
their excellent book (9). 

The controversy continues to the present. In reply to 
our questions about the etiology of schizophrenia, Nan- 
king psychiatrists cited their belief in genetic and organic 
origins. Kagan's report from Tientsin (23) seems to show 
a bias toward social factors there, although the point that 
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biological and social factors are not mutually exclusive is 
also made. In Shanghai a middle ground seems to be 
taken. Most patients appeared to be receiving one or 
more medications or somatic treatments, and all but the 
most agitated and disorganized patients Joined in group 
therapy. Works of Mao, Marx, and Lenin and current af- 
fairs were common topics of conversation. When we 
asked whether discussions with patients regarding their 
illness centered around the content of their thinking, the 
reply was, 


If some patients suffer from delusion, we hold that it may 
be due to a confusion of the logic in their minds. Therefore, 
we try to educate them to think in a correct way. We arm 
their minds with Marxist-Leninist philosophical thinking. 
Chairman Mao's philosophical works will be assigned for 
them to read in order to let them know where the correct 
thinking comes from. So we do not give the patients any sex 
analysis or psychoanalysis. 


All of the foregoing is consistent with the Pavlovian 
notion of “correct” thought leading to “correct” process- 
ing by the mind's second signal system, which in turn 
leads to "correct" behavior. It is basic in the thinking of 
the new China that change and improvement are almost 
always possible, given enough effort and the right kind of 
mutual help. Freud's concept of the unconscious, a part 
of the mind hidden from and inaccessible to direct con- 
frontation and change but still able to influence behavior, 
is not compatible with the Chinese view. Moreover, Freu- 
dian psychology is seen as based on Western idealism, a 
philosophy with which the dialectical materialism of 
Communism is in opposition. Freud emphasized the indi- 
vidual, the self, and this finds little harmony in the Chi- 
nese state, which emphasizes the group, the nation, and 
the family. A thorough understanding of Freudian psy- 
chology requires years of study and practice, tending to 
create an elite group of doctors, and elite groups are 
anathema in the People's Republic. Finally, the subject of 
sexual drive is simply not felt to be important in the etiol- 
ogy of mental illness. 

It is important that Freudian-trained readers consider 
these differences in opinion and interpretation when 
trying to follow the Chinese points of view and practice. 
They explain the laughter that followed the Sidels’ ques- 
tion about Freud’s influence in Chinese psychiatry (21). 
When we asked if Chinese psychiatrists believed in the 
developmental theory of mental illness, our Nanking 
hosts said flatly that they did not. “Under Chairman 
Mao’s guidance, after Liberation [1949], everyone be- 
lieves in dialectical materialism and everyone is happy. 
There is no conflict for the children." In response to the 
same question, Shanghai psychiatrists answered, 


We have not yet arrived at a unified explanation as to the 
causes of [mental] disease. Some people hold that the role is 
played by chemical changes in the brain or genetic factors. 
We think that a reasonable social system will reduce the envi- 
ronmental causes of mental diseases. But will it also be effec- 
tive in reducing the occurrence of schizophrenia? Well, there 
are still some disputes. 


One 1957 statistic cited for the prevalence of schizophre- 
nia in the People’s Republic puts it at one-tenth of West- 
ern countries (12). 

The place that neurosis currently holds in Chinese psy- 
chiatric theory is especially hard for Western observers 
to discern, for although Freudian views are rejected, 
some similar terms with perhaps different connotations 
are maintained. Diagnoses of neurotic patients include 
such terms as neurasthenia, hysteria, phobia, and obses- 
sive-compulsive neurosis. The most prevalent diagnosis is 
neurasthenia, a nonspecific term without an English 
equivalent. Common symptoms of neurasthenia are in- 
somnia, headache, dreams, and pains (9). It is difficult to 
find detailed descriptions of the other diagnostic cate- 
gories as the Chinese use them. 


PSYCHIATRY IN NANKING AND SHANGHAI 
Diagnosis 


Our interviews with psychiatrists in Nanking and 
Shanghai confirmed much of the material already dis- 
cussed and added some new information. In Nanking, 
hospitalized patients were classified as having schizo- 
phrenia, manic-depressive psychosis, involutional psy- 
chosis, organic psychosis, symptomatic psychosis (after 
Mayer-Gross, Slater, and Roth’s definition [25], which 
includes various organic diseases that present with psy- 
chosis), and psychogenic psychosis, which includes hys- 
terical psychosis and depression. Diagnostic categories 
for nonpsychotic disorders included neurasthenia, obses- 
sive-compulsive neurosis, hysteria, and phobia. No de- 
tailed statistics were available for the frequency of these 
diagnoses in the neuropsychiatric hospital in Nanking, 
but schizophrenia was diagnosed in more than 50 percent 
of the patients. In Shanghai, additional diagnostic classi- 
fications of hospitalized patients included postpartum 
psychosis, encephalitis, senile psychosis, cerebral athe- 
rosclerosis, and mental disturbances secondary to stroke. 
According to psychiatrists with whom we spoke, about 60 
percent of the patients at the Shanghai Psychiatric Insti- 
tute are diagnosed as schizophrenic, with the remaining 
40 percent given various other diagnoses. 

No classification for childhood mental illness was 
given in Nanking, but one 10-year-old girl with “‘child- 
hood schizophrenia” was seen at the Shanghai Psychiat- 
ric Institute. The only child in the hospital at the time, 


she. was being treated on a ward for women. There has 


been a general lack of demand for psychiatric facilities 
. for children in China, and there does not appear to be a 
subspecialty of child psychiatry. A unit for the treatment 
of children under 13 or 14 years of age was in operation 
at the Shanghai Psychiatric Institute prior to 1966, but it 
was closed after the Cultural Revolution because it was 
relatively unused. One or two of the hospital psychiatrists 
with the most experience in treating children were called 
upon when the need arose. 

Personality disorder was recognized as a diagnostic en- 
tity, but the cases were said to be few and the patients 
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were not usually treated in a mental hospital. In 
Shanghai this was felt to be a job for “‘reeducation” and 
was done at some other, unspecified, place. Personality 
disorder accompanying schizophrenia or epilepsy was 
treated by the hospital staff. A nonpsychiatric physician | 
commented that in the early years after 1949, sedatives 
and “some treatment" of an undefined sort were given to 
homosexuals who suffered from anxiety, but that not 
many such patients had been seen in recent years. One 
reason suggested for this decline was that it might be due 
to the change in the social system and the radical change 
in the moral standards of the society. 


Treatment 


The average length of stay at the neuropsychiatric hos- 
pital in. Nanking was three to four months. The figure 
given at the Shanghai Psychiatric Institute was 70 days, 
the same as quoted in earlier reports (14, 21). 

Schizophrenia was treated with drugs, herbs, electro- 
acupunctu-e, and regular acupuncture in both cities. The 
use of ECT and insulin coma therapy in Nanking has al- 
ready been described, along with the use of medications. 
for depression. Insulin coma therapy and ECT have not 
been used at the Shanghai Psychiatric Institute since 
1970. The combined use of Chinese and Western modes 
of therapy was emphasized. Psychiatrists had the clinical 
impression that the dosage of Western drugs needed to 
bring about recovery was reduced by half when acupunc- 
ture and/or herbs were used concurrently. 

Maximum dosages of medications for hospitalized 
patients in Nanking were as follows: chlorpromazine, 450 
mg a day; trifluoperazine, 20 to 30 mg a day; per- 
phenazine, 30 mg a day; and chlorprothixene, 450 mg a 
day. The following were the maximum daily dosages giv- 
en to outpatients: chlorpromazine, 100 to 150 mg a day; 
trifluoperazine, 10 mg a day; perphenazine, 6 to 10 mg a 
day; and chlorprothixene, 100 to 150 mg a day. Imipra- 
mine for depressed patients was given in a dosage of 150 
to 300 mg a day for two to four weeks and then dis- 
continued if there was no improvement. In Shanghai 
the maximum daily dosage of chlorpromazine for inpa- 
tients was 600 to 700 mg when used alone and about 300 
mg when combined with acupuncture and herbs. 

We saw a variety of therapies at the Shanghai Psychi- 
atric Institute. Group meetings of patients and staff 
seemed to be held regularly. A type of day care center in 
the form of a large recreation room was available for use 


_by any patients who wished to go there. Carnival-style 


games, music, dance performances, and songs were held 
daily, with the patients themselves as the participants on 
stage and in the audience. Ping-pong and chess were 
played on the wards. Work was a regular activity. Jobs 
consisted o? simple manual tasks: some patients wove 
small items. some put small paper fillers into toothpaste 
caps, and others worked in the hospital garden or helped 
with grounds maintenance. Articles made in the hospita! 
were sold to factories, and proceeds went to buy recre- 
ational materials, books, ink, etc., for the patients' use. 
Neuropsychiatric patients in Nanking were given ''dis- 
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charge papers" upon their release from the hospital. 
These papers contained a list of medications, dosages, 
and the time and place of follow-up visits. Patients would 
usually return to the hospital to keep appointments. A 
different group of doctors and nurses from those who 
treated inpatients saw the patients in the outpatient de- 
partment. The same therapist saw the patient on each 
visit, since the relationship between the therapist and the 
patient was felt to be important. Acupuncture was not 
given to discharged hospital patients in the outpatient de- 
partment, in contrast to its use in the treatment of neuro- 
sis in various outpatient settings. Most relapses occurred 
within two years, and patients were advised to take their 
medications for at least that long after discharge. 

At the Shanghai Psychiatric Institute, discharged pa- 
tients returned to the hospital after two weeks to see the 
same doctor who had treated them on the ward. More 
visits could be scheduled as necessary. The doctor could 
help the patient in his readjustment at home and at work 
and would sometimes make visits to the factory or neigh- 
borhood on the patient's behalf. There was no social 
worker on the staff. Nurses worked with doctors in the 
outpatient department, but their role was not clarified. 
Unlike doctors, the nurses did not seem to alternate be- 
tween the inpatient and outpatient departments. 


Outpatient Care 


Some mental health clinics in the cities were operated 
away from the hospital grounds, but little is known about 
them. An administrator of a local hospital in Shanghai 
informed us, : 


Only an occasional mental patient is treated here [at this 
neighborhood hospital], and only on a temporary basis. Most 
of the follow-up is done in the district mental "prevention" 


clinics, which are open two to three days per week. These do. 


outpatient follow-up and are staffed by the doctors and 
nurses from the mental hospital. The patients discharged 
from the mental hospital are given “trial discharges" and 
they return weekly for follow-up. They may be seen in the lo- 
cal hospitals like this one only for medicines or occasionally 
for emergencies. Those who need the closest outpatient su- 
pervision are given aftercare at the mental hospital instead of 
the district clinics. 


In Nanking, neurotic outpatients were treated with 
sedatives, acupuncture, or other traditional techniques. 
There were no data on the number of neurotic patients, 
but they were said to be “very few." The diagnostic cate- 
gory of neurosis was broad and included symptoms like 
headache and "nerve pain." In general medical clinics, 
patients who were recognized as having no organic basis 
for their symptoms could be treated by internists or neu- 
rologists without requests for psychiatric referral. A phy- 
sician in a general hospital in Peking stated, "Internists 
and other doctors treat neurotics in regular hospitals. 
They are treated with drugs and acupuncture. They are 
not admitted to the psychiatric hospitals." Bromides 
seemed to be commonly prescribed for nonspecific ail- 
ments. Phenobarbital was used frequently in factory and 
neighborhood health stations. A factory doctor and one 
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of our guides each mentioned that they took small doses 
of perphenazine as often as several times a week to re- 
lieve tension. 

Consultations were held between nonpsychiatric hospi- 
tal personnel and staff from the mental hospital in Nan- 
king. The consultations were reciprocal and seemed to be 
strictly case oriented. 


Rehabilitation 


The Chinese social structure appears to be very sup- 
portive of the mentally ill. Cooperation and the dignity of 
each citizen as part of the group are emphasized. The 
duties of the psychiatrist seem oriented toward enabling 
the patient to regain his position in his family and job. 
The whole matter appears capable of careful planning 
and execution from the time of the patient's original re- 
ferral to a mental hospital to his reintegration in the com- 
munity. Two case histories related by a physician at the 
Shanghai Psychiatric Institute illustrate this point. 


After a patient left our hospital and went back to his work- 
ing unit, the authorities of that unit, in consideration of his 
health, shifted him to another workshop to do another kind 
of job. However, he took this in the wrong way. He thought 
that the administrator of this work unit might have some 
kind of prejudice against him, and he became very disap- 
pointed and returned to the hospital to ask the doctor's help. 
The doctor went to the working unit to learn about the whole 
process and to explain to the patient. The man gradually un- 
derstood why his work was shifted, his disappointment dis- 
appeared, and he worked very well and was very pleasant. 

In another instance a patient had been a shop assistant in a 
department store. When he recovered and returned to his 
store, -his leaders failed to understand him very well, and he 
was assigned to his original job. However, he was unable to 
adapt to the original job because the medicine interfered with 
his memory. Thus, he could not do accounts very well. When 
he came back to the hospital to ask for the doctor's help, the 
doctor went to this store and got the leaders to shift the 
patient's work. He became a warehouse keeper for a half 
year. His memory then recovered and he asked to do the 
same job he had held before. 


Mobile Teams 


One-third of the staff at the Shanghai Psychiatric In- 
stitute toured the surrounding countryside in mobile 
teams. This practice is common in all types of hospitals, 
general and specialized, and it represents an attempt to 
bring care closer to the people. The mental hospital 
teams consisted of three doctors and seven nurses. The 
whole staff took turns on mobile teams. An important 
duty of these groups was to train “‘barefoot doctors” in 
the management of acute psychiatric problems. Often the 
barefoot doctors could not immediately send psychiatric 
patients to the mental hospital, and they thus had to learn 
about drug and acupuncture treatment for such situ- 
ations. One doctor reported, “The mobile team of the 
mental hospital came to our hospital a year ago. They 
gave two days of lectures at the hospital and worked in 
the clinics one week more to take measurements on rates 
of mental diseases." 


It is apparent that much of the theory and practice of 
Chinese psychiatry is based on hospital practice. Almost 
all patients are sent to the hospital for treatment; follow- 
up care and community support for discharged patients is 
organized from the hospital. The hospital staff runs the 
outpatient departments and the outlying clinics and sup- 
plies the mobile teams that disseminate information on 
psychiatry to neighborhood and commune medical units. 
Private practice does not exist, and clinical research and 
training is hospital based. 


TRAINING 


Chinese medical students now receive instruction in 
neurology and psychiatry during a two-week series of lec- 
tures and visits to neuropsychiatric hospitals in their sec- 
ond year of medical college. Since the Cultural Revolu- 
tion, medical students have had a three-year curriculum. 
Prior to the Cultural Revolution they studied for five or 
six years and received two weeks of psychiatric training 
in their fourth year (13). At present, psychiatry is part of 
the course in internal medicine, and lectures seem to be 
given by internists or neurologists. The departments of 
psychiatry that had formerly been a regular feature of 
medical colleges (8, 13) were suspended during the Cul- 
tural Revolution and have not yet been reinstated. It is 
not known whether separate departments of psychiatry 
will be reestablished in medical colleges. The whole field 
of psychiatry may be continuing its Cultural Revolution 
even though many other medical specialties have reorga- 
nized. 

After they graduate from medical school, most doctors 
may have no further exposure to training in psychiatry 
until they come into contact with a mobile team from a 
regional mental hospital. The only literature we found in 
bookstores that dealt with psychiatry for non- 
psychiatrists consisted of manuals written for barefoot 
doctors. Several of these included concise descriptions of 
common manifestations of epilepsy, psychoses, and neur- 
asthenia. The use of phenothiazines, barbiturates, and 
bromides was covered briefly. The manuals provided a 
picture of symptoms and of routine treatment. A small 
section of a recent manual for barefoot doctors discussed 
mental illness in this fashion. The section also discussed 
the concept that some mental illnesses are a reaction to 
an unspecified underlying disorder, perhaps recalling the 
pre-1949 influence of Adolf Meyer (26). 

Psychiatrists receive their training in the mental hospi- 
tals. Graduates from the medical colleges are assigned to 
work in mental hospitals, apparently in numbers planned 
to fit the country’s projected need for psychiatrists. The 
basic course lasts from 6 to 12 months, according to 
sources in Nanking and Shanghai. Taipale and Taipale 
(12) reported that two or three years of training were 
required, but this difference may indicate that the period 
of formal training in psychiatry has been reduced from 
what it was in 1972. Another explanation may be that the 
shorter period refers to the organized system of lectures 
and that the longer period refers to the total time re- 
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quired before a resident is felt by his peers and super- 
visors to be capable of fully independent work. 

At the Shanghai Psychiatric Institute the psychiatry 
residents learned through practice, supervision, readings, 
and seminars. One doctor at the institute reported, 
“When the residents first come here, their psychiatric 
knowledge is quite limited, so we give them training for 
one-half to one year. In this period of time experienced 
doctors will give them guidance. They will acquire knowl- 
edge mainly through practice. They are assigned some 
books and literature to read, and through practice they 
will gradually be capable of doing independent work.” 
The reading assignments consisted of compilations pre- 
pared by the teaching staff; students who read English 
were also assigned selections from texts such as those by 
Mayer-Gross, Slater, and Roth (25), Henderson and Gil- 
lespie (27), and Noyes and Kolb (28). The lectures for 
residents included topics such as neurology, neuropa- 
thology, neurobiochemistry, and psychopharmacology. 
Psychologists from the university were invited to present 
lectures from time to time, but they did not practice in 
the mental hospitals. This has been the case for many 
years (13). 

Some foreign journals available to psychiatrists in- 
cluded The American Journal of Psychiatry, Archives of 
General Psychiatry, Journal of Nervous and Mental Dis- 
ease, British Journal of Psychiatry, and Acta Psychiat- 
rica Scandinavica. 

Research efforts were directed toward examination of 
the effectiveness of therapy. A popular research topic 
seemed to be a search for the effects of combining West- 
ern and traditional Chinese methods of treatment. Chi- 
nese psychiatrists seemed uniformly interested in the cur- 
rent trends of basic laboratory research in the United 
States. 


CONCLUSIONS 


We have attempted to trace some developments in the 
history of psychiatry in China and to present a picture of 
the practice of and education in psychiatry as it has been 
applied in the People's Republic of China. The Chinese 
approach has had to deal with several large problems. 
One of these has been the need to expand services to meet 
the needs of the vast population. This has been ap- 
proached by increasing the numbers of psychiatrists and 
mental hospitals to accommodate the severely mentally 
ill. Personnel and facilities had not existed in adequate 
numbers before 1949. Outpatient clinics have been devel- 
oped, but little is known about them. The existing social 
structure has been used to advantage to help in the reha- 
bilitation of discharged patients. Available psychiatric 
doctors and nurses are being used to train other medical 
practitioners in basic concepts and methods so as to in- 
crease the availability of care. 

Another problem has been to develop a consistent the- 
oretical approach to psychiatry, a difficulty not peculiar 
to the People's Republic of China. The special approach 
adopted by the Chinese emphasizes sociopolitical factors 
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whenever possible in theoretical formulations about psy- 
chiatry. Research has been pursued mainly in clinical 
studies, but these could be of great significance when pub- 
lished if they support the claim of decreased prevalence 
and incidence of almost all kinds of functional mental ill- 
ness in the People’s Republic. - 

Clearly, the available information about psychiatric 
practice in the People’s Republic of China gives only a 
hint of the differences between our two systems. There 
has only been a preliminary and incomplete exchange of 
information to date, by travelers who cannot fully repre- 
sent so complex a subject after relatively brief exposures. 
As West and East observe each other in the future, 
more exchanges and greater depth of contact may be ex- 
pected to stimulate greater mutual interest and benefits. 
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Mental Changes Associated with Hyperparathyroidism 


BY JOHN W. GATEWOOD, M.D., CLAUDE H. ORGAN, JR., M.D., AND BEVERLEY T. MEAD, M.D. 


To document the point that hyperparathyroidism should 
be considered a possible cause of unexplained 
neurological and psychiatric symptoms, the authors 
present five case reports of confirmed primary 
hyperparathyroidism in which the patients initially 
appeared with problems that seemed mainly psychiatric. 
The presenting symptoms in these cases consisted of 
varying degrees of depression, catatonia, confusion, 
disorientation, fatigue, and lethargy; there was no 
associated bone or renal pathology in four of the cases. 
The authors include a review of the pertinent literature 
and a discussion of the effect of calcium and magnesium 
bivalent ions on the central nervous system associated 
with hyperparathyroidism. They conclude that more 
investigation of the role of magnesium in this disease 
seems warranted. l 


HYPERPARATHYROIDISM has been difficult to diagnose be- 
cause it presents with such a wide variety of clinical 
symptoms (1, 2). It is a relatively “new” disease, and its 
clinical and hormonal dynamics are yet to be well under- 
stood (3), but fortunately it is now being recognized more 
frequently and earlier in its course. In this regard we feel 
that the widespread use of the 12-channel autoanalyzer 
(SMA-12) has been very important in creating a greater 
appreciation of hyperparathyroidism by bringing more 
incidental reports of hypercalcemia to the attention of 
physicians. It is also most fortunate that the laboratory 
finding of hypercalcemia is so consistent for this disorder 
because the clinical manifestations of hyperparathyroid- 
ism can be present in many different target organs of 
the body and give the clinician many surprises (4). 

This paper gives particular attention to examples of 
hyperparathyroidism that presented only or chiefly with 
psychiatric symptoms. Also included is a discussion of 
the associated biochemical mechanisms that may create 
such symptoms. 


CASE REPORTS 


Case 1. Mr. A, a 63-year-old farmer, was initially admitted to 
the hospital for a cholecystectomy in July 1970. Ten days after 
what was considered to be a routine operation he became con- 
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fused. It was initially suspected that he had developed post- 
operative hepatic failure; this was not confirmed by further in- 
vestigation. He subsequently developed a thrombophlebitis of 
the right leg that was treated with anticoagulants and a broad- 
spectrum antibiotic. 

Despite the improvement of his thrombophlebitis, the patient 
still showed signs of persistent confusion and occasional dis- 
orientation 15 days after the operation. His general physical 
condition had improved, however, and he was discharged from 
the hospital. i 

His confusion became even worse while he was at home; he 
was readmitted to the hospital four days after being discharged. 
Medicai consultation was again obtained and a serum calcium 
determination of 11.9 mg/100 ml was noted, along with a serum 
phosphorus level of 1.0 mg/100 ml. Repeated determinations 
confirmed these findings and a diagnosis of primary hyper- 
parathyroidism was made. A bone survey that included the 
teeth, phalanges, tibia, femur, radius, and skull revealed no ra- 
diographic changes compatible with hyperparathyroidism (see 
table 1). 

On October 5, 1970, the patient was operated on. At this time 
a parathyroid adenoma measuring 1.5 cm by 2.5 cm was found 
near the inferior pole of the left lobe of the thyroid. The surgical 
pathology report identified it as a chief-cell adenoma. 

This patient experienced a dramatic return to normal mental 
status within two weeks after removal of the adenoma. By that 
time he showed no mental confusion or other residual psychiat- 
ric symptoms. Since his discharge from the hospital he has 
gained 47 pounds. 


The role of operative or postoperative stress as a per- 
tinent factor in precipitating the symptoms of hyper- 
calcemia is, of course, speculative. No evidence of bone 
or renal disease was found in this patient. Serum magne- 
sium levels were not obtained. 


Case 2. Rev. Mr. B, a 65-year-old clergyman, was admitted 
to the hospital in February 1967 with a 14-month history of 
progressive depression, constipation, fatigue, lethargy, and 
complaints of being “mentally dull.” These symptoms, which 
had come on insidiously, were accompanied by occasional epi- 
sodes of confusion, a 28-pound weight loss shortly before ad- 
mission, and some incoordination of gross and fine movements 
of the hands. l 

The patient had had a resection of an adenocarcinoma of the 
soft palate three months before this admission, a duodenal di- 
verticulectomy and appendectomy one year prior to admission, 
and a subtotal thyroidectomy for a benign thyroid adenoma 10 
years previously. He had been under continuing psychiatric care 
for what was diagnosed as severe reactive depression just before 
the 1967 admission. 

On admission, this patient’s serum calcium determinations 
ranged from 15.7 mg/100 ml to 18.3 mg/100 ml. Serum phos- 
phorus levels ranged from 3.5 mg/100 ml to 3.7 mg/100 ml. . 
(Additional laboratory determinations are shown in table 1.) 
On the left side of the patient's neck, a palpable mass measuring 
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TABLE 1 


Clinical Measurements for Five Patients with Hyperparathyroidism 


Clinical Measurement Mr. A Rev. Mr. B Ms.C Ms.D Ms.E 
Serum calcium 11.9 mg/100 ml 18.3 mg/100 ml 12.0 mg/100 ml 11.2 mg/100 ml 12.2 mg/100 ml 
Serum phosphorus 1.0 mg/100 ml 3.5 mg/100 ml 2.4 mg/100 ml 2.6 mg/100 ml 2.5 mg/100 ml 
Serum alkaline phosphatase 16 K-A units 10.8 K-A units 2.5 K-A units 24 K-A units 16 K-A units 
Tubular reabsorption of phosphate 91.4 percent 80.6 percent 94.2 percent — — 
24-hour urinary calcium excretion 179 mg/100 ml 523 mg/100 ml 320 mg/100 ml 410 mg/100 ml — 
Serum creatinine 1.35 mg/100 ml 5.4 mg/100 ml 1.2 mg/100 ml 0.8 mg/100 ml 1.0 mg/100 ml 
Creatinine clearance 162 ml/minute — E — — 
Serum electolytes normal normal normal a normal 
Blood urea nitrogen 16.8 mg/100 ml 60.5 mg/100 ml 11.0 mg/100 ml 14.2 mg/100 ml 20.0 mg/100 ml 
1-131 uptake im 9.4 percent — — - 
Bone survey negative positive negative negative negative 
Side of gland adenoma located left left right right left 
Type of adenoma chief cell chief cell chief cell (mixed) chief cell chief cell 





x > 


4.5 cm. by 2.5 cm was noted. This mass was movable, smooth, 
well circumscribed, and nontender. 

X rays of the skull showed a “‘salt and pepper" appearance 
suggestive of hyperparathyroidism. X rays of the hands demon- 
strated subcortical resorption of the phalanges, and X rays of 
the teeth showed absence of the lamina dura. Both of these are 
suggestive of hyperparathyroidism. 

He was taken to the operating room on February 27, 1967. 
At this time a large parathyroid adenoma was removed near the 
inferior pole of the left lobe of the thyroid. The surgical pathol- 
ogy report described it as a chief-cell adenoma. 

The patient showed remarkable improvement in his psychiat- 
ric symptoms; just three weeks after surgery he was considered 
to be mentally and emotionally "his old self.” He has continued 
to be free of any mental symptoms, has regained most of the 
weight he had lost, and has returned to full-time activity in his 
profession. 


Of particular interest is the fact that this patient expe- 
rienced a recurrence of neuropsychiatric signs and symp- 
toms at a time when he had become profoundly hypo- 
calcemic. These symptoms were treated by intravenous 
calcium therapy. However, with a return to eucalcemic 
levels, the symptoms were not significantly improved un- 
til magnesium sulfate was added to the therapeutic re- 
gimen. 


Case 3. In July 1970, Ms. C, a 56-year-old housewife, was 


— transferred from the psychiatric ward of another hospital where 
. She had been treated for catatonic schizophrenia for four 


months. A newly assigned medical student who was in the proc- 


' ess of reevaluating the case for his staff physician ordered a se- 
' rum calcium test that reported a level of 12.0 mg/100 ml. 


Further studies and additional serum calcium determinations 
ranged from 11.8 mg/100 ml to 12.6 mg/100 ml, serum phos- 
phorus levels varied from 2.4 mg/100 ml to 2.6 mg/100 ml, and 
the serum alkaline phosphatase was 2.5 K-A units. All other 
laboratory data, including serum electrolytes, protein elec- 
trophoresis, the cortisone suppression test, tubular reabsorption 
of phosphate (TRP), phosphate deprivation tests, and calcium 
infusion and calcium urinary excretion tests, were within nor- 
mal limits (see table 1). An extensive radiographic bone survey 
also demonstrated no abnormal findings, and intravenous 
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pyelography and renal function studies were within normal lim- 
its. 

On July 18, 1970, a parathyroid adenoma was removed near 
the inferior pole of the right lobe of this patient's thyroid mea- 
suring 3.0 cm by 2.0 cm. The surgical pathology report de- 
scribed this as a mixed-type parathyroid adenoma with a chief- 
cell component. By the third day after the operation, Ms. C's 
serum calcium had dropped to 7.8 mg/100 ml; it returned to a 
normal range 13 days after surgery. 


It should be noted that exhaustive screening proce- 
dures had not revealed any evidence of bone or renal dis- 
ease in this patient. Although the diagnosis was made 
mainly by serendipity, the patient has made a gradual re- 
covery from her psychiatric illness. The attending psychi- 
atrist feels her progress has been exceptionally good and 
attributes this to the parathyroidectomy. She has not 
been given any medication for her mental illness since the 
surgery. 


Case 4. Ms. D, a 74-year-old housewife, was admitted to the 
psychiatric service of the hospital in May 1971 with a diagnosis 
of involutional depression. In the course of her evaluation it was 
noted that she had an elevation of her serum calcium to 11.2 
mg/ 100 ml and a serum phosphorus depression to 2.6 mg/100 
ml. These abnormal findings were confirmed by repeated deter- 
minations (see table 1). 

A radiographic bone survey revealed some osteoarthritic 
changes in the interphalangeal joints but did not demonstrate 
any findings suggestive of hyperparathyroidism. Chest X ray re- 
vealed a calcified granuloma in the right mid-lung field but no 
other abnormalities. An intravenous pyelography showed only 
a mild ptosis of the right kidney. X rays of the teeth showed 
some cavity formation and alveolar recession but no absence of 
the lamina dura. An I-131 uptake at 24 hours was 8.7 percent, 
which is considered to be in the hypothyroid range. 

On June 8, 1971, a parathyroid adenoma near the inferior 
pole of the right lobe of the thyroid was excised. The surgical 
pathology report described it as a chief-cell adenoma. The 
patient had a remarkably easy postoperative recovery. Her de- 
pression disappeared without the use of antidepressant medica- 
tion and her psychiatrist confirmed that she continued to do 
very well three years after surgery. 


It should be noted that the value of the SMA-12 as a 
routine screening instrument is well demonstrated in this 
case. It might very well be a part of the routine evaluation 
of patients in mental institutions. The rapidity with which 


the diagnosis was determined in case 4 was directly re- ` 


lated to the early recognition of the presence of hyper- 
calcemia. Unfortunately, no magnesium levels were ob- 
tained on this patient to correlate with her changing 
symptomatology. 


Case 5. Ms. E, a 75-year-old housewife, was admitted to the 
neurology service of the hospital in May 1972 for the investiga- 
tion and treatment of a suspected cerebral vascular accident. 
She was a known diabetic, adult-onset type, and had been hy- 
pertensive. She also had a history of recent syncope, progressive 
confusion, and drowsiness. 

An SMA-12 blood chemistry profile indicated that she had 
an elevated serum calcium of 12.6 mg/100 ml and a decreased 
phosphorus level of 2.4 mg/100 ml. On subsequent determina- 
tions serum calcium was 12.2 mg/100 ml and serum phos- 
phorus was 2.5 mg/100 ml (see table 1). A radiographic bone 
survey and serum alkaline phosphatase test were within normal 
limits. 

On May 20, 1972, a parathyroid adenoma was removed near 
the inferior pole of the left lobe of this patient's thyroid gland. 
The surgical pathology report described it as a chief-cell ade- 
noma. 

Ms. E had an uneventful surgical recovery and, according to 
the referring physician, experienced a remarkable improvement 
in her neuropsychiatric condition. She is currently receiving no 
medications, her diabetes is well controlled, and she remains 
normotensive. 


The blood chemistry SM A-12 profile obtained on ad- 
mission was very valuable in alerting the attending neu- 
rologist to the possibility of a parathyroid adenoma in 
this case. 


DISCUSSION 
Literature Survey 


In the literature on hyperparathyroidism, com- 
paratively little attention has been given to the psychiat- 
ric symptoms often associated with it. The mechanism by 
which these symptoms are produced remains unknown. 
They are believed to be related in some way to the asso- 
ciated hypercalcemia, but other factors may be involved 
as well. 

The psychiatric symptoms most commonly described 
are those associated with an acute brain syndrome or 
general depression of mental function. Soon after para- 
thyroid hormone was isolated, Collip (5) reported an ap- 
parent psychic depression in test animals receiving para- 
thyroid hormone. Boyd and associates (6) described a 
case of hyperparathyroidism with associated symptoms 
of “marked lassitude of the body and mind." After their 
patient's parathyroid adenoma was removed, mental 
alertness returned. Investigating this and other reports, 
Hannon and associates (7) discovered that twice the 
amount of electrical current was required to excite an iso- 
lated nerve in a patient with hyperparathyroidism. 


GATEWOOD, ORGAN, AND MEAD 


Over the next few years, several clinical cases were re- 
ported showing ''mental retardation," “‘listlessness,”’ 
"apathy," and “disorientation” (8-13). Harmon (13) 
also noted two unusual findings in a case of hyper- 
parathyroidism in a six-year-old child—permanent neu- 
rological damage and a serum magnesium deficit. Ei- 
tinger (14) reported evidence of mental symptoms in 7 of 
50 descriptions of primary hyperparathyroidism in 1942. 
He presumed these were related to hypercalcemia. Chap- 
lin and associates (15), reporting on vitamin D in- 
toxication, referred to a “‘mild psychosis” in patients with 
elevated serum calcium. 

Among the more recent reports, Karpati and 
Frame (16) presented the first review of neuropsychiatric 
disorders in hyperparathyroidism. They wrote: 


It 1s surprising that neuromuscular signs and symptoms 
are not more often reported in patients with hyper- 
parathyroidism in view of the characteristic disturbances of 
calcium homeostasis and the prominent role of this bivalent 
ion in the electrobiology of nervous and muscle tissue. (16) 


They also noted either psychiatric or neuromuscular 
findings in 14 of 23 cases of hyperparathyroidism. Im- 
provement in mental symptoms followed surgery, al- 
though 3 patients in the series had acute psychotic epi- 
sodes three to four days following surgery but then 
recovered rapidly and without residual symptoms. (In 
many respects these cases resemble our case 2.) 

Potts and Roberts(17) also described two cases in 
which removal of a parathyroid adenoma was followed 
by confusion and psychotic behavior. Bergeron and asso- 
ciates (18) observed the same phenomenon and noted 
that serum magnesium levels were depressed, and in some 
cases the abnormal mental behavior improved after the 
administration of magnesium (note our case 2). 

Various reports in recent years (19-24) tend to repeat 
the findings described previously, but a few of these cases 
reported symptoms that are not typical of the usual acute 
brain syndromes, such as delusions and aggressive behav- 
ior. Some of these cases were complicated by the pre- 
existence of other physical diseases or mental disorders 
(as may be true in our case 3, who presented with schizo- 
phrenic symptoms, and case 4, who showed the apparent 
symptoms of involutional depression). 


Possible Causes 


In all of the reports on hyperparathyroidism in which 
some mention of mental symptoms has been included, no 
explanation has been offered for their cause except for 
the general dampening effect that hypercalcemia seems 
to have on any neurological function. Although an un- 
proved cause, this does seem to be a reasonable assump- 
tion, even though the exact means by which calcium ions 
have this dampening effect is not understood. The effect 
of metallic ions on the functioning of the nervous system, 
and indirectly on human behavior, has received addi- 
tional interest recently because of the use of lithium ther- 
apy for manic.states. Since lithium has a dampening ef- 
fect similar to that of calcium ions, it is intriguing to 
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consider what possible value calcium salts might have if 
used to amplify or substitute for lithium action. 

Another metallic ion effect that may be significant in 
hyperparathyroidism is the influence of magnesium. Be- 
cause of magnesium’s metabolic interrelationship with 
calcium, the neurologic sequelae of depletion of body 
magnesium is certainly a mechanism deserving further 
consideration. Magnesium deficiency has been demon- 
strated to occur in hyperparathyroidism. This could be as 
important a causal factor as increased calcium. 

In humans, magnesium deficiency is characterized by 
neuromuscular irritability and convulsions as well as con- 
fusional states and mental depression. Both calcium and 
magnesium in higher concentrations tend to depress the 
excitability of the myoneural junction, whereas high 
magnesium concentrations have a definite central de- 
pressive effect ("magnesium narcosis”) that can be re- 
versed by the administration of calcium (25). 

During the hyperparathyroid state there is a negative 
magnesium balance, with increased urinary excretion of 
magnesium and a variable serum magnesium level. This 
is due in part to the mobilization of magnesium along 
with calcium from bone. If magnesium is cleared through 
the kidneys more rapidly than calcium, increased levels 
of urinary magnesium without elevated serum magne- 
sium can result. 

Removal of the cause of the hyperparathyroid state 
creates a positive magnesium balance and retention of 
magnesium intracellular components accompanied by a 
decrease in serum and urinary magnesium. A closer 
study of magnesium intra- and extracellular alterations 
in hyperparathyroidism certainly is warranted. These al- 
terations may prove to be very significant in both the pre- 
operative and postoperative mental disorders in hyper- 
parathyroidism. 
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The Effect of Living Alone on Bereavement Symptoms 


BY PAULA J. CLAYTON, M.D. 


The author reports on a study of widows and widowers 
who were followed for one year after the deaths of their 
spouses. The study shows that bereavement itself rather 
than the effects of living alone influences the occurrence 
of depressive symptoms in widows and widowers at one 
month. The data gathered also support the idea that 
younger people who have lost a spouse tend to show more 
physical depressive symptoms and to require 
hospitalization more often than either matched married 
controls or older widows and widowers at one year. 


My COLLEAGUES AND I have investigated social isolation 
as a cause of bereavement symptoms as part of a pro- 
 spective study of widowhood. In previous reports (1, 2), 
we noted a high prevalence of physical and psychological 
symptoms of depression in the first year of widowhood. 
Similar symptoms have been reported in other prospec- 
tive and retrospective studies of widowhood, beginning 
with Freud (3) and continuing with Lindemann (4), Mar- 
ris (5), Maddison and Viola (6), Yamamoto and asso- 
ciates (7), Parkes (8), Kennell and associates (9), and 
Heyman and Gianturco (10). 

Using specific diagnostic criteria for depression, we 
have shown that, in addition to individual psychological 
and somatic symptoms of depression, 35 percent of our 
sample of widows and widowers had a depressive syn- 
drome one month after their bereavement (11) and 17 
percent had this same syndrome one year later (12). 
Forty-six percent of the sample experienced this cluster 
of depressive symptoms at some time during the first year 
of bereavement and 13 percent had the syndrome for the 
entire year (13). 

The question arises of whether these symptoms are due 
to the bereavement itself or to the loneliness and social 
isolation that result from the bereavement. To answer 
this question, we divided our widows and widowers into 
those who lived alone and those who lived with someone 
(children, siblings, or parents) after the bereavement. We 
then compared the two groups on many variables, in- 
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cluding the presence of depressive symptoms, one month 
after bereavement and again at one year. 

We also followed a group of age-matched, married 
controls longitudinally and compared the prevalence of 
depressive symptoms over a one-year period in the four 
groups—the widows and widowers who had lived alone 
were compared with their controls, and those who had 
not lived alone were compared with their controls. 


METHOD 


The method of this study has been described fully else- 
where (1, 2, 11, 12). From the death certificates of the 
city and county of St. Louis we chose names of men and 
women who had recently been widowed. A table of ran- 
dom numbers was used to select subjects for interview. 
We saw 109 people who had been widowed for no longer 
than one month. These included 76 women and 33 men 
whose average age was 61. We saw these people in their 
homes for approximately two hours, using a systematized 
and open-ended interview. 

Shortly after we selected our study population, we 
matched them through the voter registry with married 
people of the same age and sex and from the same voting 
district, preferably from the same street. We interviewed 
the bereaved again at four months. At one year we inter- 
viewed the bereaved and their married controls. We were 
particularly interested in mortality in the widows and 
widowers and morbidity as measured by presence of de- 
pressive symptoms, physician visits, drug use, and hospi- 
talizations during the previous year. 

The criteria for diagnosis of depression in this study 
are those recommended by Feighner and associates (14). 
The criteria were feeling depressed or feeling lost or 
numb plus four of the following eight symptoms: ano- 
rexia or weight loss; sleep disturbance, including hyper- 
somnia; fatigue; feeling restless; loss of interest; difficulty 
concentrating; feeling guilty; and wishing to be dead or 
thoughts of suicide. This cluster had to be present at the 
time of the interview for a diagnosis of depression to be 
made. > 

Statistical evaluation of the data presented in this re- 
port was accomplished by means of the chi-square test 
with Yates’ correction and the t test for data requiring 
parametric evaluation. Both statistics were used as two- 
tailed tests. Differences were defined as significant when 
there was 1 or less than 1 chance in 20 that they had oc- 
curred by chance. 
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RESULTS 
One-Month Follow-Up 


At one month we examined symptoms in 108 widows 
and widowers. One man in the original sample was in a 
nursing home and had a chronic brain syndrome; it was 
felt for this particular evaluation it was best to exclude 
him. Sixty-one (56 percent) of the 108 people were living 
alone at one month and 47 (44 percent) were not living 
alone. Forty were living with children, 4 with siblings, 
and 3 with parents. The average age of those living alone 
was 65; for those not living alone it was 58 (p<.01). This 
difference is due to the fact that almost all of the younger 
people in the study (particularly the women) had young 
children and were therefore not considered to be living 
alone. 

There were approximately equal percentages of 
women in both groups: 67 percent of those living alone 
were women and 74 percent of those not living alone were 
women. There were no differences in the two groups in 
socioeconomic status, length of illness of the deceased, or 
assessment of the marriage before the illness as good or 
poor. Depressed mood, sleep disturbance, crying, ano- 
rexia, weight loss, difficulty concentrating, poor memory, 
loss of interest, fatigue, diurnal variation, feelings of 
worthlessness, feeling that one is a burden, feeling guilty, 
feeling hopeless, wishing one were dead, and suicidal 
thoughts all occurred with equal frequency in both 
groups. 

Equal numbers of both groups lost a small or large 
amount of weight in the first month after bereavement; 
more of those living alone gained weight (12 percent ver- 
sus 2 percent). Restlessness occurred in 63 percent of 
those living alone and 24 percent of those not living alone 
(p<.05). Irritability occurred in 8 percent of those living 
alone and 26 percent of those who were not living alone 
(p<.05). 

Considering the number of variables we examined, it 
would be difficult to say that these differences did not oc- 
cur by chance alone. Irritability has been associated in 
our previous studies with younger age. This is most likely 
due to the fact that younger people had someone against 
whom to direct their irritability (e.g., children). 

Using the criteria for depression described above, 34 
percent of those living alone and 36 percent of those not 
living alone were given a diagnosis of depression. Physi- 
cal symptoms such as headaches, blurred vision, dyspnea, 
abdominal pains, constipation, attacks of anxiety, uri- 
nary frequency, dysmenorrhea, and other pains, espe- 
cially joint and back pains, were inquired about. There 
were no differences in the occurrence of these symptoms 
in the two groups. There were also no differences in the 
use of hypnotics or tranquilizers or in visits to a physi- 
cian. This means that those who were living alone did not 
necessarily go to their physician just because they had no 
one to talk to. Thus social isolation did not seem to influ- 
ence the psychological symptoms, physical symptoms, or 
medical treatment of the widows and widowers during 
the first month after bereavement. 


134 Am J Psychiatry 132:2, February 1975 


One-Year Follow-Up 


Of the 47 widows and widowers who were not living 
alone one month after bereavement, 7 were living alone 
one year later. Most of these people had children who 
married or went into the service. Three people who had 
been living alone were no longer living alone at one year. 
In this population of 108 people, 9 percent changed their 
intimate living arrangements during the first year after 
bereavement. 

At one year we followed up 94 people (86 percent of 
the original sample). Four of these people had died, leav- 
ing 90. The man in the original sample who was in a nurs- 
ing home with a chronic brain syndrome was one of those 
who died. By one year one woman was in a nursing home 
and had a severe chronic brain syndrome; she was ex- 
cluded from the calculations. At the one-month follow-up 
this woman had had a mild diagnosable chronic brain 
syndrome. 

Our one-year data deal with 89 people. Fifty-two (58 
percent) were living alone and 37 (42 percent) were not. 
Of those who were not living alone, 29 were living with 
children, 2 were living with siblings, 3 with their mother, 
1 with a niece, 1 was a housemother, and 1 man had re- 
married. The average age of those living alone was 63, of 
those not living alone, 57 (p<.05). 

Again there were no differences in the percentage of 
women in each group or in the socioeconomic status of 
the groups. Both groups reported with equal frequency 
previous separation, divorce, or unhappiness in the mar- 
rage from which they were widowed; these factors did 
not seem to influence whether or not they lived alone. 

Table | shows the incidence of psychological and 
somatic symptoms of depression as well as the depressive 
syndrome in these groups at one year. The frequencies 
represent the presence of these symptoms. There was a 
tendency for those living alone to report depressed mood 
and sleep disturbance more often, but this trend did not 


_achieve significance. Those living alone also felt more of- 


ten (p<.05) they had nothing to look forward to and had 
a tendency to feel hopeless and to wish they were dead. 
Thus there is a slight indication that living alone pro- 
duces more psychological distress a year after the be- 
reavement. This is further emphasized by the finding that 
those who had a collection of depressive symptoms were 
mainly in the group living alone. 

It was also found that equal numbers in both groups 
lost a small or large amount of weight or gained weight. 
Most of the widows and widowers also dreamed infre- 
quently about the deceased spouse. Two-thirds of those 
living alone and one-half of those living with someone 
had “‘good” dreams. 

Table 2 shows that those living alone had no more 
physical symptoms and received no more medical treat- 
ment, with the exception of the use of hypnotics, than 
those not living alone. The finding of the use of hypnotics 
lends credence to the previous statement that there is 
more distress in those living alone. 

It was also found that 35 percent of those living alone 
related their visits to physicians to grieving while only 18 


percent of those not living alone did so. The two groups 
had similar numbers of visits to physicians. 

A large number of physical symptoms showed no dif- 
ferences between the two groups. These included the fol- 
lowing: headaches, blurred vision, dyspnea, chest pains, 
palpitations, anxiety attacks, abdominal pains, vomiting, 
constipation, urinary frequency, dysmenorrhea, other 
pains (especially in the back and joints), dizziness, faint- 
ing, skin rashes, excessive sweating, and increased or de- 
creased smoking. 

Other variables compared included problems experi- 
enced since the death, advice sought about these prob- 
lems as well as more general advice, financial support, 
spending habits, working habits, socializing, drinking 
habits, and changes in day-to-day habits such as cook- 
ing, cleaning, and taking care of personal appearance. 
No differences were found between groups on these vari- 
ables. 

We also found no differences between groups in feel- 
ings about the marriage, the illness, the death, the fu- 
neral, visiting the grave and specific thoughts about the 
deceased (e.g., thinking about him or her daily, sensing 
his or her presence, cultivating that presence, or avoiding 
reminders of the deceased), 

No differences were found in feelings and actions re- 
garding dating, sex, and remarriage. Twelve percent of 
those who were living alone reported having a severe re- 
action on the anniversary of their spouse’s death; no one 
who was living with someone reported this reaction. A se- 
vere reaction was defined as a syndrome of more than one 
day's duration with a low mood described as “‘miserable”’ 
or its equivalent, excessive crying in places other than the 
church or grave, and/or work function interrupted. The 
difference was not significant, but it may be that one year 
after the bereavement living with someone attenuates this 
reaction as well as other symptoms. 


Comparisons with Matched Controls 


Table 3 shows depressive symptoms in those living 
alone and those not living alone and their matched mar- 
ried controls. The frequency of each symptom is not 
shown. Rather, the table shows whether the subjects and 
controls had had the symptom at any time during the 
year. There are marked differences between our subjects 
and their controls on a large number of depressive symp- 
toms. Widowed subjects, living alone or not, could expect 
to experience a number of distressing psychological and 
somatic depressive symptoms in the first year compared 
with controls. No group reported suicidal thoughts with 
any great frequency. 

Table 4 shows that there are differences in some physi- 
cal symptoms (mainly in subjects not living alone—the 
younger group). However, a large number of other physi- 
cal symptoms show no differences. General poor health 
was no different between subjects and controls. 

Table 5 shows medical treatment for the subjects and 
their controls. Here the only difference that emerges is a 
difference in hospitalizations, which occur more often in 
subjects living with someone (the younger group), and in 
the use of hypnotics in subjects living alone. 
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TABLE | 
Depressive Symptoms in Subjects at One Year, in-Percents* 








Subjects Subjects Not 
Living Alone Living Alone 

Symptom (N =52) (N = 37) 
Depressed mood 58 35 
Sleep disturbance 60 38 
Crying 40 30 
Anorexia 15 14 
Weight loss 16 19 
Difficulty concentrating 12 8 
Poor memory 23 16 
Loss of interest 23 14 
Irritability 10 14 
Restlessness 37 19 
Fatigue 31 32 
Diurnal variation 10 1] 
Reverse diurnal variation 33 19 
Dreams about deceased spouse 69 54 
Feeling worthless 13 1] 
Nothing to look forward to 397 11 
Feeling guilty 2 16** 
Feeling hopeless 2] 9 
Wishing one were dead 19 8 
Suicidal thoughts 2 3 
Depersonalization 0 0 
Derealization 4 5 
Hallucinations 6 9 
Fear of losing mind 2 5 
Feeling angry 9 16 
Feeling someone is to blame 17 24 
Depressive symptom cluster PA has 5 


* Percents represen! positive responses. 
**5 « .05. 
TOES 5045. 


TABLE 2 


Physical Symptoms and Medical Treatment in Subjects at One Year, 
in Percents* 


Subjects Subjects Not 
Living Alone Living Alone 
Item (N =52) (N = 37) 
Three or more physical symptoms 40 38 
General poor health 12 8 
Use of tranquilizers 33 28 
Use of hypnotics 49** 14 
Physician visits or medicines sent 
by physician 88 81 
Hospitalizations since death of spouse 17 30 


* Percents represent positive responses. 
T Du :035. 


DISCUSSION 


The overwhelming evidence of this analysis indicates 
that the bereavement itself, rather than the effects of 
loneliness or social isolation, influences the occurrence of 
depressive symptoms as well as medical attention for 
symptoms one month after the loss of a spouse. The be- 
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TABLE 3 


Depressive Symptoms in Subjects and Matched Controls at One Year, in Percents* 





Living Alone Not Living Alone 
Subjects Controls Subjects Controls 
Symptom {N =52) (N =52) Significance (N = 37) (N =37) Significance 
Depressed mood 94 p < .0005 84 6 p < .0005 
Crying 98 p < .0005 95 6 p < .0005 
Sleep disturbance 85 38 p < .0005 76 27 p < .0005 
Anorexia 46 p < .0005 57 3 p « .0005 
Difficulty concentrating 37 p < .0005 32 11 p«.05 
Loss of interest 48 p < .0005 49 6 p < .0005 
Fatigue 54 22 p < .005 57 27 p< Ol 
Weight loss 48 29 n.s 46 16 p< 0! 
Poor memory 48 27 p < .05 49 22 p «.05 
Feeling guilty 25 p «.05 30 0 p < .005 
Feeling hopeless 27 p < .005 8 25 n.s 
Wishing one were dead 25 p«.05 8 3 n.$ 
Diurnal variation 17 n.s. 22 H1 n.s 
Irritability 21 23 n.s 30 1l n.s 
Restlessness** 44 33 n.s 22 “30 n.s 
Feeling worthless 13 15 n.s 14 6 n.s 
Suicidal thoughts 4 0 n.s. 3 0 n.s 
Fear of losing mind 2 4 n.s. 5 3 n.s 
Hallucinations 13 4 n.s. 1} 0 n.s 
Feeling one is being talked about 6 2 n.s. 5 6. ns 
Derealization 6 4 n.s. 8 0c n.s 
*Percents represent whether the subjects and controls had the symptom at any time during the year. 
**p < .05 for subjects living alone versus subjects not living alone. 
TABLE 4 
Physical Symptoms in Subjects and Matched Controls at One Year, in Percents* 
Living Alone Not Living Alone 
Subjects Controls Subjects Controls 
Symptom (N = 52) (N =52) Significance (N = 37) (N = 37) Significance 
Shortness of breath 25 n.s. 32 6 p< .0l 
Palpitations 2] p < .025 1] 3 n.s. 
Blurred vision 23 n.s. 27 6 p«.05 
Abdominal pains** 15 n.s. 30 J p < .005 
Other pains, especially in back and joints 40 40 n.s. 62 32 p < .025 
Headaches 29 25 n.s. 35 14 n.s. 
Chest pains 17 n.s. 16 14 n.s. 
Anxiety attacks 13 n.s, H1 3 n.s. 
Vomiting 6 n.s. 3 6 n.s. 
Constipation i 33 31 n.s. 32 22 n.s. 
Frequent urination 29 35 n.S. 35 22 n.s. 
Dizziness 13 n.s. 19 22 n.s. 
Fainting spells 0 n.s. 8 3 n.s. 
Excessive sweating 10 n.s. 8 1] n.s. 
General poor health 12 n.s. 8 8 n.s. 


* Percents represent positive responses. 
** 5 < .05 for controls living alone versus controls not living alone. 


reavement also influences the occurrence of symptoms 
over the period of a year. There is some indication from 
the data that the younger widows and widowers living 
with someone had more physical symptoms and more 
hospitalizations in the year after bereavement than their 
controls and the oider widows and widowers. Parkes (8) 
and Maddison and Viola (6) have demonstrated that 
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younger people show more physical symptoms in re- 
sponse to bereavement than older people. These findings 
support that idea. 

It may be that those living alone experience more de- 
pressive symptoms and more depressive syndromes than 
those living with someone one year after bereavement. 
Thus with time those living with someone do better. Be- 
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TABLE 5 
Medical Treatment in Subjects and Matched Controls at One Year, in Percents* 


—————————————————————————————————————————————— 


Living Alone Not Living Alone 
Subjects Controls Subjects Controls 
Treatment (N- 52) (N=52) Significance (N =37) (N = 37) Significance 
Any physician visits 88 79 n.s. 76 84 n.s. 
Three or more physician visits** 63 63 n.s. 54 38 n.s. 
Psychiatrist visits : 4 0 n.s. 3 0 n.s. 
Hospitalizations 17 2l n.s. 30 6 p < .025 
Medical . . l0 12 n.s. 22 3 n.s. 
Surgical 6 13 n.s. | 3 n.s. 
Psychiatric , Z2 % 0 n.s. 3 0 n.s. 
Use of medicine for general health ` 40 63 p < .05 54 54 n.s. 
Use of hypnotics*** l 39 13 p «0l 14 16 n.s. 
;. Use of tranquilizers 33 23 n.s. 28 19 n.s. 
* Percents represent positive responses. 
**p < .05 for controls living alone versus controls not living alone. 
***p < .025 for subjects living alone versus subjects not living alone. 
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The Validity and Significance of the Clinical Diagnosis of 


Hysteria ( Briquet's Syndrome) 


BY SAMUEL B. GUZE, M.D. 


The author states that a valid diagnostic classification 
based on the medical model is a sine qua non for progress 
in psychiatric research and treatment and that such 
classification requires follow-up and family studies. To 
illustrate this point he reports on studies showing that 
hysteria, or Briquet's syndrome, is a valid clinical entity 
that follows a predictable course and clusters in certain 
families. He also reports that an association between 
hysteria and sociopathy has been demonstrated, 
suggesting that the two conditions may arise from 
similar etiologic and pathogenetic factors. 


THE EFFORTS OF MY COLLEAGUES and me to study hyste- 
ria and related conditions derive from our views about 
psychiatric diagnosis. We believe that a valid diagnostic 
classification is a sine qua non for progress in under- 
standing the nature and causes of psychiatric disorders 
and for developing effective treatments. 

There was a time when many psychiatrists rejected the 
possibility, desirability, or necessity of valid diagnostic 
classification. They argued that such efforts to label 
patients were misleading and antihumanitarian. They ar- 
gued that labeling a patient undermined therapeutic opti- 
mism and led to therapeutic failure. They never supplied 
data to support their assertions, but their views received 
widespread attention and respect. 

Today, although few leaders in psychiatry openly 
champion this position, it has been adopted by many in 
the field and has found many nonpsychiatrist adherents. 
The latter are found chiefly among various so-called radi- 
cal groups, including some social scientists, political ac- 
tivists, and a variety of social critics who are anti-estab- 
lishment and antimedical. Their objection to diagnosis 
stems from a rejection of the medical model of psychiat- 
ric disorders. This rejection reflects a misunderstanding 
of the nature of this model and an unwillingness to accept 
any view of psychiatric disturbance that does not see it 
as a reaction to negative social, economic, and cultural 
forces in Western technological capitalist society. 


Read at the 127th annual meeting of the American Psychiatric Associa- 
tion, Detroit, Mich., May 6-10, 1974. 


Dr. Guze is Professor of Psychiatry and Vice-Chancellor for Medical 
Affairs, Washington University School of Medicine, 4940 Audubon 
Ave., St. Louis, Mo. 63110. 


This work was supported in part by grant AA-00209 from the Alcohol, 
Drug Abuse, and Mental Health Administration and by grant MH- 
19972 from the National Institute of Mental Health. 
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THE MEDICAL MODEL 


As I have argued elsewhere (1, 2), the medical model 
requires no assumptions about etiology or effective treat- 
ment. It assumes only that there are different psychiatric 
disorders with different clinical pictures, natural histo- 
ries, etiologies, and mechanisms and that different dis- 
orders will respond best to different treatments. This as- 
sumption results in efforts to divide psychiatric disorders 
into homogeneous groups based upon common etiology, 
pathogenesis, clinical features, and response to treat- 
ment. Features that patients have in common are the ma- 
jor focus of concern. Diagnosis is the medical term for 
this kind of classification. Its essential role is implicit in 
the medical model. Physicians have traditionally worked 
to recognize and characterize different illnesses and to 
distinguish one from another. 

The causes of most psychiatric disorders are not 
known; they will become known only through research. 
Dogmatic assertions about etiology cannot be justified 
and cannot be considered adequate grounds for rejecting 
the medical model. 

The medical model may be contrasted to its principal 
alternatives. The first alternative presupposes a general 
vulnerability to psychiatric disturbances in each individ- 
ual, presumably as the result of early life experiences. 
The particular form of the disturbance is of secondary 
concern and is explained in terms of chance individual 
and environmental circumstances and in terms of the se- 
verity of the disturbance. Research into the nature of psy- 
chiatric disturbance and efforts at treatment are primar- 
ily directed at the hypothetical general vulnerability. The 
individual—his idiosyncratic circumstances, life history, 
and reactions—is the focus of concern. 

The second principal alternative is based on the as- 
sumption that the social, economic, and political context 
of psychiatric disorders is of primary etiologic impor- 
tance. Again, the form of the psychiatric condition is 
given little weight; diagnosis is minimized or ignored. 
Frequently—perhaps usually—the two alternative view- 
points are combined. 

Although these descriptions are brief and incomplete, 
they indicate the thrust of the conflicting views. It is diffi- 
cult to understand how experienced clinicians can fail to 
see that psychiatric disorders come in many different 
forms, that they are distinguishable from one another by 
more factors than simply their severity, and that classifi- 
cation or diagnosis is inevitable. 


DIAGNOSTIC VALIDITY 


What then is the best way to classify psychiatric dis- 
orders? I have elsewhere (1, 2) presented an approach 
that permits a “bootstrap operation,” which offers hope 
for achieving, in time, a valid, generally accepted diag- 
nostic classification. 

Attempts to validate a clinical diagnosis should begin 
with a reasonably clear clinical description of the cases to 
be included within the particular category. One may start 
with a single striking manifestation or with a com- 
bination of manifestations, depending on previous clini- 
cal experience or intuition. Having defined the clinical 
category, the validity of the diagnostic grouping will de- 
pend upon demonstrating a common etiology, a similar 
pathogenesis (similar changes in anatomy, physiology, or 
chemistry), a uniform clinical course, and, in at least 
some disorders, an increased prevalence of the same ill- 
ness in close relatives of index cases. 

A completely validated category would require demon- 
strating all these points; such validation may be achieved 
only infrequently, as with certain specific gene-linked dis- 
orders such as sickle-cell anemia or phenylketonuria. For 
most clinical disorders, complete diagnostic validity has 
‘not been established and further reclassification is neces- 
sary. 

The process of diagnostic validation is based on view- 
ing clinical diagnosis as a prediction. Diagnosis should 
predict etiology, pathogenesis, clinical course, and famil- 
ial illness patterns. A degree of diagnostic validity is es- 
tablished to the extent that it does predict these factors. 
For the common psychiatric disorders, too little is known 
about etiology or pathogenesis to validate diagnoses us- 
ing these measurements. Tentative diagnostic validity 
must therefore depend upon clinical course and familial 
illness patterns. 


Follow-Up Studies 


The important question to be answered is, Do a signifi- 
cant number of patients with a particular diagnosis show 
the diagnostic features of another illness at follow-up? If 
they do, it would suggest that the original sample was not 
homogeneous and that the diagnostic criteria should be 
modified to correctly predict this differential outcome. 
Follow-up studies also contribute to diagnostic validity 
through analysis of prognosis. Marked differences in 
prognosis, such as between complete recovery and 
chronic persistent illness, suggest that the diagnostic 
group is not homogeneous and, again, that revision of 
diagnostic criteria may be indicated. A variable prog- 
nosis is not as logically compelling in indicating diagnos- 
tic heterogeneity as is a change in diagnosis; the same ill- 
ness may have a varied outcome. Until more is known 
about the basic nature of psychiatric disturbances, how- 
ever, gross differences in prognosis challenge the validity 
of a diagnosis. 

If follow-up study indicates that few of the original 
cases appear with diagnostic features of another disorder, 
and if the prognosis of all of the cases has been generally 
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similar, one may conclude that the original diagnostic 
grouping has been tentatively validated. 


Family Studies 


Family studies are important in investigating the etiol- 
ogy of illness. They are also important in the validation 
of diagnosis. An increased prevalence of the same dis- 
order among close relatives of index cases suggests that 
one is dealing with a valid entity, independent of etiology. 
Since not all illnesses necessarily show familial segrega- 
tion, the absence of an increased family prevalence can- 
not contribute to the question of diagnostic validity. 

In summary, a psychiatric diagnosis may be consid- 
ered tentatively valid if patients with a specific diagnosis 
do not show diagnostic features of a different illness at 
follow-up, if they have had a similar course, and if an in- 
creased prevalence of the same condition is encountered 
among close relatives. Thus the establishment of diagnos- 
tic validity requires follow-up and family studies. 


DEFINITION OF TERMS 


The application of these principles to the diagnosis of 
hysteria first requires attention to definitions. Two re- 
lated terms are encountered frequently in the literature: 
"conversion symptom” (or conversion reaction) and 
“hysteria.” The careless use of these terms may result in 
confusion. Most authors fail to indicate how they use 
these terms and do not make clear whether or not they re- 
gard them as equivalent. For some the terms refer to indi- 
vidual symptoms and for others to personality styles or 
symptom patterns. Patients described under these labels 
may include such diverse groups as young girls with sud- 
den amnesia, middle-aged men with severe depression 
who complain of persistent abdominal pain, known epi- 
leptics with puzzling spells, patients with early dissemi- 
nated sclerosis, and women with dystonic reactions to 
phenothiazines. No wonder there is some despair regard- 
ing the usefulness of psychiatric diagnosis! 

The studies summarized below were based on differ- 
entiating between conversion symptom and hysteria. A 
gratifying degree of diagnostic validity is evident when 
conversion symptom and hysteria are used to refer to dif- 
ferent phenomena. 


Conversion Symptom 


Conversion symptom refers, in a purely descriptive 
way, to an unexplained symptom suggesting neurological 
disease. Amnesia, unconsciousness, paralysis, spells, 
aphonia, urinary retention, difficulty in walking, anes- 
thesia, and blindness are common and classic examples 
of the so-called pseudoneurological or grand hysterical 
symptoms. To call these symptoms unexplained means 
only that the history, neurological examination, and ap- 
propriate diagnostic tests have not uncovered a satis- 
factory explanation for them. The use of the term in this 
sense carries no etiologic or pathogenetic implications. 
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CLINICAL DIAGNOSIS OF HYSTERIA 


Although the term “conversion symptom” derives 
from the psychoanalytic theory of the unconscious con- 
version of psychic energy, its use should be restricted. 
Unexplained pains or other unexplained medical symp- 
toms should be excluded from the category of conversion 
symptom to preserve greater specificity. If such unex- 
plained medical symptoms as headaches, backaches, and 
abdominal pains were included, the term would come to 
mean nothing more than an unexplained medical symp- 
tom. Its differential diagnosis would include the whole 
range of medical disorders. 


Hysteria 


Hysteria, on the other hand, is used to refer to a syn- 
drome first systematically described by Briquet in 
1859 (3). It was recharacterized by Savill in 1909 (4) and 
by Purtell and associates in 1951 (5). These authors de- 
scribed a polysymptomatic disorder seen predominantly 
in females. It begins early in life, usually before the age of 
20 and nearly always before the age of 30, and is charac- 
terized by recurrent or chronic ill health, the complicated 
history of which is frequently described drama-ically. 

Characteristic features of the clinical history, most of 
which are to be seen in all patients, include many and var- 
led pains, anxiety symptoms, gastrointestinal distur- 
bances, urinary symptoms, menstrual difficulties, sexual 
and marital maladjustment, nervousness, mood distur- 
bances, and conversion symptoms. Frequent visits to 
physicians, the use of a large number of medications, ex- 
cessive hospitalizations, and excessive surgery are also 
seen in the florid symptom picture. To avoid ambiguity 
and the pejorative implications associated with the term 
“hysteria,” I have proposed calling this symptom com- 
plex Briquet’s syndrome as an equivalent diagnosis that 
is free of prejudice and unburdened by historical con- 
flicts (2). 

I would like to emphasize the following point: con- 
version symptoms are individual symptoms while hys- 
teria Is a polysymptomatic disorder. 


RESULTS OF INVESTIGATIONS 


The following conclusions are derived from a series of 
interconnected follow-up and family studies from the De- 
partment of Psychiatry, Washington University School 
of Medicine, St. Louis, over the past 15 years. 

Hysteria, or Briquet's syndrome, is a recognizable syn- 
drome that is very similar from patient to patient and 
may be identified by standard clinical examination. It 
generally runs a prolonged course over many decades, al- 
though there may be fluctuations in intensity (6, 7). 

Conversion symptoms, on the other hand, may be seen 
in a wide range of psychiatric, neurologic, and general 
medical disorders, including hysteria (2, 8). They may 
also be seen in patients who show no other evidence of ill- 
ness (2). The course and prognosis of patients with con- 
version symptoms are variable, depending upon the un- 
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derlying disorders (8). Hysteria and sociopathy! are two 
of the most common psychiatric disorders associated 
with conversion symptoms (8). 

Hysteria runs in families. About 20 percent of first-de- 
gree female relatives may suffer from the same disorder; 
male relatives show an increased prevalence of sociop- 
athy and alcoholism (9, 10). 

An increased prevalence of hysteria is seen in the first- 
degree female relatives of male sociopaths; first-degree 
male relatives of men with sociopathy show an increased 
prevalence of sociopathy and alcoholism (11). 

There appears to be a pattern of assortative mating be- 
tween hysterical women and sociopathic men. Sociop- 
athy is increased in husbands of hysterical women and 
hysteria is increased in the wives of sociopathic 
men (10, 12). 

Sociopathy and hysteria are found in the same women 
more often than would be expected by chance (13). An 
early delinquent and antisocial history frequently pre- 
cedes the manifestations of hysteria (13). Sociopathy in 
fathers appears to be particularly associated with the de- 
velopment of hysteria in delinquent and sociopathic 
girls (14). 

Since hysteria is characteristically a disorder of women 
and is rarely seen in men, and since sociopathy is pre- 
dominantly seen in men although it may occur in women, 
it has been suggested that, "depending upon the sex of the 
individual, the same etiologic and pathogenetic factors 
may lead to different, although sometimes overlapping 
clinical pictures" (13). 

Recent work with hyperactive children, which was 
stimulated in part by the findings described above, may 
help clarify the development of both hysteria and sociop- 
athy. Hyperactive children appear to carry an increased 
risk of delinquency and sociopathy (15). The results of 
two studies of the families of hyperactive chil- 
dren (16, 17) are of great interest here. Each of these 
studies found an increased prevalence of sociopathy in 
the fathers and of hysteria in the mothers of hyperactive 
children compared with parents of control children. Sim- 
ilar findings were not found in adoptive parents of hyper- 
active children (18). 


A FORMULATION 


Based upon these studies, the following formulation 
may be useful: Hysteria and sociopathy have a common 
familial origin, whether genetic, social, or both. The 
earliest manifestations of the adult disorders may take 
the form of the hyperactive child syndrome. As the child 
matures, various forms of delinquency and antisocial be- 


'Sociopathy, or antisocial personality, is defined as a disorder beginning 
early in life (before the age of 15) and manifested by recurrent antiso- 
cial, delinquent, and criminal behavior, including school troubles (e.g., 
truancy, fighting with teachers, suspension, expulsion), excessive fight- 
ing in general, running away, periods of wanderlust, poor job record 
(e.g., fired, quit without other job available, no sustained job), poor 
marital record, poor military record, history of alcohol and/or drug 
abuse, and trouble with the police. 


havior may become evident. The clinical picture in ado- 
lescence and adulthood will depend in part on the sex of 
the individual. Briquet’s syndrome will predominate in 
females and the sociopathic constellation will pre- 
dominate in males. 

Although the importance of the family in the patho- 
genesis seems clear, how the familial origin leads to the 
specific clinical disorders is not known. The possible in- 
teractions among parent-child relationships, socioecono- 
mic status, and neurobiological factors remain to be clar- 
ified. The significance of the hyperactive child syndrome 
is also still obscure. Its presence may indicate some diff- 
culty in central nervous system development or matura- 
tion. 

Finally, the evidence pointing to an association be- 
tween sociopathy and hysteria indicates that the research 
methods used in the studies described above—com- 
plementary follow-up and family studies—can produce 
data useful in studying etiology as well as in validating 
diagnostic classifications. 
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Workshop on Writing for Scientific Journals 


The 1975 annual meeting of the American Psychiatric Association will feature the second an- 
nual workshop on writing for scientific journals, to be held from 9 a.m. to 5 p.m. on Sunday, 
May 4 (the day before the annual meeting begins). The workshop, cosponsored by APA and the 
American Medical Writers Association (AMWA), will offer practical information and instruc- 
tion on four subjects: common writing faults, organizing medical reports, getting your words on 
paper, and submitting a manuscript. Work assignments, which will be sent to registrants before 
the meeting, will form the basis for initial discussions during the workshop sessions. The course 
will begin with brief introductory lectures by the AMWA faculty, who include Charles G. Ro- 
land, M.D., chairman of the Department of Biomedical Communications, the Mayo Founda- 
tion; Barbara G. Cox, medical writer, Instructional Development Section, the Mayo Founda- 
tion; and Martha Tacker, Ph.D., free-lance medical writer and editor. Following the lectures 
there will be small-group discussions on the four basic subjects. The workshop will conclude 
with a panel discussion in which participants will have the opportunity to question the editors of 


several psychiatric journals. 


Registration is limited to 40 participants. All applications for participation must be received 
by April 7; the registration fee is $65. For further information on registration write to Charles 
G. Roland, M.D., Department of Biomedical Communications, the Mayo Foundation, Roches- 


ter, Minn. 55901. 
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The Treatment of Adopted Versus Neglected Delinquent Children in the Court: 


A Problem of Reciprocal Attachment? 


BY DOROTHY OTNOW LEWIS, M.D., DAVID BALLA, PH.D., MELVIN LEWIS, D.C.H., AND ROBERT GORE 


The authors investigated the discrepant treatment by a 
juvenile court of adopted versus neglected delinquents. 
Adopted delinquents received harsher dispositions in 
spite of the fact that neglected delinquents often faced 
more serious charges. The two groups are compared in 
terms of family structure and the criminal and 
psychiatric histories of their parents; none of these seems 
to account for the adoptees’ harsher treatment. The 
authors hypothesize that an interplay of late adoption, 
intrinsic vulnerabilities in the children, and weakness of 
parental bonds accounts for the differential outcomes. 


THE PURPOSE OF this study was to investigate the appar- 
ently discrepant handling by the juvenile court of adopted 
versus neglected delinquent children and to explore sev- 
eral possible hypotheses that might account for this dif- 
ferential treatment. 

Seven of the 262 children (2.5 percent) referred to a 
psychiatric clinic at the Juvenile Court of the Second Dis- 
trict of Connecticut over a two-year period were adopted 
(the incidence of adopted children in the general popu- 
lation is less than | percent [I]). The parents of these 7 
adopted children were extraordinarily rejecting toward 
them by the time they reached the juvenile court. 

During the same period of time, we saw 26 allegedly 
neglected children who were referred to the clinic. Con- 
trary to our expectations, their parents seemed to be ex- 
tremely attached to and protective of them. These ne- 
glected children seemed to be especially prone to multiple 
and serious delinquent acts, but they received what ap- 
peared to be particularly gentle treatment from the juve- 
nile justice system. We felt that the adopted children, who 
had less serious histories of delinquency, received far 
harsher treatment. This paper represents a systematic 
investigation of these clinical impressions. 


Drs. Dorothy and Melvin Lewis and Dr. Balla are with the Child Study 
Center, Yale University, 333 Cedar St., New Haven, Conn. 06510, 
where Dr. Dorothy Lewis is Assistant Clinical Professor of Psychiatry, 
Dr. Balla is Research Associate, and Dr. Melvin Lewis is Professor of 
Clinical Pediatrics and Psychiatry. Mr. Gore was an undergraduate at 
Y ale University at the time this work was done. 


This work was supported by grant A70-9001-108 from the Connecticut 
Planning Committee on Criminal Administration and the Law En- 
forcement Assistance Administration. 
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METHOD 


Our subjects were the 7 adopted and 26 neglected chil- 
dren referred to the juvenile court clinic during a two- 
year period. We gathered the following data for each 
group: type of disposition made by the court, number and 
severity of delinquency offenses, court clinic diagnosis, 
delinquency history of siblings, criminal and psychiatric 
treatment history of parents, family intactness, and age 
at adoption (where applicable). Severity of offenses was 
coded on a 3-point scale (1 «acts not criminal by adult 
standards, 2 offenses against property, and 3— offenses 
against person). In all comparisons of the two groups on 
these variables using chi-square analysis, Yates’s correc- 
tion for discontinuity was applied. Our clinical observa- 
tion of the children and their families augmented these 
statistical data. 


RESULTS 


Our impression that the adopted children received 
harsher treatment in the court than the neglected children 
was confirmed. Only 1 of the 26 children in the neglected 
group (3 percent) was placed in a correctional institution 
(the most severe disposition available to the juvenile 
court), while 3 of the 7 adopted children (41 percent) re- 
ceived this disposition. The difference between these pro- 
portions is significant (x?=4.64, p «.05). In addition, 3 of 
the 4 remaining adopted children received dispositions 
that removed them from their homes, and application 
was made for the 7th child to move into a residential 
placement. Few of the neglected children were ultimately 
removed from their homes. 

This difference in dispositions may have been due to a 
variety of factors unrelated to adoptive status per se. For 
example, children in the adopted group might actually 
have committed more delinquent acts or more serious 
ones than children in the neglected group. We therefore 
compared the number and seriousness of offenses for the 
two groups, and found no differences between them in ei- 
ther variable. The adopted children committed an aver- 
age of 8.71 delinquent acts, compared with an average of 
9.27 for the neglected group (t =.74). 

It was also important to determine whether the two 
groups of children displayed different degrees of 


delinquent behavior, which could account for the differ- 
ing dispositions they received. In the case of both type 1 
(childhood offenses) and type 2 (property offenses), no 
significant differences were found. However, while there 
were no acts of violence (type 3 offenses) committed by 
adopted delinquents, 4 of the 26 neglected children com- 
mitted such offenses. Although these numbers are not 
amenable to ordinary statistical treatment, the fact that 
15 percent of the neglected children committed violent 
acts is noteworthy for two reasons. First, the adopted 
group received harsher treatment, despite the fact that 
they committed no violent acts. Second, neglected 
delinquent children would seem to be an especially im- 
portant target population for efforts directed toward the 
prevention of violent and aggressive behavior. 

The adopted children may have been given harsher dis- 
positions in response to particularly disruptive behavior 
arising from their more disturbed psychological state. 
We found the severity of psychiatric impairment in the 
two groups to be similar, based on criteria reported in an 
earlier article (2): 2 of the 7 adopted children and 5 of the 
26 neglected children demonstrated psychotic symptoms, 
proportions that are not significantly different (x7=9). 

Another possible explanation for the court's discrepant 
treatment of the two groups would be that adopted chil- 
dren's siblings were also delinquent, which would make 
removal from the home to an institution appear to be in 
the child's best interest. However, this was not the case. 
Not one of the 9 siblings of adopted children was known 
to the juvenile court, but 38 of the 82 siblings of neglected 
children had delinquency records, a significant difference 
(x22 5.38, p «.05). (The biological relationship of the sib- 
lings in both groups was unknown in many cases.) 

The decision to remove children from their homes 
could have been related to parental criminality or pa- 
rental psychiatric disorders. This was not the case, as no 
adopted child had a parent with a criminal history, while 
13 of the 26 neglected children came from families in 
which there were criminal records, a statistically signifi- 
cant difference (x? 3.87, p «.05). Thus, having a criminal 
parent did not predispose the neglected child to place- 
ment in a correctional facility. We also found that 2 of 12 
adoptive parents and 12 of 46 neglecting parents whose 
names and birthdates were known had been treated at 
state psychiatric facilities. The difference between these 
proportions was not statistically significant. 

We wondered if children from nonintact families 
would be more likely to be sent to correctional institu- 
tions because of their parents' inability to act cohesively 
on their behalf. We found, however, that a significantly 
greater proportion of neglecting familes (18 of 26) than 
of adoptive families (1 in 7) were not intact (x?—4.75, 
p«.05). 

The difference in dispositions could not be explained in 
terms of conventional factors related to race or social 
class. All of the adoptive parents were white, whereas ap- 
proximately one-third of the parents of the neglected 
children were black. The majority of adoptive parents 
were middle-class, while most of the neglected children 
came from lower-class backgrounds. 
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It would seem that the differences in dispositions were 
not accounted for by differences in delinquent behavior 
or by criminal, psychiatric, or socioeconomic factors in 
either the children or their parents. 

The final factor we investigated was age at adoption. 
At least 5 of the 7 adoptions took place after infancy: 3 
children were adopted at approximately two years of age 
(1 of the 3 was then given up and adopted again later), 1 
child was adopted at age three, and 1 child was five years 
old at the time of adoption. 


DISCUSSION 


Our findings led us to conclude that some factor that 
was not amenable to quantitative analysis was operating 
in this situation. We felt that this factor was probably pe- 
culiar to adoption. It seemed that reciprocal attachment 
between parent and child, which is considered crucial to 
normal adaptation, was not strong enough under certain 
circumstances of adoption to resist the stresses of a par- 
ticularly difficult adolescence. 

It would be inaccurate to assume that the adoptive par- 
ents of delinquents had always rejected their children, 
since 5 of the 7 sets of parents had sought psychological 
assistance for their children prior to court referral. Two 
families had gone to child guidance clinics, two to private 
therapists, and one couple had obtained private psychiat- 
ric hospitalization and special schooling for their child. 
Many of these families had participated in lengthy thera- 
peutic endeavors. In spite of this, by the time the adoptive 
family reached the juvenile court, the parents were bla- 
tantly rejecting toward their children. Two families had 
even hired lawyers in attempts to nullify long-standing 
adoptions. This contrasts with the behavior of most par- 
ents involved with the court (including neglecting par- 
ents), who ordinarily use lawyers to defend their parental 
rights. Two other adoptive parents refused to come to the 
court clinic to assist in therapeutic dispositions, despite 
the fact that their children were seriously disturbed and 
required psychiatric intervention. A few adoptive parents 
requested placement for their children in correctional in- 
stitutions. 

The adopted delinquent indeed did not have a friend in 
court. One basic function of a parent in the juvenile court 
is to defend and protect his child's interests. The so-called 
neglecting parents, by and large, mustered their forces to 
perform this crucial function. Although these children 
were often physically and psychologically neglected be- 
cause of home lives that were generally chaotic, the con- 
scious attitude of their parents was not neglectful or hos- 
tile. 

Exploration of causality in the ultimate disintegration 
of the bond between parents and adopted delinquents 
leads to consideration of some very difficult issues in par- 
ent-child relationships. These issues involve the relative 
contributions of intrinsic vulnerabilities, experiential fac- 
tors, and unconscious fantasies. It is too simplistic to 
conclude that either the parents' malignant attitudes or a 
child's particular problems alone determined the unfortu- 
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nate outcome of these cases. Rather, it seems that a com- 
bination of factors, including age at adoption, contrib- 
uted to the ultimate fracture of family bonds. 


Intrinsic Vulnerabilities 


There is ample evidence from retrospective studies that 
adopted children are more prone to psychiatric problems 
than the general population. Mikawa and Boston (3) re- 
ported that although less than 1 percent of all live births 
result in adoption, the percentage of adoptees known to 
three California psychiatric institutions over a five-year 
period ranged from 4 percent up to 9.6 percent. 
Toussieng (4) noted that 10.9 percent of all children seen 
at the Menninger Clinic over a five-year period were 
adopted, and Schecter (5) reported that 13 percent of his 
patients in private practice were adopted. The incidence 
of adopted children referred to the court clinic (2.5 per- 
cent) also exceeds the incidence in the general population. 
The reasons for this overrepresentation are complex. 

The question of whether intrinsic vulnerabilities of 
adopted children account for subsequent emotional dis- 
turbances remains controversial. Rosenthal and asso- 
ciates (6) examined the genetic and environmental fac- 
tors contributing to the development of schizophrenia in 
groups of adopted children. They documented the greater 
likelihood of schizophrenia developing both in the bio- 
logical children of schizophrenics adopted into non- 
schizophrenic families and in children of nonschizo- 
phrenic parents who were adopted into schizophrenic 
homes. Scott (7) reported Mednick’s finding that there 
was a greater association between the criminality of bio- 
logical fathers and their adopted-away sons than be- 
tween adoptees and their adoptive fathers. 

These findings, although accepted by some, have been 
questioned. Bohman's findings in a follow-up study of 
adoptees (8) suggested that “psychological or social in- 
sufficiency in the biological mothers was not reflected at 
all in maladjustment among the children” (p. 218). In ad- 
dition, he found no relationship between criminality in bi- 
ological fathers of adoptees and the subsequent adjust- 
ment of a child in an adoptive home. 


Parental Attitudes and Characteristics 


There is some evidence that parental attitudes and 
characteristics are crucial factors in the adjustment of 
adopted children. Lawder and associates (9) noted that 
when parents are critical of their adopted children for any 
reason during the supervisory adoption period, later par- 
ent-child adjustment tends to be less successful than it is 
when parents are pleased during the first months. Boh- 
man (8) has also cited the personal characteristics of 
adoptive parents as very significant factors in the child's 
future adjustment. Mikawa and Boston (3) found that al- 
though there was a greater incidence of emotional distur- 
bance in adopted children than in biological offspring, 
this more often resulted from parent-child interactional 
difficulties than from problems specifically related to 
adoption. 

Pemberton and Benady(10) described 12 cases in 
which pathological interaction between children and par- 
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ents eventually led to removal of the child. In these fam- 
ilies, the rejected child was particularly aggressive and 
negativistic toward his parents, and the parents had un- 
stable marriages. These children (only one of whom was 
adopted) also manifested more lying, stealing, enuresis, 
and encopresis than a comparison group. It is not clear 
from Pemberton and Benady's study, however, whether 
the child was rejected because he was intrinsically more 
difficult to control than other children in the home or 
whether the child's negativistic behavior was a response 
to early parental rejection. 

Since there were similar antisocial behaviors and de- 
grees of pathology in the neglected and adopted children 
in our study, one must ask what other factors might have 
contributed to the formation of tenuous parent-child at- 
tachments in the adopted children. There is evidence that 
parents tend to form less than optimal attachments to 
children they perceive to be less than perfect in several 
areas. The infant is normally a determinant of some of 
the mother’s behavior(11). For example, eye contact 
seems to foster positive maternal feelings (12), and cer- 
tain types of early behavior (e.g., crying, following, cling- 
ing, and sucking) appear to act as *'releasers," stimu- 
lating instinctual responses in the mother (13). However, 
when the child has a defect (blindness, for example), the 
parents may experience unconscious revulsion toward the 
child that is manifested as severe avoidance (14). Kan- 
ner (15) attributed the autistic behavior of infants to cold, 
unresponsive mothers; since his work was done, the 
child's contribution to the mother's unresponsiveness has 
been increasingly emphasized (16). 

Because all of the studies we have described in this sec- 
tion highlight interactional factors leading to parent- 
child difficulties, they encouraged us to search for pos- 
sible analogous, if not identical, factors operating in the 
parent-child relationships of adopted delinquents. Sev- 
eral of the adopted delinquents had arrived at their new 
homes with a variety of physical and emotional prob- 
lems. Two were covered with unsightly sores and one, 
adopted: at eight days of age, was recovering from head 
surgery of an undetermined nature when he arrived at his 
adoptive home. One child had been sexually assaulted 
several times prior to adoption. However, parents of ne- 
glected children with comparable physical and emotional 
problems were possessive of them. 


Age at Adoption 


Another factor that was probably significant was the 
lateness of adoption: 5 of the 7 children were adopted af- 
ter their second year. According to Yarrow (17), children 
placed in adoptive homes when they are younger than six 
months demonstrate fewer atypical behaviors than those 
adopted after that age. Casler (18) noted the extremely 
deleterious emotional effects of placement between six 
months and one year of age. Bowlby (13) and Spitz and 
Wolff (19) found emotional difficulties subsequent to the 
disruption of an ongoing relationship during critical peri- 
ods of infant development. Lawder and associates (9), 
however, did not find an association between later place- 
ment and poor outcome of adoption. Furthermore, 


Kadushin (20) cited numerous studies documenting the 
resiliency of children and the possibility of reversing the 
effects of early emotional deprivation. 


CONCLUSIONS 


We believe that neither acquired nor intrinsic defects 
alone caused the extreme rejection of the adopted chil- 
dren by their parents; nor was the factor of late adoption 
alone sufficient to fracture the parent-child bond. Rather, 
it is likely that late adoption coupled with perceived (and 
often real) defects in the children prevented parental at- 
tachment from becoming strong enough to weather the 
stresses of disruptive adolescent behavior. These older 
and often perceptibly damaged youngsters could not 
evoke the intense parental response necessary to forge an 
indissoluble bond between parent and child. Para- 
doxically, most of the adopted children were intensely at- 
tached to their parents and were therefore significantly 
affected by the rejection. 

Our findings have practical implications for dealing 
with adopted delinquents in court. The evidence that 
adopted delinquents lack a friend in court makes it in- 
cumbent on probation and judicial personnel to be alert 
to their special problems and to ensure that they are pro- 
vided with an understanding advocate to defend their in- 
terests. The question remains whether any court-ap- 
pointed individual can approximate or substitute for the 
intense advocacy of a parent. 
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Prevention in Mental Health: A Controlled Study 


BY PAUL R. POLAK, M.D., DONALD EGAN, M.D., RICHARD VANDENBERGH, M.D., 


AND W. VAIL WILLIAMS, PH.D. 





The authors conducted a controlled study in which 
families who had experienced the sudden death ofa 
family member were given crisis intervention services and 
compared at follow-up with two untreated control 
groups. Results did not support the hypothesis that such 
services decrease the risk of psychiatric illness, disturbed 
family functioning, or increased social cost to the 
families. The authors suggest that environmental and 
social systems factors and individual variables are 
powerful predictors of outcome in bereavement. 


' CRISIS STATES have often been pinpointed as opportune 
points of focus for preventive mental health pro- 
grams (1). Rees and Lutkins(2) and others (3) have 
found a significant increase in the risk of morbidity and 
mortality within the first year after the death of a family 
member. To test the hypothesis that preventive crisis in- 
tervention would decrease the risk of incidence of psychi- 
atric illness, physical illness, and social disturbance, such 
services were provided to 39 families after a sudden 
death. 


METHOD 
Crisis Intervention 


Treatment began when intervention team members ac- 
companied the medical examiner of the Denver County 
coroner's office to the homes of the surviving members, 
usually within | to 2 hours after the death. The first meet- 
ing with the family lasted from | to 6 hours; intervention 
techniques varied from arranging supervision for children 
to assisting in notifying relatives and helping families to 
work through their grief. 

Families were seen for 2 to 6 sessions over a period of | 
to 10 weeks, and crisis intervention techniques were used 
within a social systems framework (4). Treatment fo- 
cused on increasing the effectiveness of the family in cop- 
ing with feelings, decisions, and problems of adjustment 
related to death (5). Intervention took place within the 
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boundaries and values of the social system in its natural 
setting rather than following a formal psychotherapeutic 
format. Therapeutic telephone interactions were em- 
ployed regularly and frequently. | 


Experimental Design 


The research design involved three subject groups: an 
experimental group of 39 families who received crisis in- 
tervention following a recent sudden death, a control 
group of 66 families who received no crisis intervention 
following a recent sudden death, and another control 
group of 56 families who had experienced no death within 
2 years prior to contact and who received no crisis inter- 
vention.: 

Families who experienced a recent sudden death were 
randomly assigned to the experimental (treated) group or 
to the control (untreated) group. All groups (including 
the nonbereaved control group) were matched for age, 
socioeconomic status, education, and residential loca- 
tion. 


Outcome Measures 


Outcome measures were collected at 6 and 18 months 
after the death by an independent research team that 
used three data collection techniques. Self-report ques- 
tionnaires were related to: 1) physical illness, measured 
by the Cornell Medical Index (6); 2) psychiatric illness, 
measured by the Minnesota Multiphasic Personality In- 
ventory, the Stirling County questionnaire (7), Beck's de- 
pression scale (8), and questions adapted from the Boston 
bereavement project (3); 3) family functioning, mea- 
sured by the Ferriera and Winter unrevealed differences 
technique (9) and the Bodin free-drawing technique (10); 
4) crisis coping, measured by a questionnaire developed 
by project staff to obtain stress levels specific to bereave- 
ment adjustment problems; and 5) intellectual function- 
ing, measured by Harvey’s Conceptual Systems Test 
(11). Evaluation ratings involved interviews with family 
members on such matters as overall family functioning, 
depression, physical and mental health (based on direct 
interviews with family members conducted by a psy- 
chiatrist), and socioeconomic and social well-being. 
Social cost questionnaires examined pre/post income, 
expenses, indirect costs, and/or losses. All the raw data 


'Both control groups were free to make use of psychiatric help outside 
the project, and, in fact, a very small proportion of families in both con- 
trol groups sought psychiatric help. 


collected soon after the death and at the 6-month interval 
were subjected to a principal components factor analysis; 
the 13 stable outcome factors that were identified are 
listed in appendix 1. 


RESULTS 


The results of the 18-month data collection will not be 
reported in this paper. Our discussion of the 6-month 
data analysis involves three areas: 1) 6-month outcome 
data evaluating the efficacy of crisis intervention as a pre- 
ventive technique for families experiencing acute be- 
reavement; 2) the effects of the crisis of sudden death on 
subsequent physical, mental, and social functioning by 
comparing the outcome of families who experienced a 
sudden death with those who did not; and 3) our clinical 
observations on the interaction among environmental, 
social systems, and individual variables. 


Efficacy of Crisis Intervention 


Data analysis of the sampling characteristics of the 
treated and untreated bereaved groups revealed more sui- 
cidal deaths (F 25.1, p «.025) and a higher degree of sud- 
denness of death (F «9.8, p<.002) in the treated group. It 
appears that the deputy coroner unwittingly selected a 
greater proportion of families in which the death was sui- 
cidal or accidental (and therefore more sudden) for clini- 
cal intervention by the project staff. Initial analysis of the 
data suggests that the treated group had poorer outcomes 
than the untreated group. However, when the proportion 
of accidental and suicidal deaths was held constant in an 
analysis of covariance, the differences between these two 
groups disappeared; i.e., 6 months after the death there 
were no major statistically significant differences between 
the bereaved families who received treatment and those 
who did not. The untreated bereaved group did, however, 
exhibit significantly less concern than the treated group 
over their socioeconomic and social well-being 6 months 
after the death (p «.004). 

In summary, the 6-month outcome data analysis sug- 
gests that the crisis prevention program did not improve 
coping behavior or lower the incidence of medical and 
psychiatric illness or of disturbed social functioning in 
bereaved families. 


Comparison of Bereaved and Nonbereaved Families 


Preliminary data analysis on the sampling character- 
istics of the bereaved and nonbereaved groups revealed 
that the nonbereaved group had a better social and per- 
sonal adjustment prior to participation in this project 
(F =60.2, p«.001) than the death-related groups. We 
therefore utilized an analysis of covariance on the 6- 
month outcome data for the factors listed in appendix 1 
in order to make the bereaved and nonbereaved groups 
more comparable. Our results indicated that 6 months af- 
ter a death family members in both bereaved groups 
showed poorer functioning in several areas than non- 
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bereaved families—both groups of bereaved families had 
significantly greater acting out (pathological emotional 
expression)? (p<.05), greater depression (p<.001), and 
greater problems in family, intrapersonal, interpersonal, 
and social functioning (crisis coping) (p« .05). 


Clinical Observations 


The sudden death of a family member appeared to 
have a far-reaching impact on the survivors; however, 
short-term crisis intervention aimed at strengthening 
interpersonal and intrapsychic adaptation to the death 
apparently did not. Some of our observations on the 
interaction among environmental, social systems, and in- 
dividual variables may lay the groundwork for an ini- 
tial interpretation of this challenging finding. 

Death as an environmental stimulus. There seemed to 
be a high correlation between poor outcome (measured 
by the development of physical or mental illness or seri- 
ous social disruption in the family) and the following 
tragic circumstances: 1) degree of suddenness, 2) degree 
of violence, 3) direct observation of the death and the oc- 
currence of the death in the home, 4) suicidal death, 5) 
death of a child under 12, and 6) family members di- 
rectly or indirectly contributing to the death. On the 
other hand, when there had been heavy burdens on the 
family resulting from a family member’s chronic debili- 
tating illness or chronic economic and social burdens 
(such as those imposed on a family by a socially dis- 
ruptive, chronically ill alcoholic), death seemed to alle- 
viate stress, and the adjustment of family members to the 
death was less difficult. 

Social systems factors. It is our impression that in 
cases of sudden death a family must be able to carry out a 
number of organizational tasks in order to adjust to the 
death. One of the most important of these tasks is role 
reallocation. To accomplish this, family members must 
first be able to realistically appraise the roles the dece- 
dent had played in family life and to define which of these 
roles could be assumed by surviving family members; 
then, the roles must be reallocated within the reconsti- 
tuted family group at an appropriate time. These roles in- 
clude not only instrumental roles such as breadwinner 
and disciplinarian but also expressive roles such as com- 
munications facilitator and mediator. 

In view of the complexity of role reallocation and other 
organizational tasks after the death, the familial charac- 
teristics that were associated with good outcome are not 
surprising. For example, families with a high degree of ef- 
fective communication and flexibility or those who had 
previously exhibited a high degree of problem-solving ca- 
pacity tended not to develop physical or mental iliness or 
disturbed social functioning. Outcome was also favorable 
in families who could call on an effective network of for- 
mal and informal social resources outside the family. 


"There was a significant family main effect (F=11.9, p«.001)—the 
younger the individual, the more acting out. There was no BEIDE! 
family x death interaction. 
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The families who lacked these positive characteristics 
tended to experience poor outcome. 

Special roles played by the decedent prior to his death 
also tended to be predictive of outcome. For instance, 
when the decedent had played an expressive role (such as 
scapegoat, delinquent, or mental patient) that communi- 
cated about an ongoing family conflict and at the same 
time served to keep the conflict in balance, his death often 
resulted in mental and physical illness and social dis- 
ruption for family members. The negative effects were 
magnified when the circumstances of the death itself 
served to intensify and potentiate the unresolved family 
conflict. 

Certain religious convictions tended to promote ex- 
ternalization. Family members who belonged to funda- 
mentalist religious groups had incorporated highly struc- 
tured explanations of the causes of death and of man’s 
fate after death. Family members attributed the death to 
God’s will and refused to discuss any facet of their realis- 
tic involvement in the death or to elaborate on specific 
grief reactions. These families would be considered in 
psychiatric terms to be using denial quite extensively and, 
at times, pathologically. Yet up to two years after the 
death they appeared to maintain good physical and 
mental health ratings and appeared to be benefiting 
from this defense. 

Individual factors. Preliminary data suggest that the 
individual’s degree of unexpressed feelings of hopeless- 
ness and despair, combined with his crisis-coping ability 
and tendency to discharge emotional conflicts through 
somatic dysfunction rather than behavioral dysfunction, 
were predictive of the development of serious physical 
and emotional illnesses. These results support the find- 
ings of previous retrospective studies (12-14). 

From the interview data, it is our impression that other 
variables are also predictive of subsequent serious illness. 
Individuals who are able to maintain a healthy level of 
denial have a better outcome, and the predictive value of 
individual variables is enhanced when they are considered 
in combination with environmental, family, and social 
systems variables. 

Interaction of environmental, social systems, and indi- 
vidual factors. Perhaps our most important observation 
was the crucial interaction among environmental, social 
systems, and individual variables in determining out- 
come. À review of our case notes indicated that among 
families rated comparable on social systems variables, 
those who experienced deaths under conditions of greater 
environmental stress showed a poorer bereavement out- 
come. Similarly, when environmental factors seemed 
comparable, the family with negative social systems pat- 
terns tended to experience poorer outcome. Finally, in 
those instances when the environmental factors, social 
systems factors, and individual characteristics were all 
predisposed toward poor outcome, the risk of illness and 
social disturbance was very high. 

Conversely, it often seemed that the effects of particu- 
larly negative environmental variables around a death 
could be counteracted by a flexible family system with 
impressive communication and problem-solving skills; 
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the same tragic circumstances occurring in a fragmented, 
uncommunicative family would lead to poor physical and 
mental health after the death. 


CONCLUSIONS 


Our results did not support the hypothesis that a pre- 
ventive crisis intervention service would decrease the risk 
of psychiatric illness, disturbed family functioning, and 
increased social cost for families experiencing acute be- 
reavement. (This finding does not imply that crisis inter- 
vention is ineffective as a preventive technique in other 
crisis situations.) At the same time, families in which 
there had been a more sudden death showed much 
greater evidence of mental illness and other negative out- 
come factors six months after the death. 

These data and our clinical observations suggest that 
environmental forces play a much greater role in deter- 
mining outcome than is often believed. Social systems 
factors also seem to be important intervening variables in 
influencing outcome, but existing techniques of crisis in- 
tervention are not effective in producing significant con- 
structive social systems changes in situations such as sud- 
den death. It is hoped that continued study will clarify the 
interaction among environmental, individual, and social 
variables and lead to more effective techniques of pre- 
ventive intervention. 
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APPENDIX 1 
Thirteen Outcome Factors 


1. Anxiety 

2. Family unity 

3. Acting out (pathological emotional expression) 
4. Crisis coping 

5. Need for people 
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6. Family decision making 
7. Health 
8. Family general functioning 
9. Concerns (socioeconomic and social well-being) 
10. Depression 
11. Income (monthly) 
12. Living expenses (monthly) 
13. Economic losses and costs 
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Suicide in the Psychiatric Hospital 


BY DONALD A. SCHWARTZ, M.D., DON E. FLINN, M.D., AND PAUL F. SLAWSON, M.D. 


The authors note that although the psychiatric hospital is 
often used as a means of preventing the suicide of 
disturbed patients, some hospitalized patients succeed in 
committing suicide; such an event is distressing for 
hospital staffs as well as for patients and families. 
However, the authors believe that the occasional 
occurrence of in-hospital suicide is inevitable. They 
present data on the frequency and characteristics of 
suicides among hospitalized psychiatric patients in Los 
Angeles County during the period from 1967 to 1972. 


IT MAY SEEM difficult to understand how a patient could 
commit suicide in a psychiatric hospital. As the wife of 
one patient said when she was told he had done so, “But 
that was why we sent him there." Nevertheless, in our 
view there is no way that one can prevent a person intent 
on suicide from completion of the act. That so many 
“suicidal” persons are deterred testifies more to their am- 
bivalence than to the capacity of others to prevent sui- 
cide. Not hospitalization, one-to-one surveillance, seclu- 
sion, or physical restraints will prevent suicide if the 
patient is determined to commit it. 

The frequency of suicides in psychiatric hospitals is not 
well known. Most articles on the subject are based on 
data from a particular hospital or hospital system. Farbe- 


row and associates (1, 2) derived a great deal of data 


from Veterans Administration hospitals. (Their work 
dealt with suicides in general medical and surgical hos- 
pitals as well as in neuropsychiatric hospitals.) Sletten 
and coworkers (3) reported on suicides in the Missouri 
state mental hospital system, and Kirven (4) presented 
data on suicides in the Virginia state mental hospital 
system. Several other reports (5-8) dealt with the experi- 
ence at individual hospitals. Temoche and associates (9) 
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reviewed all suicides in Massachusetts for a three-year 
period (1949 to 1951). They wished to compare the 
suicide sample with the general population, but because 
the data on the general population available to them 
covered only the white population, they excluded data 
on nonwhite suicides from their report. None of these 
studies reported on the total hospital population of a 
geographic area in the United States. 

Two Scandinavian authors provided data on mental 
hospital suicide incidence in total populations. Øde- 
gard (10) reported on mortality in general in Norwegian 
mental hospitals during the years 1926 to 1941. Among 
the causes of death, he separated out a group of “‘unnatu- 
ral deaths," the majority of which were suicides. Definite 
suicides were reported as one subgroup and other unnatu- 
ral deaths as another; some of the latter group were prob- 
ably unproved suicides. Achté and coworkers (11) re- 
ported on suicides committed in psychiatric hospitals in 
the mental health district of Helsinki, Finland. Their 
study, covering the years 1952 to 1963, is the most recent 
total area study of suicide in mental hospitals. 


SCOPE OF PRESENT STUDY 


We were curious to know how often patients com- 
pleted suicide in hospitals tn our own area and what the 
characteristics of such patients were. Since suicide is a 
sensitive topic, we anticipated a reluctance of hospital 
staff to reveal pertinent data; therefore, we decided to use 
an anonymous questionnaire rather than an identified in- 
quiry. But that raised the question of failures to respond. 
Confidence in the data would depend on securing the 
largest possible percentage response. For this reason, we 
began our study by telephoning the chiefs of staff, admin- 
istrators, or medical directors of all hospitals with psychi- 
atric beds in Los Angeles County to tell them about the 
study and to solicit their cooperation. The contacts were 
made, whenever possible, by one of us who knew the per- 
son being approached. The questionnaire was mailed to 
the hospital only after we had secured the cooperation of 
the potential respondent and answered any questions. In 
all cases the questionnaire was addressed to the person 
who had agreed to be responsible for its completion. 

No one refused to participate or showed overt reluc- 
tance. However, in spite of this apparent cooperative 
spirit, 6 of the 33 hospitals to which questionnaires were 
sent did not return them, even after a follow-up letter. 
Some hospitals returned the questionnaire only after per- 
sonal follow-up contacts. (This was possible in spite of 
the anonymity of response because some of the hospitals 


were unique in size and type of sponsorship and thus were 
inevitably identifiable.) Although we had originally 
wanted to survey a larger area than Los Angeles County, 
we limited the study to that region in order to increase 
the probability that one of us would have sufficient per- 
sonal relationships with the staff of each hospital, thus in- 
creasing the likelihood of a response. Because our return 
rate was only 80 percent in spite of all these efforts, we 
concluded that our limitation of the geographic scope of 
the study was wise. 


METHOD 


Each psychiatric hospital and each general hospital in 
Los Angeles County with a psychiatric inpatient unit was 
included if the facility had been in operation for at least 
one year. Each was asked to fill out a sheet indicating 
whether any patients had committed suicide while they 
were carried on the hospital books during the period of 
January 1, 1967, to May 1, 1972. If so, we asked how 
many such suicides had occurred in the hospital, how 
many on authorized leave, and how many on unauthor- 
ized leave. Certain basic information concerning the fa- 
cility was asked for, particularly its sponsorship and gen- 
eral size. Further details were not requested because we 
wished to ensure the anonymity of the data and thereby 
increase the percentage of response. 

In addition to this information we requested that a 
case report be filled out on each case of suicide (up to 
five cases), giving a variety of information about the 
person and the circumstances of his or her illness and sui- 
cide. We asked for age, sex, marital status, occupation, 
diagnosis, and acuteness or chronicity of the illness for 
which he or she had been hospitalized. We asked where 
the suicide occurred, by what method, how well it was in- 
vestigated, whether it might have been prevented, 
whether any changes in policy were made afterward, and 
whether litigation over the suicide had occurred. 


RESULTS 


Los Angeles County had 33 hospitals that met all of 
our criteria. Of these, 2 were state hospitals, 3 were VA 
hospitals, 3 were county hospitals, 14 were nonprofit pri- 
vate hospitals (some of them forming parts of community 
mental health centers), and 11 were proprietary hospitals. 
Of the 33 hospitals, 27 returned the questionnaires; these 
27 included all of the public facilities. Four of the 14 pri- 
vate nonprofit hospitals and 2 of the 11 proprietary hos- 
pitals failed to return their questionnaires. Based on the 
hospitals returning questionnaires, the bulk of the sui- 
cides occurred in public hospitals. If the 6 nonresponding 
private hospitals were typical of the entire private sector, 
their failures to respond would not greatly affect the con- 
clusions of the study. However, it is possible that these 6 
hospitals failed to respond precisely because they did not 
want to reveal high rates of completed suicide and did not 
trust the anonymity of the study. 
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Of the responding hospitals, 3 had censuses over 200, 9 
had censuses between 50 and 200, and 15 had censuses 
below 50. The hospital census data obtained from the 
Mental Health Division of the Los Angeles County De- 
partment of Health Services indicated that 4 of the non- 
responding hospitals would have had censuses between 50 
and 200 beds and that 2 would have had censuses below 
50 beds. 

Of the 27 hospitals responding, 14 had had at least one 
suicide during the study period and 13 had had none. The 
13 hospitals with no suicides were | county, 6 private 
nonprofit, and 6 proprietary facilities. There had been a 
total of 49 suicides in all responding facilities, 26 of which 
had been committed in the hospital, 14 while the patient 
was on authorized leave, and 9 during unauthorized ab- 
sences. 

When we planned the study, we had no idea how many 
patients might have committed suicide in any one hospi- 
tal. We were concerned that a hospital which had many 
suicides might fail to respond if asked to fill out a two- 
page report on each case—simply because of the work in- 
volved. To avoid such a possibility, we asked for case re- 
ports on only the last 5 cases. As it turned out, the largest 
number of cases in any one hospital was 8; two hospitals 
reported more than 5 cases—one VA hospital reported 6 
and one state hospital reported 7. Of the total of 49 cases, 
we received individual case reports on 45. The balance of 
the data to be reported in this paper relates to those 45 
cases. 

Of the 45 cases, 31 were men and 14 were women. The 
median age was 37 years, with a range from 19 to 88 
years; 28 (62 percent) were between 25 and 49 years old. 
We obtained marital status information on 44 cases—12 
were single, 25 were married, 6 were divorced, and 1 was 
separated. According to our occupational data, 5 patients 
were in artistic or professional occupations, | in a techni- 
cal field, 4 in managerial positions, 6 in sales or clerical 
work, 3 were craftsmen, 2 were service workers, 2 were 
laborers, 9 were housewives, 6 were students, and 7 were 
in unknown occupations or unemployed (including a few 
veteran patients whose only known occupation had been 
their military service). 

Diagnostic data revealed a variety of diagnoses, with 
the majority falling into the schizophrenias and the affec- 
tive disorders. The precise breakdown is shown in table 1. 
Thirteen of the patients were judged to be acutely ill, 27 
chronically ill, and 5 were reported to be both acutely and 
chronically ill. 

Of the 45 patients on whom individual reports were ob- 
tained, 23 had committed suicide in the hospital, 13 on 
authorized leave, and 9 on unauthorized leave. Of those 
who suicided in the hospital, 15 had been on a locked 
ward, 7 on an unlocked ward, and 1 in a private room. Of 
the in-hospital suicides, 6 had been on suicidal or special 
observation and 14 had not; in 3 cases, there was no re- 
sponse to this question. 

Reports of method of suicide showed the usual pre- 
ponderance of hanging that has been reported in every 
hospital suicide study we have seen in the literature. 
Hanging was the mode of suicide in 17 of the 45 cases, 
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SUICIDE IN THE PSYCHIATRIC HOSPITAL 


TABLE I 
Type and Frequency of Diagnosis 


Diagnosis Number (N =45) 


Schizophrenia l 
Paranoid 
Schizo-affective 
Acute 
Chronic 

Depression 
Manic-depressive 
Involutional melancholia 
Psychotic depressive reaction 
Neurotic depression 

Other diagnoses 
Acute psychosis 
Postpartum psychosis 
Obsessive-compulsive neurosis 
Mixed neurosis 
Alcoholic withdrawal 
Hysterical personality 
Antisocial personality 

No psychiatric diagnosis 


ha 
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with a wide dispersion of other modes (see table 2). 
Thorough or exhaustive investigations of the suicide 
were made in 30 of the 45 cases, and cursory or no inves- 
tigations were made in the other 15. It might be assumed 
at first that the thoroughness of investigation would be 
largely correlated with location of the suicide (i.e., ex- 


haustive for in-hospital suicides and cursory for those - 


away from the hospital). In fact, however, the degree of 
investigation appeared to be hospital-related. The 15 
cases with no investigation or a cursory one consisted of 8 
of the 13 VA cases, 5 of the 8 private nonprofit cases, 
only 2 of the 12 state hospital cases, and none of the cases 
from county or proprietary hospitals. In contrast, the 30 
thorough or exhaustive investigations consisted of 10 of 
the 12 state hospital cases, all of the 8 county hospital 
cases, all of the 4 proprietary hospital cases, only 5 of the 
13 VA cases, and 3 of the 8 private nonprofit cases. 

In 40 of the 45 cases, respondents made a judgment as 
to whether the suicide could have been prevented. In 9 of 
those 40 cases there was definite or strongly suggestive 
evidence for preventability, and in 31 cases there was ei- 
ther equivocal or no evidence. Interestingly, 8 of the 9 
cases judged to have been potentially preventable were 
from state, county, or proprietary hospitals, i.e., those 
which had made more thorough investigations of the cir- 
cumstances of suicide. Perhaps expectably, 8 of the 9 
were in-hospital suicides. 

The suicide resulted in litigation in 10 cases; 9 of the 10 
entailed the filing of a lawsuit. Of the 10 cases, 6 had 
been settled for less than $100,000 each (without any of 
them going to trial) and 4 cases remained unsettled at the 
time of this study. We will be reporting the data on litiga- 
tion in more detail in another paper. 

When variables were cross-tabulated against each 
other, no significant correlations were found. Inter- 
estingly, choice of method did not correlate significantly 
with sex. VA patients suiciding outside the hospital often 
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TABLE 2 
Method of Suicide 
Women Men Total 

Method (N214  (Nz3l)  (N«45) 
Hanging 6 li 17 
Strangulation 

(other than by hanging) l 3 4 
Suffocation 

(other than by strangulation) 0 z 2 
Gunshot 2 5 7 
Jumping 2 4 6 
Drug overdose 0 3 3 
Automobile 2 0 2 
Stabbing 0 I i 
Drowning 0 i l 
Unknown l l 2 
TABLE 3 


Acuteness and/or Chronicity as Related to Broad Diagnostic Groupings 


Acute and 
Acute* Chronic Chronic Total 
Diagnostic Group (N=13) (N «27) (N= 5) (N = 45) 
Schizophrenias 8 9 0 17 
Depressions l 15 4 20 
Other diagnoses 4 3 l 8 


*Significantly different among the three diagnostic groups (p=.02, chi-square 
analysis). 


used firearms (as has been reported previously); 5 of the 7 
gunshot cases were VA patients, 1 of whom was a 
woman. The 3 drug overdose cases involved men. 

Diagnostic categories were then collapsed and a cross- 
tabulation was made of the broad categories against 
other variables. Diagnoses were classified as schizophre- 
nias, affective disorders (psychotic and neurotic), and all 
others. This set of cross-tabulations showed one statisti- 
cally significant finding—the relationship of acuteness or 
chronicity to collapsed diagnostic categories (see table 3). 
Only 1 case of affective disorder was classified as acute 
only, while almost half of the schizophrenic cases and 
half of the “other” cases were judged to be acute only. 
This difference was statistically significant (p.02, chi- 
square analysis). 

The median age was 29 in the schizophrenic group and 
42 in the depressive group, with the other group inter- 
mediate, but the distributions were not significantly dif- 
ferent. 


DISCUSSION 


Since our data are derived from questionnaire re- 
sponses with only 80 percent return, we cannot draw any 
firm conclusions about rates of hospital suicide. More- 
over, some cases may not have been reported because of 
simple forgetfulness since most hospitals did not have a 


formal system for storing data on hospital suicides as a 
class. However, the fact that we have responses from 80 
percent of the hospitals in a total county area covering 
hospital suicides for a period of five years and four 
months permits us to draw some tentative conclusions. 

As a generalization, we can say that the frequency of 
hospital suicides is not very great. An 80 percent sample 
of all psychiatric facilities in Los Angeles County, with a 
total county population of 7.5 million, yielded fewer than 
9 suicides a year. Almost half of these were patients on 
leave or unauthorized absence from the hospital. Suicides 
in psychiatric hospitals are generally reported to be most 
frequent in patients diagnosed as schizophrenic. How- 
ever, most of the reports in the literature have been from 
large public hospitals, where schizophrenia is the most 
common diagnosis in the hospital population in general. 

Our own study revealed only one-third of the cases 
with a schizophrenic diagnosis, but our data are derived 
from a wider range of inpatient facilities than is true of 
most studies. In the community in general, the pre- 
ponderance of diagnosis is not as heavily schizophrenic as 
in the large public facilities. Our data show the usual pre- 
ponderance of men over women that is reported in hospi- 
tal and other suicide samples. We found much the usual 
distribution of methods for hospital suicides. 

We wonder whether the relationship of chronicity to 
depressive suicides as contrasted with suicides of patients 
in schizophrenic and other diagnostic categories reflects 
something we have mentioned before (12), namely, that 
hospital staffs and patients alike tolerate intensive obser- 
vation of the acutely suicidal patient for brief periods but 
that long continued close observation produces stress and 
evokes resentment. Suicides by schizophrenics are gener- 
ally less predictable and preventable than those asso- 
ciated with depressive disorders for a variety of reasons. 
The acutely depressed patient generally gives warning of 
his suicidal preoccupation and may be deterred from the 
impulse by the protective responses of hospital staff 
members. However, the chronically depressed and sui- 
cidal patient may be reacted to as the "boy who cried 
wolf" and assumed to be a lesser risk than he really is. 
This is especially likely after long periods of suicidal pre- 
occupation or threat, or after numbers of previous at- 
tempts. 

We were struck by the unpredictability of most of 
these suicides. Although some cases were judged on the 
basis of investigation to have been potentially pre- 
ventable, most were not, even when examined retro- 
spectively. Most of the patients were not on suicidal or 
special observation at the time of their suicides, although 
many had been under such observation in the past. Thus 
staff who were aware of past suicidality were not im- 
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pressed with the current lethal intent of the patients. 

‘The fact that only 49 completed suicides of patients 
carried on the current census of psychiatric inpatient fa- 
cilities can be identified over a period of five years and 
four months is also noteworthy in regard to the problem 
of prediction. This is a small number of completed sui- 
cides out of a very large potentially suicidal population. 
There are no crucial characteristics that differentiate 
those who will suicide from those who might but will not. 
The small number of completed suicides makes identifi- 
cation of such differentiating variables difficult. 

In evaluating the worth of suicide prevention mea- 
sures, we need to weigh the desirability of preventing ac- 
tual suicides against the deleterious effects of stringent 
suicidal observation on all the patients to whom it might 
be applied. As has been pointed out before by us (12) and 
others (13), there are disabilities, some potentially fatal, 
that may result from ‘“‘overprevention,” and these must be 
considered. Finally, we do not believe a person who is ab- 
solutely intent on suicide can be deterred from it. It is for- 
tunate for the cause of suicide prevention that such 
unambivalent suicidality is the exception to the rule. 
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The Addict, Abstinence, and the Family 


BY JOHN SCHWARTZMAN, PH.D. 





The drug addict generally has an extremely difficult time 
terminating drug use and remaining abstinent. A partial 
explanation can be found in an investigation of the 
relative meaning of the drug for the addict within his 
social context rather than viewing the drug simply as a 
pharmacological agent. The idea that addiction is a social 
phenomenon within the addict’s family suggests a 
relationship between the functioning of the families of 
addicts and their inability to tolerate abstinence. Because 
the abuse of heroin or barbiturates by one family 
member can result in “rewards” for all family members, 
the family, in behaving as if the addict cannot control his 
drug use, functions in such a way as to reinforce the 
addiction. 


THERE IS GENERAL AGREEMENT in the literature on the 
- structure of families of drug addicts and the effects of 
these families on the addiction of a family member (1). 
Most of the research on opiate addiction considers only 
the physiological effects of drugs and assumes that the 
structure of the family compounds the addict’s physi- 
ological dependence because it reinforces his feeling of 
inadequacy and low self-esteem (2). However, if one as- 
sumes that the effects of any drug are modifiable by the 
context of drug use and by the characteristics of the user, 
a different explanation is suggested as to how the families 
of drug addicts function in relationship to the inability of 
addicts to tolerate abstinence. 

This paper is based on an investigation of 21 pre- 
dominantly white working-class families, each of which 
included at least one male heroin or barbiturate addict. 
These addicts were seen at an inpatient drug unit, an out- 
patient methadone clinic, and an outpatient mental 
health clinic. They ranged in age from 16 to 36, with an 
average age of about 23. 

The familes were seen in from | to 22 one-hour psycho- 
therapy sessions. Information was also collected in infor- 
mal interviews with the addicts in these families and with 
other addicts. 

My clinical impression was that there "vere no signifi- 
cant differences between the families of heroin addicts 
and the families of barbiturate addicts. Most of the her- 
oin addicts used barbiturates occasionally, but very few 
of the barbiturate addicts ever used heroin. However, the 
barbiturate addicts were more likely to drink excessively. 
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The description of these families of addicts suggests 
that therapy should be reoriented toward seeing the locus 
of the problem as among family members or other signif- 
icant others rather than in the addict. Therapeutic inter- 
vention in the addict's relationships with his addicted 
peers and with his family thus seems more promising 
than the more prevalent mode of group therapy among 
drug addicts. 


LITERATURE ON FAMILIES OF ADDICTS 


Almost all descriptions in the literature. indicate that 
the addicts! relationship to his mother is the most impor- 
tant one for him within the family (3-5). The mothers 
were found to be overprotecting, controlling, and in- 
dulgent toward their sons (1, 3, 4). Most authors agree 
that the addict is more intimate with his mother than 
with his father and that the addict becomes used to grati- 
fying the mother's emotional needs (1, 3-5). The mother 
then unconsciously strives to delay the maturation of the 
addict by infantilizing him (1,3). There is also evi- 
dence (6-8) that other members of families of addicts 
have high rates of alcoholism and mental illness. 

Although most of the literature on the families of ad- 
dicts is consistent, the composite description does not 
seem to explain the dynamics of how families of addicts 
function or what this type of family has to do with drug 
addiction in particular. The composite description is sim- 
ilar to descriptions of families containing members with a 
wide variety of psychiatric symptoms (9-11). 


THE PHARMACOLOGICAL FALLACY 


The literature on the relationship between the addict's 
family and his addiction describes how a particular type 
of family produces an inadequate, immature individual 
who is unable to tolerate abstinence. There is also an as- 
sumption that the effects of heroin or barbiturates are so 
pleasurable and stopping is so unpleasant that addiction 
can be explained adequately in physiological terms. The 
addict's relationships with his family and peers are seen 
to be much less important than his physiological addic- 
tion in determining his ability or inability to tolerate ab- 
stinence. 

Another implicit assumption seen in the literature is 


'Unless otherwise stated, the addicts described in the literature were 
heroin addicts. 


that drugs, which for the purposes of this paper I will de- 
fine as any chemicals that affect the mind, have certain 
effects irrespective of the context of drug use or the char- 
acteristics of the user. This hypothesis is what Adler (12) 


termed the “pharmacological fallacy.” There is evidence . 


that it is indeed a fallacy. 

Studies of the placebo effect contradict the pharmaco- 
logical fallacy: they have shown that the context, includ- 
ing the state of the user, is an important determinant of 
the effects of placebo. Mechanic (13) stated that the two 
most important variables in placebo response are con- 
fidence in those who administer the placebo and a state of 
emotional arousal in those who receive it. It has been 
found (8, 14, 15) that a patient's expectation can greatly 
affect his physiological response, even to the point of re- 
versing the pharmacological action of a drug. 

Siegel (16) provided additional evidence against the 
pharmacological fallacy in his research on heroin use 
among American soldiers in Viet Nam. He found that 
withdrawal was universally benign and attentuated 
among the soldiers in spite of the fact that the heroin used 
in Viet Nam was often 25 times as potent as that sold on 
the street in the United States. 

In another study (17) it was found that the attitude of 
the experimenter toward the subject strongly affects the 
analgesic effect of morphine. This study also found that 
the majority of normal individuals not experiencing pain 
find the effects of opiates unpleasant, that many who de- 
velop physical dependence in a medical situation tend not 
to resume taking the drug after withdrawal, and that a 
rapid development of dependence does not occur on short 
exposure to heroin. 

Lindesmith (18, 19) argued that "addiction" is the re- 
sult of the effects of withdrawal, but that the effects of the 
drug depend on a perception that has to be learned. If the 
individual does not realize that his condition is the result 
of withdrawal, he does not become addicted. 

Addicts are willing to undergo privation and great ex- 
pense and to enter into criminal careers to acquire their 
drug. They seem to be unable to tolerate abstinence. Her- 
oin or barbiturates must have a very important function 
or meaning for addicts because they are willing to go 
through so much to acquire drugs that have variable con- 
text-dependent physiological effects. Since context influ- 
ences the effects of drugs, it can be assumed that the so- 
cial context of the addict is an important factor in the 
inability to stop using drugs. This becomes more obvious 
if one investigates the social effects of heroin or barbitu- 
rates within a most important social context, the addict's 
family. 


THE FAMILY OF THE ADDICT RECONSIDERED 


Most of the families of addicts in my sample had the 
same general characteristics as those described in the lit- 
erature. However, if one views heroin or barbiturate 
abuse as a social phenomenon rather than merely the in- 
gestion of chemicals, and if one considers the effects that 
the beliefs about drugs have on intrafamilial relation- 
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ships, a different view of the addict's family emerges than 
the one described in the literature. 

The beliefs about drugs that affect family relationships 
include the following: that it is difficult, painful, and dan- 
gerous to withdraw from drug use; that there is a eu- 
phoria or “high” gained by drug use; and, perhaps most 
important, that the addict's behavior 1s out of control. As 
a result of the last belief, it is assumed by both the addict 
and his family that he cannot stop using drugs and that 
he is not responsible for his behavior when he is under 
the influence of drugs. 

The addict and his family also believe that he is unable 
to resist drugs if exposed to them. An example of the op- 
eration of this belief among addicts is the fact that almost 
all of the addicts I interviewed stated that they intended 
to develop friendships with “‘straight” people because 
they would not be able to remain abstinent if their friends 
used drugs. 

An example of this belief occurred in a family with 
two barbiturate addicts. The drug problem was blamed 
on the neighborhood from which the family had moved 
because of the prevalence of drug use there. The assump- 
tion was that the fact that the boys had lived in that 
neighborhood inevitably led to their using drugs. 

In all of the families in my sample, this feeling of pow- 
erlessness against drug use was reinforced by family 
members. If the addict was abstinent, other family mem- 
bers communicated in various ways the belief that this 
was a temporary condition. 

As a result of the belief in the addict's powerlessness to 
refuse drugs, the mothers of these addicts felt that their 
alternatives were limited. They could refuse to let the 
addict remain at home and force him back to the street 
and into the company of other addicts, or they could al- 
low him to stay at home and take care of him. 


Parental Roles 


The mother's role as the protector of the addict was re- 
inforced by the father's demand that the addict stop using 
drugs and get a job or leave home. The mother blamed 
her overprotectiveness on her husband's hostility toward 
their son or her husband's inadequacies as a father. She 
claimed that her relationship with their son developed 
only after “trying” to get her husband involved as a par- 
ent. The father, in turn, blamed the mother for preventing 
their son from growing up by overprotecting him. 

The fathers were of two general types. One could be 
termed the *"straw-man type." This type was described as 
authoritarian or violent by other family members but was 
actually easily controlled by the mother. In one of the 
families interviewed, the “undeniable” evidence of the fa- 
ther's brutality was a vague incident that had taken place 
several years ago. In another family, evidence of a step- 
father's explosive temper consisted of his wife's reports of 
harsh treatment of his own children. 

The other type of father was also seen as distant from 
his family, but this type was more clearly secondary to 
the mother in terms of power within the family. As the 
brother of a 20-year-old addict stated, “My mother very 
early won us over .... Father sat out in the kitchen." 
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THE ADDICT AND THE FAMILY 


The father’s attempts to control his son’s behavior 
were always undercut by the mother. If the father had a 
drinking problem, which was frequently the case, he was 
even less able to take any action against his son’s behav- 
ior. In several of the families in my sample, the fathers in- 
sisted that the addicts work and pay room and board as 
long as they were living at home. However, their sons re- 
mained at home unemployed and using drugs for as long 
as three years. Thus the addict’s behavior was a constant 
reminder to the father of his weak position in the family. 

Conflict between the addict and his father was rein- 
forced by the father’s secondary position in the mother’s 
affections and his lack of authority in the household. This 
was perhaps best expressed by a barbiturate addict who 
said to his father about his mother, “You can have her 
back when I’m finished with her.” Perhaps as a result of 
the alliance of mother and son against him, the father 
was much less involved with the family than the mother. 
Employment in several jobs often kept him almost totally 
removed from the family. The mother frequently verbal- 
ized her dissatisfaction with his noninvolvement with the 
family and blamed him for their son's problems, yet this 
conflict reinforced the father's noninvolvement. 

The financial support provided by the father was his 
one source of gratification; at the same time it was an ex- 
cuse to remove himself from family conflict. Most of the 
fathers in my sample had very low expectations of their 
sons' success. In general, they hoped their sons would 
find some kind of regular employment, no matter how 
menial. In fact, it has been stated (20) that fathers of drug 
addicts actively discourage their sons from striving to 
achieve success at their jobs. 

Only two or three of the addicts in my sample were 
self-supporting; this support was usually contingent on 
their drug use. The rest were supported by either their 
wives, parents, or in-laws. The addict was in a position 
where the most significant male in his family said, “To be 
a man you have to work hard and make something of 
yourself," but his mother said, “You don't have to work 
because you are sick and can't." In addition, being a 
“real”? man like his father did not appear to be an attrac- 
tive goal. 

The addict was generally seen as inadequate by other 
family members as well as by himself, his mother, and his 
father. For example, the twin brother of a 21-year-old 
addict stated, “Mom looked at you as the weak one. 
They made you weak." The sister of a 20-year-old addict 
said that her father told her brother on many occasions 
that he was not mature enough to go to college and that 
"nothing was expected of him." There was a consensus 
within these families that the addict was inadequate and 
needed help. 


Parental Conflicts 


The marital dyad in these families was characterized 
by emotional distance and a lack of interaction—except 
for those periods when the addict seemed to need the 
most help, i.e., when he was using drugs or his parents 
thought he was using drugs. The mutually accepted belief 
that the addict is unable to resist drugs functioned to 
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make his parents interact, if only to argue about him. 
This kind of interaction created even more tension in the 
household, and the addict generally responded by in- 
creased drug use. One barbiturate addict in my sample 
stated that the only time he was able to enter into a din- 
nertime conversation with both his parents at the same 
time was after he had used drugs. 

Problems in the parents' relationship were acted out 
through disagreements about the addict's drug use and 
his lack of employment. The mother generally verbalized 
her displeasure at her son's behavior but seldom really at- 
tempted to change it. Several addicts reported that their 
mothers found their heroin or their hypodermic needles 
and did not destroy them. Gibson (21) reported that the 
mothers of some addicts force their sons to leave home 
when they are not using drugs but encourage them to live 
at home when they are using them. One of my patients, a 
heroin addict, told me that some mothers leave money 
around for their sons to steal in order to buy drugs. 

As a result of the familial conflict focused on his be- 
havior, the addict saw himself as powerless and at the 
same time to blame for the problems between his parents. 
He was drawn into the conflict by supporting his mother 
or being attacked by his father and being supported by 
his mother, which reinforced the conflict between the par- 
ents.’ This eventually caused the addict to withdraw from 
any interaction at home or to seek relief away from 
home. Either behavior made the mother even more anx- 
ious because withdrawal from the family indicated he 
was unhappy and more likely to use drugs. Her anxiety 
communicated to the addict that she felt he could not 
resist drugs. 

In the attempt to "convince" the addict not to use 
drugs the parents inevitably disagreed as to what steps 
should be taken to stop his drug use; this caused even 
more tension within the parental dyad. The addict's drug 
use therefore continued, and everyone in the family felt 
helpless to solve the problem, particularly the addict. He 
learned that he could not really stop and that his family 
could not help him stop. He was not presented with any 
real alternatives because he was seen as being unable 
to resist drugs. 

The belief that the addict is unable to control his drug 
use and therefore needs help reinforced the close relation- 
ship between the addict and his mother. However, an- 
other belief about heroin, that it reduces sexual interest, 
was perhaps necessary to reduce the incestuous fears of 
the addict. The need for heterosexual activity with other 
women, which might have been anxiety producing be- 
cause of the addict's low self-esteem, was eliminated by 
this belief. In my sample, all of the addicts stated that 
they had little sexual interest when addicted. At least half 
of them verbalized fears about heterosexual relationships 
and whether they could perform adequately sexually. 


"The special relationship between the addict and his mother frequently 
created hostility between the addict and his siblings, who resented the 
special treatment given him. 


This does not appear to be part of the mythology of the barbiturates. 


CONCLUSIONS 


The addicts in this sample had inadequately separated 
from their families because of certain aspects of their 
parents’ relationship. Their mothers’ most intimate rela- 
tionship was with the addict, whom they overprotected 
and infantilized in an effort to maintain the relationship. 
The addict’s view of himself as unable to abstain from 
drugs reinforced what he and his mother felt to be the 
necessity to take care of him. As a result, the addict was 
unprepared for adult responsibility, and his addiction 
was a “legitimate?” means of absolving himself from it. 
The mother was then able to “legitimately” take care of 
him. Thus as long as he remained addicted he would be 
taken care of by his mother. This alleviated his guilt 
about the anxiety he created in his mother when he at- 
tempted to separate. 

The addict's relationship with his mother also ex- 
acerbated the distance between the addict and his father, 
whom the addict had replaced in the mother's affections. 
The mother defended the addict against his father, which 
created constant conflict between the parents revolving 
around the addict. Each parent blamed the other for the 
addict's condition; the addiction was a constant reminder 
that they were failures as parents. 

At the same time the addict was able to maintain at 
least some relationship between his parents by his contin- 
ued drug use. The father was drawn back into the family 
enough to fight with his wife about the addict and to 
blame her for the problem. Attempts on the part of the 
addict to leave caused anxiety in the addict and his 
mother, as did his remaining in the household; there was 
perpetual conflict whether the addict stayed at home or 
not. 

The addict was caught in a paradox. He had been 
taught that to be a man one must work, but at the same 
time he was covertly encouraged to remain at home 
unemployed as long as he used drugs. Within the family 
much of the interaction focused on trying to "convince" 
the addict not to use drugs, which implied that he had 
some control over his drug-related behavior. At the same 
time, all family members viewed the addict as incapable 
of resisting drugs. The result was that the addict contin- 
ued to use drugs. This was reinforced by his social inter- 
action outside the family, which was primarily among 
drug users or people involved with drugs. The relation- 
ships outside the family were generally nonintimate and 
transient. 

The addict's concern with drugs eliminated almost all 
extraneous stimuli. As Stephens and Levine (22) stated, 


JOHN SCHWARTZMAN 


the subculture provides the addict with a set of norms and 
a way of life. This was reinforced in the families in my 
sample, in which the addict's parents told him that he 
could not resist using drugs if he was with drug users. As 
a result, if the addict was with friends who were addicts, 
he would most likely continue to use drugs. 
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A Teaching Drill in Child Psychiatry 


BY RITA R. ROGERS, M.D., AND BEATRICE RASOF, PH.D. 





The authors report on a teaching drill for psychiatric 
trainees that tests their ability to communicate child 
psychiatry concepts to a nonpsychiatric physician and to 
parents of a disturbed child as well as their abilities in the 
role of a supervisor and a ‘‘visiting professor." It was 
found that the drill was a learning experience for the 
trainees that focused attention on their problems in 
integrating their psychiatric skills and identity with their 
identification with the medical model. 


ONE OF THE MOST DIFFICULT tasks in educating psychiat- 
ric residents is that of integrating their acquired psycho- 
therapeutic skills and psychodynamic understanding with 
their identity, knowledge, and skills as physicians. As the 
young psychiatrist becomes more skilled in conducting 
nondirective interviews and as his own behavior and re- 
sponses to patients become reliable tools in his specialty, 
he may experience disdain for the recently acquired tools 
of a physician and feel inclined to dismiss them. 

The medical style of history taking and recording ap- 
pears to be an unnecessary responsibility; the idea of 
diagnostic categories seems rigid and meaningless, a way 
of forcing personalities into boxes. The psychiatrist in 
training who uses himself as a medical diagnostic tool 
feels restrained by medical “‘rigidities’’; in his haste to de- 
velop the psychiatric "artistic" identity he becomes 
sloppy and negligent in his medical scientific inquiry. He 
seems to avoid committing himself to diagnosis, prog- 
nosis, and recommendation. 

In response to this a teaching drill was designed for 
and practiced with psychiatric residents to help them 
bridge their identities as child psychiatrists and as physi- 
cians operating within the medical model. 


THE TEACHING DRILL 


Five groups of two students each were established for 
supervision: two second-year fellows in child psychiatry, 
two first-year fellows in child psychiatry, two third-year 
general psychiatry residents taking their elective in child 
psychiatry, two third-year residents in the required pro- 
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gram, and two second-year general psychiatry residents 
rotating in child psychiatry. 

The supervision drill took an hour and a half with each 
group. Its format consisted of one resident's giving a 10- 
to 15-minute report to the supervisor on a child whom he 
had evaluated during the preceding week and on the 
child's parents. He was required to give his report as if his 
supervisor were a nonpsychiatric medical referral source 
(the referring physician), emphasizing concise, pertinent 
findings about the parent-child relationship. The primary 
purpose here was to establish a therapeutic alliance with 
the referring physician, to thank him for his referral, and 
to inform him about findings and objectives. Special em- 
phasis was placed on translating the psychiatric point of 
view into acceptable medical norms, standards, and styles 
for the nonpsychiatric physician. For example, a 13-year- 
old's request to be placed in a juvenile hall was translated 
as his attempt to signal his fear of losing self-control. 

In the second part of the drill the resident conducted an 
interpretation interview with the child's parents. This in- 
terview took 30 minutes and was conducted in the pres- 
ence of the supervisor and the other resident in the group 
(the resident observer). The first resident conveyed his 
impression of the child to the parents by asking for their 
view of the child and his behavior. Emphasis was placed 
on questions like “Why do you think he steals only from 
you?" and "How did you feel about his tic subsiding 
while he was in the hospital?” 

Although the interview was conducted in the open- 
ended style of a diagnostic or therapeutic session, the par- 
ents were told what the child suffered from, how parent- 
child communication functioned, and what the recom- 
mendation for treatment was. The resident also told the 
parents who the primary patient was, which parent 
needed treatment and why, and what psychotherapy was. 

In the third part of the drill the resident observer gave 
a 10-minute discussion of his colleague's interviewing 
technique. He asked questions about the style of inter- 
viewing and assessed his colleague's use of himself in in- 
terviews. (This part of the drill seemed valuable in train- 
ing residents to be future supervisors and teachers. 
Further, it seemed to increase acceptance of supervision 
and foster cooperation and identification with the staff 
supervisor.) 

Finally, the resident who had interviewed the parents 
of the child discussed the dynamics of the case in psychi- 
atric terms with his supervisor and the resident observer. 
He was instructed to discuss his case as if he were a vis- 
iting professor attending a psychiatric conference where a 
patient had been presented to him. Here the drill empha- 
sized articulation, clarity, knowledge of the literature, 
and professionalism as a psychiatrist. 


GENERAL FINDINGS 


All of the residents were reluctant at first to commit 
themselves to an exercise in psychiatric training; they 
thought it was infantilizing at this advanced stage of their 
education. 

They thought it premature and superficial to commit 
themselves to diagnosis, prognosis, and a definite course 
of treatment after knowing patients only a short time 
(one week). They were especially reluctant to offer a diag- 
nosis and prognosis to a nonpsychiatric referral source. 
In short, they felt confined in their psychiatric breadth by 
the *stilted" medical model. 

Their talents as psychiatrists varied—especially their 
abilities to do several things simultaneously. They had to 
report to a referral source and at the same time subtly 
convey mental health principles to a nonpsychiatric phy- 
sician. They had to conduct an open-ended interview with 
parents and at the same time interpret for them their view 
of the child and the sources of this view. They had to ex- 
press psychodynamic formulations with clear-cut de- 
lineations of what they knew, thought, and felt about the 
case. 

The residents’ therapeutic skills were particularly 
taxed in their efforts to establish a therapeutic alliance 
with a referring physician while subtly linking him to the 
psychiatric point of view. They also had to establish a 
therapeutic alliance with parents while making them 
aware of the emotional sources of their views of their 
children. 

In general, cooperation was strongly influenced by the 
resident’s feelings toward the supervisor (R.R.R.), who 
was chief of the child psychiatry division. 


METHOD OF ANALYSIS 


In order to measure quantitatively the usefulness of the 
teaching drill, six questionnaires were designed.' Ques- 
tionnaire 1, filled out by the supervisor, measures the 
trainee's performance as a physician reporting his find- 
ings to a nonpsychiatric referral source (the role-play sit- 
uation). Questionnaire 2, filled out by the supervisor, 
measures the trainee's ability to translate psychiatric 
findings to parents. Questionnaire 3, filled out by the 
child's parents, measures their impressions of whether or 
not they received a clear and empathically translated 
diagnosis. Questionnaire 4, filled out by the supervisor, 
measures the resident observer's ability as a supervisor. 
Questionnaire 5, filled out by the resident observer and 
the supervisor, evaluates the trainee as a ‘‘visiting profes- 
sor." Questionnaire 6, filled out by the trainee, evaluates 
the teaching drill itself. 

These questionnaires were used from November 19, 
1973, to March 4, 1974. They measured findings on 29 
patients (a total of 261 questionnaires). The sample of 10 
trainees and 29 teaching drills that is reported here (see 


' These questionnaires are available from the authors on request. 
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| appendix 1) is an attempt to tabulate our findings and to 


measure the efficiency of the drill by means of data 
analysis. This is only a pilot study; the drill is continuing. 


RESULTS 


The data selected for discussion were examined in a 
number of ways within the limits imposed by the sample 
and time. We confine ourselves here to a descriptive 
treatment of the findings representing the areas measured 
by the six questionnaires. Tables 1 through 6 give the pro- 
portions of positive responses or proportions of ratings in 
the upper half of the distribution in each of the six areas. 
Particular variables of interest were selected for more re- 
fined analysis. 


Role Play with Referral Source 


As shown in table 1, all of the psychiatrists in training 
tested were able to tactfully convey information to a re- 
ferral source, discuss the patient's symptoms and their 
meaning, and give treatment recommendations with a de- 
gree of clarity in the upper half of the rating-scale distri- 
bution. 

The weakest areas of performance were in giving a 
diagnosis, making a therapeutic alliance, and conveying 
mental health concepts. Not one individual discussed 
prognosis. Nevertheless, considering the transaction as a 
whole, the group was rated in the upper half of the rating 
scale in 21 of 24 instances; the median rating was 2.5 (a 
rating of 1 was highest, 6 lowest). The advanced child fel- 
lows did significantly better than the combined group of 
second- and third-year residents in giving a diagnosis (p= 
.0064, Fisher's exact probability test). 


Interpretation Interview with the Parents 


As seen in table 2, treatment recommendations were 
made to the parent of the patient in fully 90.9 percent of 
the cases; the degree of empathetic understanding shown 
was rated as above the median rating for 78.3 percent of 
the residents. The rationale for treatment was not given 
as often; in more than one-third of the cases the com- 
bined group of residents and fellows were not able to ef- 
fectively translate the child's problems into language the 
parent could understand. A diagnosis was given in only 
45.5 percent of the interviews and with only a moderate 
degree of clarity (median =3). In very few cases was the 
meaning of psychotherapy explained. In no instance was 
prognosis discussed. 

Almost three-fourths of the interviews conducted were 
rated in the upper half of the distribution (median =2). A 
comparison of the effectiveness of the transaction as a 
whole conducted by child fellows compared with the sec- 
ond- and third-year residents indicated a difference in fa- 
vor of the fellows at a lower level of confidence than in 
the role-play situation (p.13, Fisher's exact probability 
test). A more representative sample might be expected to 
confirm the greater proficiency of the more highly trained 
psychiatrists who have chosen child psychiatry as a spe- 
cialty. 


Am J Psychiatry 132:2, February 1975 159 


TEACHING DRILL IN CHILD PSYCHIATRY 


TABLE 1 
Frequency Distribution of Role-Play Interview Evaluations, in Percents 





Proportion of 
Ratings in 
Upper Half of 
Distribution 


Proportion of 
Positive 


Variable Responses 


Psychiatric information about 
the child translated into 

acceptable medical norms 55.0 
Symptoms and their meaning 

‘discussed 84.0 
Diagnosis given 52.2 
Treatment recommendations 

made 17.3 
Prognosis given 00.0 
Therapeutic alliance with 

referral source made 54.2 
Mental health concepts conveyed 66.7 
Clarity with which symptoms and 

meaning discussed 95.4 
Clarity with which diagnosis given 100.0 
Clarity with which 

recommendations made 82.4 
Tact with which mental health 

concepts conveyed 100.0 
Evaluation of transaction as a 

whole (understandable 

language as opposed to 

jargon) 87.5 


TABLE 2 
Frequency Distribution of Interpretation Interview Evaluations, in 
Percents 


Proportion of 
Ratings in 
Upper Half of 
Distribution 


Proportion of 
Positive 


Variable Responses 


Translation of information 
about the child’s problem 
into language the parent 
can understand 65.2 
Discussion of symptoms and 
their meaning 47,2 
Diagnosis given 45.5 
Treatment recommendations made 90.9 
Rationale for treatment given 61.9 
Modality of treatment given 73.9 
Primary patient identified 65.2 
Parent in need of treatment 
identified and reason stated 81.9 
Explanation given of what 
psychotherapy is 23.8 
Prognosis given in terms parent 
can understand 0.0 
Clarity with which symptoms 
discussed 100.0 
Clarity with which diagnosis given 100.0 
Clarity of treatment 
recommendations 92.3 
Completeness of recommendations 
A (overall rating) 60.9 
Empathic understanding and 
communication shown 78.3 
Overall effectiveness of interview 73.9 
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TABLE 3 
Frequency Distribution of Evaluation of Resident Observer as Super- 
visor, in Percents 


Proportion of 


Proportion of Ratings in 
Positive Upper Half of 
Variable Responses Distribution 
Appreciation of difficulties 
encountered by interviewer 81.3 
Understanding of interactional 
process between interviewer 
and patient 81.1 
Resident has ability to provide 
alternative ways of handling 
difficulties encountered 56.2 
Resident contributes over and 
above what staff supervisor 
contributes 50.0 
During role play 56.2 
During interpretation 
interview ' 62.5 
During “visiting professor" 
role 56.2 
Sensitivity to the interviewer shown 87.5 
Clarity in communicating 
understanding of the 
interactional process 100.0 
Overall evaluation of resident 
observer as supervisor 62.5 


Of particular interest is the finding of no significant 
difference between the median rating of the favor- 
ableness of the interpretation interview given by the 
trainee when compared with that given by the supervisor. 


Resident Supervisor Interview 


As shown in table 3, the resident observers in the role 
of supervisor were to a high degree sensitive and appre- 
ciative of the difficulties encountered by their fellow 
trainee in the interpretation interview. The resident su- 
pervisors were usually able to understand the inter- 
actional process between parent and interviewer and to 
convey this clearly. To a lesser extent they were able to 
provide alternate ways of dealing with problems that 
arose during the interview. In from 50 to 60 percent of 
the interviews or role-play situations the resident super- 
visor was able to contribute ideas over and above those 
provided by the staff supervisor. 

A highly significant difference between the residents 
and child fellows was noted in comparisons of their over- 
all evaluations as a supervisor. The null hypothesis that 
the proportion of trainees with ratings 1-3 and ratings 4- 
6 in the supervisory role was equal for residents and child 
fellows was rejected (p=.0003, Fisher's exact probability 
test). 


Evaluation as ‘Visiting Professor" 


As shown in table 4, there appeared to be less variabil- 
ity in this section of the drill. All trainee psychiatrists 


TABLE 4 


Frequency Distribution of Evaluations of Trainee as "Visiting Profes- 
sor,” in Percents 


Proportion of 


Proportion of Ratings in 
Positive Upper Half of 

Variable Responses Distribution 
Psychiatric information about 

the case translated into suitable 

conceptual framework 85.0 
Knowledge of the literature 

incorporated in meaningful 

way 5.0 
Clarity with which psychiatric 

information communicated 100.0 
Articulation with which 

psychiatric information 

communicated 100.0 
Professionalism shown 100.0 


who were able to translate psychiatric information about 
a case into suitable conceptual terms did so with a very 
high level of clarity and articulation (median rating = 1.0). 
In striking contrast, only 5 percent incorporated knowl- 
edge of the literature in a meaningful way into the case 
discussion. 


Parent Interview Survey 


As shown in table 5, the parents reacted favorably to 
the interview; 84.2 percent made judgments in the up- 
per half of the rating scale (median = 1.5). The degree of 
understanding parents attained about their children after 
the interview was closer to the center (median 23.0) but 
90.5 percent felt they understood their children somewhat 
better or much better than before. Almost all of the par- 
ents also reported getting all the information they 
needed. The more prominent emotions checked on the 
list were feeling understood by the interviewer and feeling 
optimistic. Less than half of the parents (36.4 percent) re- 
ported feeling more anxious and 27.3 percent reported 
feeling less anxious than they had felt before the inter- 
view. 

It is interesting to compare the parents' perception of 
the interpretation interview with that of the supervisor. In 
the sample of 19 cases, 8 individuals rated the interview 
as better and 7 as worse than did the supervisor; 4 rated 
the interview the same. Thus the median of the ratings 
made by the parents did not differ significantly from the 
median of the ratings made by the supervisor at usual lev- 
els of significance using the sign test. Equally interesting 
was the finding of no significant difference between the 
median self-rating of the trainee and the median rating 
of the supervisor. 


Evaluation of the Teaching Drill 


As shown in table 6, the evaluation of the drill by the 
participating residents and fellows indicated that in 78.1 
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TABLE 5 
Frequency Distribution of Parents’ Evaluations, in Percents 


Proportion of 


Proportion of Ratings in 
Positive Upper Half of 
Variable Responses Distribution 
Overall reaction to interview 84.2 
Understanding of child’s problem 
after interview 90.5 
Desired information discussed 90.9 
Recommendations and steps to 
be followed presented clearly 90.9 
Feelings during or after interview 
Pessimistic 18.2 
Angry 
At therapist 13.6 
At child 0.0 
At self 4.5 
At others 4.5 
Optimistic 45.5 
Ashamed 9.0 
Disappointed 9.0 
More anxious than before 
coming to clinic 36.4 
Less anxious than before 
coming to clinic 21.3 
Misunderstood by interviewer 13.6 
Understood by interviewer 81.9 
TABLE 6 


Frequency Distribution of Evaluations of Teaching Drill, in Percents 


Proportion of 


Proportion of Ratings in 
Positive Upper Half of 

Variable Responses Distribution 
Descriptions of drill 

Impractical 2.8 

Artificial 0.0 

Stimulating 62.9 

Well conducted 74.4 


Forced one to think more 
clearly about patient's 
dynamics 68.6 

Clarified perceptions and 

misperceptions about 

ongoing interactions 65.7 
Feeling during or after drill 

Angry 8.6 

"Put down" 0.0 

Stupid 5.7 

Satisfied 62.9 

Had done a good job 17.1 

Other* — 
Retain teaching drill as it is 78.1 
Comparison of drill to one-to-one 

supervision 77,2 
Attitude to role-play supervision 88.2 
Sensitivity of supervisor 

to training needs 91.5 
Feeling of openness in discussing 

interview with supervisor 91.5 
Better understanding of how to 

integrate theory and case 

studies from literature 78.1 


*The open-ended replies were not tabulated. 
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percent of the sessions rated they would retain the entire 
teaching drill as it is. An almost equal proportion felt 
that what was learned by this method could not be as 
readily learned in the usual one-to-one supervision. The 
role-playing situations were found valuable in 88.2 per- 
cent of the interviews. Particularly high was the rating of 
feeling of openness in discussing the interview with the 
supervisor. Sensitivity to the learning needs of the trainee 
was rated equally high. A large number of the drills were 
found to be stimulating, well conducted, and successful in 
forcing the trainee to think clearly about the patient’s dy- 
namics and in clarifying perceptions and misperceptions 
about ongoing interactions. None of the trainees found 
the drill to be artificial, and in only one instance was 
the drill considered impractical. In the majority of the 
sessions, the trainees felt that they had attained a better 
understanding in integrating theory and case studies 
from the literature into their style of reporting to a re- 
ferral source or seminar. 


The Clinician-Supervisor as "Computer" 


There was some satisfaction in the finding that the 
overall clinical judgment of the rank order of the train- 
ees' performance made at the end of the study by the su- 
pervisor was significantly related to the rank order based 
on an average of the ratings made at the time of the drill 
sessions (rank correlation of .78, p=.01, N = 10). 


USES OF THE DRILL 


While the drill seemed a valuable exercise for future 
practitioners, teachers, and supervisors, its primary aim 
was to link the residents' psychiatric and medical identi- 
ties, which appeared far apart. 

The results show that the psychiatric trainee is indeed, 
accomplished in understanding and conveying clinical 
data but that he has a definite disinclination toward com- 
mitting himself to a diagnostic framework and com- 
pletely avoids voicing a prognosis, in spite of the repeated 
filling out of questionnaires that included the category of 
prognosis. Both the avoidance of diagnostic formulation 
and resistance to uttering a prognosis seem related to the 
psychiatrist's estrangement from the medical model. The 
psychiatric trainee almost always recommended treat- 
ment although he had not given a prognosis in the role- 
play situation and had given a diagnosis to the parents in 
only 45.5 percent of the interviews. 

The trainee seems to identify himself primarily as a 
psychotherapist, but he finds it difficult to clarify what 
psychotherapy is. He does not feel a responsibility to de- 
fine to the parents what ails the child and how he will 
treat the difficulty. 

In the role of supervisor the trainees showed a high de- 
gree of sensitivity toward their colleagues' difficulties but 
a limited ability to provide alternative ways of handling 
them. (This is probably due to uncertainty and inexperi- 
ence in the role of supervisor; all the trainees have been 
recipients of supervision, but few have had the opportu- 
nity to supervise.) 
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The drill did not increase the trainees’ responsibility 
toward the medical model of diagnosis and prognosis. It 
only brought their avoidance into focus and highlighted 
the need to search for the causes of this avoidance both in 
the training program and in the trainees' identity as psy- 
chiatrists. 

The drill did help the trainees in other areas, however. 
They became more skilled and articulate as they gained 
confidence in their abilities to translate findings from one 
mode to another—from the medical language used in 
their reports to the nonpsychiatric physician to the thera- 
peutic language appropriate to the emotional milieu of 
the parents to the didactic language appropriate to psy- 
chiatric conferences. 

The trainees’ ability to fulfill the different roles re- 
quired of them depended on their security as people and 
as psychiatrists, on their relationship with their super- 
visor, and to some extent on the nonambivalence of the 
psychiatrists who had been important models during 
their entire psychiatric training. 

The supervisor (R.R.R.) found that the drill provided 
an invaluable glimpse of the psychiatrist in training. She 
found her greatest reward in the opportunity to see some 
of her trainees’ skill and ease in functioning as accom- 
plished psychiatrists as they faced the tasks of under- 
standing and being understood by their patients. 


APPENDIX 1 
Explanation of the Sample 


The data reported in this paper cover the period of time from 
November 19, 1973, through March 4, 1974. The sample size 
reported in the tables is sharply reduced by the decision to use 
only those ratings made by one supervising staff person 
(R.R.R.). Twenty-three drills in which the patient was present 
and in which the interview was carried out by the trainee were 
conducted by Dr. Rogers. 

In one session Dr. Rogers conducted the interpretation inter- 
view at the request of the trainee. Child fellows supervised the 
others while Dr. Rogers was absent. The trainee participated 
both as an observer and as a resident supervisor, along with the 
major therapist. The number of different patients interviewed 
by each trainee is the variable factor. Two trainees partici- 
pated in 5 and 6 drill sessions respectively, 4 conducted 3 each, 2 
conducted 2 sessions, and 2 conducted | each for a total of 29 
teaching drills carried out by 10 trainees. 


DISCUSSION 


ROBERT E. SwiTZER, M.D. (Topeka, Kans.)—I am grateful to 
Dr. Rogers and Dr. Rasof for this description of their in- 
novative system for judging how child psychiatry fellows and 
general residents in psychiatry are able to bridge their identities 
as physicians and as specialists in child psychiatry. This drill 
asks the trainees to do a very difficult thing: to look at their own 
performance. They are asked to open themselves up to the scru- 
tiny of a peer as well as the scrutiny of a teacher and to do it in 
terms of role playing. 

If the trainee does not already have plenty of doubts about 


his findings, his formulations, his diagnosis, and his recommen- 
dations, not to mention prognosis, the thought of reporting 
back to a nonpsychiatric referral source after having seen his 
patient for only one week is bound to put him on the defensive 
and to cause some struggle in terms of his identity as a physi- 
cian and as a psychiatrist. I can identify with the trainee’s 
struggle in not wanting to commit himself. I well remember my 
days as a first-year resident; we all wanted to wait for the psy- 
chological report before we really committed ourselves. I think 
the first part of this drill is excellent and I see it as applying 
rigor rather than infantilization. 

The second part of the drill, which calls for interpreting the 
child’s problems to his parents, gets a little more complicated. 
Many residents would certainly see this sort of experience as in- 
fantilizing and very threatening. Only great skill on the part of 
the supervisor and repeated experiences could make this part of 
the drill a very positive and growth-promoting experience. It 
seems to me that I have known some supervisors who might 
never rise to this occasion. 

I think the third part of the drill, in which the resident ob- 
server takes the role of supervisor, is excellent. I have used twin 
supervision of residents in diagnostics as well as in psychother- 
apy for a long time. It seems to me that it may be useful when 
assigning the two residents to take this drill to let the residents 
participate in choosing their drill mates. I agree with Drs. Rog- 
‘ers and Rasof that this part of the drill is a good way to teach a 
young clinician some supervisory techniques. 

In the fourth part of the drill the resident can allow himself to 
assume the senior visiting clinician's role after having explained 
to a referral source and to parents his findings and thoughts 
about the case. This part of the drill may be a little stilted. I 
shared this paper with a third-year resident who thought that 
the paper was fine and that he would like to participate in such 
drills. However, he had a criticism of the fourth part of the drill. 
He thought that it assumed a visiting professor had to be pomp- 
ous and verbose and had to say things in a different way than he 
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would to a referring physician or a troubled parent. He thought 
that the really secure physician-psychiatrist would not be too 
different in any of the three roles outlined in the drill. 

The authors found a tremendous variety in the performance 
of the residents according to their level of sophistication in child 
psychiatry. I would think that there would also be tremendous 
differences between the residents who came into psychiatry 
right out of medical school without an internship compared 
with those who had had long periods of private general practice 
or military or Public Health Service duty. I would aiso predict, 
as Drs. Rogers and Rasof found, that a great deal of the resi- 
dent's performance would be related to his relationships with 
his supervisor and with his peers. 

It would seem logical to assume that second-year residents in 
general psychiatry would have much more difficulty with this 
drill because of their short experience in dealing with children 
and their parents when compared with second-year fellows in 
child psychiatry. In addition to having had considerably more 
experience the fellows also probably had the advantage of hav- 
ing worked with this supervisor for at least a year before the 
drill. In that sense the drill and its documentation could well be 
taken as a test of training, i.e., a second-year fellow who does 
much better in this drill than he did as a first-year fellow might 
be said to have profited by his second year and to have become 
more efficient in the skills taught. In another sense the drill 
could be used to select residents who might be urged to go into 
child psychiatry. 

This paper represents the first complete sampling of the drill 
and its questionnaires. It may be that the data have not yet been 
analyzed well enough to answer all of our questions. I had one 
thought about prognosis. It would seem to me that the finding 
about the trainees' failure to give parents a prognosis would 
persist. It has been my observation that trainees have great dif- 
ficulty with their inability to talk definitely about prognosis. I 
would really wonder about a fellow who spontaneously got into 
a discussion of prognosis. 
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TOPICAL PAPERS: Some Sexual Problems and Their Treatment 





Sexual Dysfunction in College Men and Women 


BY ARNOLD WERNER, M.D. 


The author presents data and illustrative excerpts from 
1,000 letters relating to health and personal concerns that 
were sent to his column in a college newspaper. There 
were 532 letters expressing sexual concerns, 65 percent of 
which raised questions about anatomy and physiology. A 
comparison of the distribution of problems of sexual 
dysfunction in this study with that of an earlier study 
involving older patients showed very different 
distributions. The author points out the need for sex 
counseling and education for young people who are 
sexually active and discusses the unique problems 
involved in treating this population. 


THE LARGE INCREASE in the amount of sexually oriented 
material presented to the public suggests that there 1s 
now a greater openness about sexual matters in this coun- 
try than has existed in the past. Explicit motion pictures, 
illustrated magazines, and books abound. In addition, in- 
structional manuals and digests of sex research with the 
ostensible goal of improving the reader’s sexual capabili- 
ties are sold widely. Many colleges offer courses in hu- 
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man sexuality, and sex counseling services are becoming 
available on college campuses (1). 

With increased sexual awareness, people may be less 
willing to accept sexual dysfunction than they were in the 
past, and adequate sexual performance may become part 
of their definition of a complete life. It is certainly true 
that interest in sexual functioning is no longer considered 
too private to discuss or too deviant to acknowledge. 


A NEW SOURCE OF INFORMATION ABOUT HEALTH 
AND PERSONAL CONCERNS 


The clinician’s knowledge of people’s frailties usually 
comes from his patients. The hazards of generalizing our 
observations of such a highly selected group are well 
known, yet there are few opportunities for gathering in- 
formation from any other source. Information about the 
sexual activities and concerns of college students is par- 
ticularly difficult to obtain. 

Because of an ongoing project of more than four years' 
duration, I have been in a unique position to gather infor- 
mation about the health and personal concerns of college 
students. With the development of psychiatric services at 
the Michigan State University Health Center, I began to 
write a weekly column dealing with these concerns for a 
student newpaper. The paper, which is published daily, 
has a circulation of 40,000 and is the prime source of 
news for most of the student body. In addition, it has a 
wide readership in the community. The goal of my col- 
umn, which is called “The Doctor's Bag," is to provide a 
service to the university and to promote attitudes and of- 
fer dispositions consonant with the aims of college and 
community mental health. 


The papers in this section are grouped around a specific topic. Publication here does not, however, imply that the 
Editors consider this material to constitute a comprehensive analysis of the topic. 
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By offering myself as a free, confidential source of in- 
formation, I became the recipient of many hundreds of 
letters from students seeking advice and answers to per- 
sonal questions. In addition to publishing students’ letters 
and answers to their queries, I tried to answer all the let- 


ters that were not published as long as the writer was ` 


identified. 

The column provides rich personal accounts of health 
and other concerns. Unlike other data, which are often 
anecdotal, i.e., obtained from patients and/or structured, 
preestablished survey instruments, the material I ob- 
tained dealt with the private concerns of students. The 
categories, formulations, and centrality of these concerns 
were structured by the students themselves. Although the 
column appears in about 50 college newspapers, the ma- 
terial for this study was all derived from Michigan State 
University students. 


ANALYSIS OF STUDENTS’ CONCERNS 


Content analysis of 1,000 consecutively received letters 
revealed. that 52 percent contained sexual questions, 
which confirms the generally held impression that college 
students have many questions about sex. As table | 
shows, the questions often revealed a striking naiveté and 
lack of information: 65 percent of the sexual questions re- 
lated to basic physiology and anatomy, the mechanics of 
contraception, and venereal disease. The other 35 percent 
were concerned with sexual activity. Over 30 percent of 
the questions.relating to sexual activity dealt with sexual 
dysfunction. (These letters represented 5.6 percent of the 
total sample of 1,000 letters.) 

These 56 letters were categorized on the basis of 
whether the problem was primarily a woman’s Or a man’s 
concern. Within each category, I followed the definitions 
of dysfunction used by Masters and Johnson (2) when- 
ever possible. All judgments about dysfunction were 
based on statements in the letters rather than my own in- 
ferences. This categorization is presented in table 2. 


CONCERNS RELATED TO SEXUAL DYSFUNCTION 
Women's Problems 


The problems of women cause distress to their part- 
ners, and 6 of the 32 letters relating to female sexual dys- 
function were written by men. However, in each case, the 
man saw the problem as being solely the woman’s con- 
cern rather than a joint problem. There were four letters 
about painf l intercourse. The three involving pain with 
penetration were written by men. There were three letters 
describing situations in which the woman suffered from 
orgasmic impairment and the man had premature ejacu- 
lation, all of which were written by women. 

The bulk of concerns related to female sexual dysfunc- 
tion clearly involved orgasmic impairment. These prob- 
lems covered a considerable range. One woman wrote, 
“My fiancé is able to reach a climax even though I can- 
not. While I love him I do not enjoy intercourse, but I feel 


1 


| 


ARNOLD WERNER 


TABLE 1 
Breakdown of Concerns Expressed in 1,000 Letters from College 
Students 








Type of Question Number Percent* 
Sexual questions (N = 523) 

Anatomy and physiology 340 65 
Venereal disease 22 7 
Contraception 99 29 
Female anatomy 151 44 
Male anatomy 68 20 

Sexual activity 183 35 
Sexual intercourse* * 104 56 
Oral and anal 32 17 
Petting 26 14 
Masturbation 18 10 
Homosexuality 3 2 

Nonsexual questions (N = 477) 

General health 202 42 

Medical 186 39 

Psychological 46 10 

Drugs 43 9 


*Percentages within each classification are based on the total number for that 
category alone. 
** Includes all questions related to sexual dysfunction, 


TABLE 2 
Breakdown of the 56 Questions Related to Sexual Dysfunction* 





` Type of Question Number  Percent** 
Questions related to men’s problems (N = 27) 

Premature ejaculation 16 59 

Impotence 6 22 
Primary 3 50 
Secondary 3 50 

Ejaculatory incompetence | 4 

Other 4 15 

Questions related to women’s problems (N = 32) 

Orgasmic dysfunction 24 75 
Primary 8 33 
Situational 16 67 

Other concerns 8 25 
Painful intercourse 4 50 
Low sexual interest 2 25 
Other 2 25 


*Three letters were classified as related to both men's and women's problems 
since the writer wrote of a mutual concern. 


** Percentages within each classification are based on the total for that category 
alone. 


I should engage in it for his sake." The female partner of 
a married couple wrote, “I am no longer interested in sex. 
I have no drive and it takes quite a bit of stimulation to 
get me the least bit interested." She then described the 
onset of the difficulty following several urinary tract and 
vaginal infections and stated that she was concerned that 
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her marriage would eventually be jeopardized. Com- 
plaints concerning coital orgasmic dysfunction usually 
indicated that orgasm was possible with manual stimu- 
lation either before or after intercourse. 

Since the population studied consists of young adults, 
some of the problems in the letters had a particularly 
youthful quality, often tinged with lack of experience or 
knowledge. The following excerpt is an illustration: 


I am 20 years old. My boyfriend and I have been having 
intercourse for a year now, but only on weekends since he 
goes to another school. I have never had an orgasm from in- 
tercourse alone. I have had orgasms as a result of clitoral 
stimulation during masturbation. My boyfriend never 
touches my clitoris. Is there something wrong with me? Am I 
undersexed? 


Another coed wrote that she had learned in a human 
sexuality course that women are capable of multiple or- 
gasms but that she herself was not. 


During intercourse my boyfriend is able to achieve more 
than one orgasm whereas I am only able to achieve one. I am 
very satisfied and fulfilled after having intercourse but can't 
help but feel that I should be able to have more than just one 
orgasm. What is wrong with me? 


There are glimpses in the letters of the beginning of 
sexual problems that will undoubtedly persist. Often, 
these women were aware of the threat to their future hap- 
piness. 


We have been making love for two years and will be get- 
ting married in about one year. This is great. The problem is 
that I am not very interested in sex ... I have never come 
close to an orgasm. Lately, it sort of panics me—here is a 
man PIl be living with for decades, and I can’t even respond 
to him. 


An older student presented a situation of a similar na- 
ture that was further along the continuum of distress. 


During our marriage I have never climaxed with inter- 
course, only manually on occasion. I have little enthusiasm 
for sex, and this coupled with my husband's frustration at not 
being able to satisfy me has sadly corroded our marriage. 
For many reasons, including children, we do not want a di- 
vorce; neither do we look forward to continuing the situation. 


While there were no complaints about inability to 
reach orgasm by masturbation, several women were con- 
cerned because they could only achieve orgasm during 
sexual intercourse in certain positions, usually the female 
superior position. Included in the group of women who 
had situational orgasmic dysfunction are those who at 
one time-had no difficulty but currently were troubled. A 
few of these women gave histories in which the use of oral 
contraceptives was coincident with diminished sexual re- 
sponse. Others wrote of success with a previous partner 
but failure with a current partner. 

T welve correspondents in this group asked for referral 
to a treatment source. Some had previously had diffi- 
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culties in their attempts to seek help. In some cases, the — 
difficulty was related to the writer's single status and to 
the insensitivity they perceived in traditional care givers. : 
One writer simply asked, “Do you know of anyone who 
counsels people who are not married?" 
All of the letters related to female sexual dysfunction 
communicated considerable distress and disruption. 
There were no idle inquiries prompted by curiosity, as is 
often the case in letters I receive that deal with other . 
health concerns. 


Dysfunction In Men 


Table 2 also presents a breakdown of the 27 inquiries 
about male sexual dysfunction. It should be noted that 
three problems have been classified in both this group 
and the female group because the writer so clearly identi- 
fied the dysfunction as a mutual problem. These three let- 
ters were those written by women with orgasmic dysfunc- 
tion who had partners with premature ejaculation. 
Another fact worthy of note is that all of the letters in the 
male dysfunction category written by women concerned 
premature ejaculation rather than impotence. 

Premature ejaculation was the largest single source of 
concern in all of these letters. Some of the situátions de- 
scribed were quite explainable and relatively benign. One 
such letter included the following: 


During sexual encounters I seem to reach orgasm very 
fast, always having at least one before intercourse begins ... 
They even occur at odd times as when I was giving my girl a 
back massage. Could it be related to the fact that I never see 
my girl more than once a month and always feel a high de- 
gree of excitement when I do? 


In some ways, this quote typifies the problems of 
younger people who are sexually active. These couples 
maintained high expectations, even though they had in- 
tercourse on an irregular basis under circumstances that 
were often rushed or awkward. The goal of helping 
people achieve good sexual functioning under such cir- 
cumstances is complicated. 

Many of the letters dealing with premature ejaculation 
indicated that this was an isolated concern in an other- 
wise satisfactory relationship, but there were times when 
the problem dominated interpersonal interactions. For 
example, a 21-year-old man wrote letters to me on two 
occasions separated by about 10 weeks. Describing him- 
self as a shy person in his initial letter, he asked for advice 
in managing a situation that had developed in his first 
close relationship with a woman. He was alternately un- 
able to get an adequate enough erection to achieve pene- 
tration or he ejaculated before entry. He perceived his 
girlfriend, who was understanding at first, as becoming 
less tolerant, and felt that the relationship was threat- 
ened. His second letter indicated that the relationship had 
ended. This was the only letter in which dysfunction was 
blamed for actual termination of a relationship, and the 
author clearly expressed self-doubts that extended 
beyond sexual performance. 

The problem of primary impotence as an isolated en- 
tity appeared only twice in the letters. In one of these 


cases, erection was repeatedly lost so quickly after entry 
that successful intercourse was never accomplished. The 
other case ba-ely qualifies as a problem of primary impo- 
tence as it was a failure during a first attempt at inter- 


course with a virginal girlfriend. Advice and reassurance. 


were requested by writers of these letters, who were dis- 
tressed and puzzled. They often asked for an explanation 
of what was happening. Those who were impotent were 
. more generous in postulating hypotheses for their dis- 
order. They indicated that feelings of inferiority, in- 
adequacy, lack of confidence, and unspecified psychologi- 
cal explanations might be pertinent. In a similar vein, 
three of the male correspondents expressed the fear of 
eventually becoming impotent, even though their letters 
provided no objective evidence that such fears were justi- 
fied. 

One case of ejaculatory incompetence emerged in a 19- 
year-old. 


I cannot ejaculate willfully. The only time I ejaculate is 
during sleep in the form of a wet dream. This bothers me 
greatly as I am unable to masturbate and cannot come, even 
when my girlfriend has oral sex with me. 


DISCUSSION 


The writers of letters to my column have typically been 
uninhibited in the questions and concerns they have 
raised. By answering virtually any type of health question 
in this public format, I have encouraged viewing all con- 
cerns as legitimate. While there is no way to ascertain-ac- 
curately how representative these correspondents are of 
the entire student population, much valuable information 
can be derived from this nonpatient group. 

Sexual dysfunction is a small concern in this group 
compared to all other health concerns (56 of 1,000 let- 
ters). The intensity of distress expressed in these 56 letters 
was quite great, exceeded only by the frightened individ- 
uals who were worried about an unwanted pregnancy. 
Among those individuals who raised questions about sex- 
ual activity, however, almost one-third dealt with dys- 
function. 

Table 3 przsents a comparison of the 56 correspon- 
dents in my sample with concerns related to sexual dys- 
function to 760 patients described by Masters and John- 
son(2) The two populations are vastly different. 
Masters and Johnson's group consisted of highly se- 
lected patients who often had severe problems. They were 
also older, ranging from 23 years old to 76 years old. 
(Their youngest patient was probably older than the me- 
dian age of my correspondents.) Because the groups are 
so different, the comparison is all the more interesting. 

A much smaller percentage of woman in my study suf- 
fered from pzimary orgasmic dysfunction. Apparently, 
despite their inexperience, the young women in this study 
were having less difficulty having an orgasm at least one 
time than they were having orgasms regularly. The possi- 
bility is raisec that younger middle-class women are hav- 
ing less difficulty in achieving initial sexual satisfaction 
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TABLE 3 
Comparison of Types of Sexual Dysfunction Reported in Two Studies, 
In Percents 





Masters and 


Nature of Dysfunction Johnson Study Present Study | 





Female dysfunction (N = 342) (N = 24) 
Primary orgasmic dysfunction 56 33 
Situational orgasmic dysfunction 44 67 

Male dysfunction - (N = 448) (N=23) 
Primary impotence 7 13 
Secondary impotence 48 13 
Premature ejaculation 4] 70 
Ejaculatory incompetence 4 4 





than older women had. Considering the academic, finan- 
cial, and social stresses young women are under, the find- 
ing that situational orgasmic dysfunction is a major con- 
cern should be no surprise. 

Premature ejaculation overwhelmingly dominates the 
other categories among the disorders of men. Rapid ejac- 
ulation is no detriment to reproduction and seems to be 
the usual case in the animal world (3) and among many 
men (4). It has been suggested that premature ejaculation 
in human males may be the result of early conditioning 
by prostitutes and other sexual contacts designed for self- 
gratification rather than gratification of a partner (2). 
The older men in the Masters and Johnson pool of 
patients had had substantial contact with prostitutes. Far 
fewer young men today seem to have initial sexual expe- 
riences with prostitutes than was true in the past (at least 
among college students I have contact with). In this pop- 
ulation, premature ejaculation seems merely to be an- 
other expression of the hyperactive sexual status of the 
younger man (similar to his capacity for easy arousal and 
multiple orgasms) rather than a result of faulty condi- 
tioning. Active processes, including greater sexual experi- 
ence and the reinforcement of delayed ejaculation as a 
good thing, lead sexually successful men to adapt a pat- 
tern of response that provides greater gratification for 
their partners. Aging undoubtedly helps in this process. 
Delaying response is actually a process of learning a new 
behavior or becoming deconditioned to what is natural. 
Unfortunately, the slow learner or especially hyperactive 
man may experience feelings of inadequacy. 

Information about the nature of sexual response and 
instruction in sexual technique has been helpful to many 
of my correspondents and to others I have seen in consul- 
tation. However, immense problems are posed in treating 
people who are without regular sexual partners or who 
have sexual partners who are unable to cooperate in a 
treatment plan, situations that arise in a youthful popu- 
lation. The dilemma is clear. It is important that young 
people who are sexually active learn to function well if 
their hopes for good functioning in the future are to be 
realized. However, the conditions necessary for helping 
are often not present. 

Lest I sound pessimistic, I should point out that I 
have been struck by the sensitivity and caring expressed 
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in letters sent to me by partners of individuals with sexual 
problems. There is often an openness and willingness to 
help that is almost astounding, and only one letter in- 
dicated dissolution of a relationship because of sexual 
difficulties. 

Two recent articles have indicated that increased sex- 
ual freedom has created problems for some individ- 
uals (5, 6). A “new impotence” based on the demands of 
women for sexual gratification has even been suggested. 
The data I have presented do not support this suggestion. 
Not one case emerged in which the female partner was 
cited as the cause of a man’s problems. The following ex- 
cerpt from a letter summarizes the attitudes of the 
writers far better than my descriptions: 


My boyfriend and I have been dating for three years. We 
just started having sexual intercourse the past two months. 
Up until this time we petted to orgasm. The problem now is 
that my boyfriend has his orgasm almost as soon as he en- 
ters. He gets very upset and feels that I am getting nothing 
out of it. I want to be able to help him last longer—for both 
of us. I’m afraid if I can’t, he’d be more satisfied and under 
less pressure to "perform" if we reverted back to petting. I 
would appreciate any advice so I could help him and our sex- 
ual relationship. 


Before we attribute symptoms to current social mores, 
we might best acknowledge that there will always be indi- 
viduals who function well and those who will function 
poorly. The manner in which the less able choose to 
present their inadequacies will always be in the language 
and mode of the time they live in, and this does not neces- 
sarily indicate anything about the frequency or preva- 
lence of a condition. Furthermore, the interest of the 
helping person also reflects current trends and exerts an 
influence on the formulation of the problem. In this era 
of acknowledgement of the importance of adequate sex- 
ual functioning, we can expect more concerns about this 
aspect of human interaction to be voiced by both pa- 
tients and clinicians. 
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DISCUSSION 


D.K. KENTSMITH, M.D. (Omaha, Neb.)—Within the past 100 
years, methods of obtaining information about human sexual 
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behavior have been varied and often unique. These data collec- 
tion methods have included case histories, questionnaires, inter- 
views, self-reports, and direct observation. 

The case history is a pathological approach in which a 
patient’s history becomes a measure of what is abnormal. 


' Freud, Havelock Ellis, and Krafft-Ebing were pioneers in the 


use of this method, and their case histories have been rich re- 
sources in understanding abnormal human sexual behavior. The 
major defect of this method is its lack of understanding of what 
is normal. 

Some of the other methods have attempted to deal with this 
problem. The questionnaire, which was first used by Exner (1) 
in 1915 to obtain sexual information, is probably the least 
threatening and easiest to administer. The interview, either 
guided or unstructured, is a reliable and well-known technique. 
Beginning early in this century, Hirschfield (2) and then, later 
and more extensively, Kinsey and associates (3) used quite 
structured and well-designed interviews that provided some of 
the most complete and extensive studies in the area of human 
sexuality. 

Probably the most reliable and accurate attempts to gather 
information on sexual behavior to date have been the classic 
physiological studies by Masters and Johnson, Fox and Fox (4), 
and Hellerstein and Friedman (5) using actual observation of 
sexual function in a normal group of people. The data collection 
methods I have described vary widely in their reliability and ac- 
curacy, with direct observation and measurement of physi- 
ological function being the most reliable. 

The method Dr. Werner has chosen, voluntary self-report in 
letters to a newspaper column, must be viewed with caution, 
and any generalizations made must be limited to the group 
studied. 

One must also be critical of Dr. Werner's definition of terms. 
It is difficult to see how Masters and Johnson's precise op- 
erational definitions of sexual dysfunction could be so easily ab- 
stracted from the students' letters, especially since this method 
does not afford the opportunity for even the simplest clarifica- 
tion. 

However, if we can accept these technical problems, the find- 
ings of this study do add to our understanding of sexual func- 
tioning in a group of college students. Dr. Werner has added in- 
formation supporting the hypothesis of an evolutionary survival 
value in premature ejaculation. His observations lend support 
to the theory that this neurophysiological phenomenon is an in- 
herent, genetically programmed sequence of events rather than 
the result of faulty conditioning. 

It is painfully apparent that an attempt to generalize Mas- 
ters and Johnson's therapy technique is an acute need for 
young, single adults. Also, the large number of sexual concerns 
relating to physiology and anatomy expressed in the letters 
clearly illustrates that there is a continuing need for education 
in this area, despite our rather dramatically increased openness 
about sexuality. 

One must be cautious in comparing the small number of 
women with sexual dysfunction in this study to the larger num- 
ber studied by Masters and Johnson. However, the striking dif- 
ference in the percentage of these women who experience situ- 
ational orgasmic dysfunction raises several questions, such as 
whether there is increased peer pressure to experience orgasm in 
college women. 

Dr. Werner has shown how an open and nonthreatening 
method can be used to obtain information on general and per- 
sonal concerns. While the method has many sources of poten- 
tial error, especially that of investigator bias, it does provide a 
general means of sampling the concerns expressed by a group of 
people. 
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Desensitization Therapy in Impotence and Frigidity: Review of the Literature 


and Report of a Case 


BY BURTON 5. GLICK, M.D. 


The author reviews the available scientific literature on 
the use of behavior therapy in the treatment of impotence 
and frigidity, noting that there is a dearth of published 
information in this area. Behavioral techniques are 
described, and a case of impotence and anhedonia that 
responded weil to relaxation/ desensitization therapy is 
presented. The author concludes on the basis of his 
clinical experience and review of the literature that 
desensitization has definite value in the treatment of 
impotence and frigidity. 


DESPITE THE 3ECENT burgeoning popularity of behavior 
therapy, published information on its use in treating the 
two most common sexual dysfunctions (impotence and 
frigidity) is sparse. A review of the literature in English 
revealed reports of only 13 cases of impotence and 33 
cases of frigidity treated with behavioral techniques. This 
dearth of info-mation is probably related to the intimate 
nature of the subject matter and to the influence of older 
analytic orthodoxies. This paper will present a summary 
review of the literature and a description of behavioral 
treatment in a case of impotence. 


DESCRIPTION OF THE TECHNIQUE 
Behaviorists believe that responses inimical to the de- 


velopment of anxiety will result in abolition of anxiety by 
either inhibition or extinction (probably the former). 


Dr. Glick is in private practice in New York City. Address reprint 
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Consequently, there will be a loss of anxiety-rooted 
symptoms, and the individual will have an opportunity to 
learn or relearn healthy, adaptive patterns of behavior. 
Among these anxiety-inhibiting responses are the follow- 
ing: 

I. Deep muscular relaxation. This can be achieved by 
specific training methods such as Jacobson's progressive 
relaxation (1), by hypnosis, or by drugs like intravenous 
sodium methohexital (Brevital). 

2. Sexual responses. From the large repertoire of pos- 
sible sexual activities, the therapist instructs the patient 
to perform only those activities which he/she desires and 
which are not likely to result in anxiety or failure. 

3. General assertive responses. These responses include 
behaviors such as speaking up to one's boss, expressing 
counterviews firmly, or saying no to an unreasonable 
request. 

Relaxation is an integral part of Wolpe's (2) method of 
systematic desensitization, also known as reciprocal inhi- 
bition. Although desensitization was originally designed 
specifically to treat phobias, it soon became apparent to 
Wolpe and others that the technique was also applicable 
to certain sexual disorders. These disorders may be con- 
sidered phobic responses because they arise from anxiety. 

Briefly, systematic desensitization involves presenting 
the patient, who is in a state of deep muscular relaxation, 
with a series of imaginary sexual scenes that he is to visu- 
alize as vividly as possible. Hypnosis may be used as an 
adjunct to achieve greater relaxation and more graphic 
visualization. The imagined scenes proceed gradually 
from the most innocuous (e.g., talking to a member ofthe 
opposite sex) through intermediate stages (engaging in 
various sexual preliminaries) to the most fearful (actual 
sexual intercourse). These graded scenes constitute the 
"phobic hierarchy." The patient immediately signals the 
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therapist (usually by moving a hand or finger) if he expe- 
riences anxiety during the visualization. When this hap- 
pens, a previous nonthreatening scene is presented, and 
the conditioning process resumes its hierarchical course. 
No scene may be introduced until the patient has visual- 
ized all prior scenes in the hierarchy without anxiety. 
Thus inhibition of the inappropriate, maladaptive neu- 
rotic reaction is presumably achieved and the patient is 
conditioned to respond with relaxation to stimuli that 
previously evoked anxiety. The expectation is that the 
patient's accomplishments in the therapeutic milieu will 
generalize to his real life. 


BEHAVIORAL TREATMENT OF FRIGIDITY 


The largest series of cases of frigidity treated with be- 
havioral techniques was reported by Lazarus (3), who 
used relaxation and desensitization to treat 16 cases of 
“recalcitrant and persistent frigidity, many of which had 
failed to respond to the usual run of psychiatric tech- 
niques." His anxiety hierarchies depicted increasing de- 
grees of sexual intimacy, as is customary in this tech- 
nique. After a mean of 29 desensitization sessions, 9 of 
his 16 patients (56 percent) were regarded as sexually ad- 
justed. Lazarus’ standards for success were high, requir- 
ing that the patient almost always reach orgasm. When- 
ever possible, patients’ husbands were interviewed 
separately and encouraged to express their opinions con- 
cerning the outcome and effect of therapy. Lazarus’ fol- 
low-up inquiries strongly suggested the durability of the 
method, and he concluded that no other therapeutic ap- 
proach could achieve comparable results in the treatment 
-of chronic frigidity. 

Madsen and Ullmann (4) used a variation of this tech- 
nique in which the husband verbally presented the hierar- 
chy items to his wife during therapy sessions. Only one of 
the seven women they treated had ever experienced or- 
gasm by any technique. They used the relaxation/desen- 
sitization method and described their results as “‘gener- 
ally favorable." However, with the exception of one case, 
the authors did not present either their criteria for success 
or the extent of their failure. 

Brady (5) modified Wolpe's desensitization method by 
using subanesthetic doses of intravenous sodium metho- 
hexital to induce rapid, deep muscular relaxation and 
freedom from anxiety just before and during each ther- 
apy session. The patient's husband was also interviewed 
during the anamnesis, and the nature of the treatment 
was explained to the couple. Brady obtained “‘marked 
improvement" in four out of five cases of severe chronic 
frigidity in a mean of 11 sessions. The patient's sexual ad- 
justment at the end of treatment was corroborated, if 
possible, by an interview with her husband. 

Brady's criteria for marked improvement were fairly 
stringent and included pleasurable sexual activity, with- 
out anxiety, that culminated in orgasm at least some of 
the time. Follow-up of the improved patients from three 
to eight months after the conclusion of therapy revealed 
that all of them had maintained their improvement. 
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Brady believed that severe frigidity, characterized by ex- 
treme feelings of anxiety, disgust, or anger, sometimes 
accompanied by physical pain, is quite refractory to 
treatment by either direct counseling techniques or in- 
tensive psychotherapy. 

Haslam (6) described two cases of severe psychogenic 
dyspareunia in which a variant of systematic desensi- 
tization was used with rapid and entirely successful re- 
sults. Size-graduated glass bougies were inserted in the 
patient's vagina and maintained in position by the thera- 
pist at first and then by the patient. During this proce- 
dure, the therapist reassured the patient and encouraged 
her to relax. In both cases, intercourse soon became 
"normal, satisfactory, and pleasurable." These terms 
were not specifically defined, nor did Haslam report the 
number of failures (if any) with this approach. He stated 
that relapse was most improbable in that the **anxiety-re- 
lieving properties of sexual responses could be predicted 
to support and continue to prevent any recurrence once 
intercourse was being enjoyed." It goes almost without 
saying that the particular nature of this technique would 
give pause to the vast majority of psychiatrists in this 
country, even those willing to try behavioral methods. 

Kraft and Al-Issa (7), Ince (8), and Dengrove (9) each 
reported a single case of frigidity successfully treated 
with relaxation and desensitization. 


BEHAVIORAL TREATMENT OF DYSFUNCTION IN MEN 


The largest series of cases of impotence treated by.be- 
havioral techniques was reported by Wolpe (2), who used 
desensitization, sexual responses, and assertive responses 
(singly and in various combinations) in the treatment of 
eight cases of impotence. Five of the eight were consid- 
ered "apparently cured" and three were "much im- 
proved" at the conclusion of therapy. The mean length of 
therapy was 9.8 months, with a mean of 30.6 interviews. 
However, Wolpe gave no consistent criteria for cure or 
improvement. He provided follow-up data for three of 
the cases, ranging from six months to two years and eight 
months after therapy ended. In each instance the patient 
maintained his improvement. 

Dengrove (9) briefly described three cases of impo- 
tence successfully treated with systematic desensitization. 
He did not indicate specific criteria for recovery, nor did 
he mention any therapeutic failures. Ince (8) and Lazarus 
and Rachman (10) each described a single case of impo- 
tence successfully treated with systematic desensitization. 


Case Report 


The following is a brief illustrative history of a case of 
impotence I treated with relaxation and systematic de- 
sensitization. 


The patient, a 36-year-old lawyer, was truly unusual in that 
he had never masturbated—he had never tried to nor wanted to. 
In fact, he had never experienced orgasm and ejaculation while 
in the conscious waking state (including periods of sexual activ- 
ity with his wife), although he had occasional nocturnal emis- 


sions. He had been married for six years to a sexual naif who 
enjoyed sex and was unaware of his ejaculatory flaw. He had 
never discussed this with her. He found all aspects of sexual re- 
lations “repulsive, disgusting, and dirty." He was “afraid” of 
ejaculation and “dreaded” intercourse. He obtained erection 
with considerable difficulty and often not at all. During his in- 
frequent coitus, he always lost his erection within three minutes. 
He had been in analytic psychotherapy for two years, twice 
weekly, with a worsening of his symptoms. 

Sixty-eight rzlaxation/desensitization sessions over a two- 
year period prcduced exceptionally good results, but unfortu- 
nately the patient did not achieve orgasm. He was eventually 
able to engage in all the forms of sexual expression that had 
originally evoked his revulsion, including nocturnal emissions, 
manual stimula-ion of his wife's vagina, cunnilingus, and inter- 
course. His affect was rather neutral at first, but he later felt a 
positive sense of enjoyment of these activities. He became ca- 
pable of continuing intercourse for as long as 10 minutes and 
experienced greater physical sensation in his penis than he had 
before. 

This is as far as conditioning therapy has been able to take 
the patient to date. It may be that he will never experience or- 
gasm in the conscious, waking state, but the improvement in his 
overall sexual performance has been nothing short of remark- 
able. 


I have treated three other impotent patients with relax- 
ation/desensitization, combined with hypnosis in two 
cases. My indices of improvement were the ability to ob- 
tain and maintain erection, the duration of intercourse, 
the frequency cf successful intercourse, and the patient's 
degree of enjoyment. At the conclusion of therapy, one of 
these patients vas apparently cured, one was moderately 
improved, and one was slightly improved. 


CONCLUSIONS 


The literature seems to indicate that behavior therapy 
has considerable merits in the treatment of sexual dis- 
orders. My results in treating impotence tend to confirm 
this conclusion. The behaviorists who write on the subject 
are in almost universal accord that behavior therapy (en- 
compassing desensitization, sexual responses, and asser- 
tive responses) is the treatment of choice in frigidity and 
impotence and tnat the usual psychoanalytic and psycho- 
therapeutic techniques are vastly inferior by comparison. 
Whether those skilled in the analytic method would agree 
with this position is a point for consideration. Obviously, 
the behaviorist is likely to treat only the therapeutic fail- 
ures of the analy-ic school rather than its successes. 

Among the behaviorists whose work I reviewed for this 
study, only Rachman (11) urged a degree of caution. He 
stated that the results of behavior therapy in sexual dis- 
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orders “have been promising .... Perhaps the best atti- 
tude at this time is one of cautious optimism." 

It is unfortunate that six of the nine clinical papers I 
have reviewed (4, 6, 7-10) revealed only their successful 
outcomes without indicating whether there were patients 
who did not fare well with behavior therapy. However, 
the three studies that took into account possible thera- 
peutic failures as well as successes (2, 3, 5) reported high 
improvement rates (56 to 100 percent). 

Despite the rather affirmative statements of some au- 
thors (3, 6, 8) about the permanence of results, I think 
that Dengrove (9) has some very wise things to say. He 
stated that the behavioral approach “‘presupposes a sex- 
ual partner who is willing to go along with the treatment 
as outlined, who is patient and understanding .... With- 
out an understanding and cooperative spouse it hardly 
seems worthwhile attacking the problem at all" (pp. 52, 
54). One of my cases affirmed this observation. Under- 
standably, many instances of sexual disorders are closely 
allied to severe marital discord. It would be only logical 
to assume that desensitization therapy for patients in dis- 
cordant marriages would result either in direct failure or 
quick relapse, thus lowering general improvement rates. 

Despite the reservations I have mentioned, I am led to 
conclude on the basis of my review of the literature and 
my own clinical experience that desensitization therapy 
is of definite value in the treatment of frigidity and impo- 
tence. I feel that psychiatrists would do well, for them- 
selves and their patients, to master this method. 
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Short-Term Treatment of Sexual Problems: Interim Report 


BY JON K. MEYER, M.D., CHESTER W. SCHMIDT, JR., M.D., MARY JANE LUCAS, R.N., 


AND ELAINE SMITH, R.N. 


Of 52 couples requesting treatment for sexual disorders, 
16 were treated in accordance with the protocol of 
Masters and Johnson except that most were seen once a 
week for 10 or more weeks rather than daily for a briefer 
period. The treatment results were less successful than 
those obtained by Masters and Johnson. The authors 
believe that the successes of this approach nonetheless 
suggest a need to reevaluate the degree to which sexual 
problems may be conditioned responses. They also stress 
the need for specifying the degree of improvement 
among nonfailures for purposes of comparison and 
follow-up. 


THE EXISTENCE OF PROGRAMS for the evaluation and 
treatment of sexual disorders is largely due to the cour- 
age and innovativeness of Masters and Johnson and to 
the professional and public impact of their work. 

Their earlier work on the anatomy and physiology of 
human sexual response (1) led to the reexamination of 
such long-standing concepts as vaginal versus clitoral or- 
gasm. Their later work (2) systematized and popularized 
short-term behavioral techniques for dealing with com- 
mon sexual disorders. This has posed other questions for 
investigation, including the following: 1) the degree to 
which sexual disabilities occur independently of psychiat- 
ric conditions, 2) the etiologic contributions of neurosis 
or character disorder, and 3) the efficacy of short-term 
techniques that make no attempt to resolve internal con- 
flict. In addition, we must weigh very practical issues re- 
lated to cost-effectiveness. The possibility of rapid, per- 
manent reversal of sexual problems in close to 80 percent 
of patients has great appeal. 

Thus, there are both practical and theoretical issues in 
any examination of the psychological characteristics of 
sexually troubled patients and the outcome of directive, 
short-term treatment techniques. Masters and Johnson 
have pointed to the need for other workers to confirm 
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their results (2). This obvious need, and the absence of 
other series, prompted the preparation of an interim re- 
port of our ongoing work at the Sexual Behaviors Con- 
sultation Clinic of Johns Hopkins University. 


METHOD 


We analyzed diagnoses (sexual and psychiatric, with 
psychiatric symptoms or traits as a separate category) 
and other significant factors of patients we saw between 
November 1971 and December 1973. These couples 
(most of whom were self-referrals) sought consultation 
for a self-designated "primary" sexual problem rather 
than more generalized psychiatric symptomatology. 
Some couples expressed a preference for treatment 
“like Masters and Johnson." 


Characteristics of the Consultees 


The 52 couples we screened showed a bimodal distribu- 
tion in the Hollingshead (3) classes as follows: class I, 33 
percent; class II, 36 percent; class III, 6 percent; class IV, 
23 percent; and none in class V (2 percent of the subjects 
were unclassifiable). This distribution was probably re- 
lated to the clinic's dual-fee structure. 

Diagnoses were assigned very carefully. Sexual diag- 
noses were limited to those conditions usually considered 
responsive to direct short-term treatment—impotence, 
premature ejaculation, ejaculatory incompetence, dys- 
pareunia, anorgasmia, vaginismus, and nonspecific sex- 
ual withdrawal. Paraphilias were considered psychiatric 
diagnoses. Two levels of manifest psychiatric problems 
were distinguished: symptoms and/or character traits, 
and full-blówn neurosis, character disorder, or psychosis. 
A diagnosis of neurosis, character disorder, or psychosis 
was not assigned unless there was clear indication of syn- 
dromes that met the criteria of the Diagnostic and Statis- 
tical Manual of Mental Disorders (4). However, isolated 
symptoms or morbid personality traits were noted, even 
when we considered them insufficient to establish a diag- 
nosis. 

Considerable effort was made to avoid the logical in- 
consistency of using sexual and related symptoms to 
diagnose both a sexual disorder and a neurosis. For ex- 
ample, a patient with obsessive concern about impotence 
was listed only as impotent unless there was clear evi- 
dence of obsessive thought in other spheres such as non- 
sexual social interaction. When patients had both diag- 
noses and symptoms or traits, diagnoses were considered 


preemptive. However, symptoms not contributory to the 
diagnoses were categorized separately. 

Premature 2jaculation and impotence were the most 
frequent diagnoses among the male consultees, with 21 
percent and 19 percent, respectively, of the men falling in 
these categories. Obsessive-compulsive personality, diag- 
nosed in 17 percent of the consultees, was by far the most 
frequent psychiatric diagnosis. Of the 52 women, 52 per- 
cent were diagnosed as having anorgasmia of varying de- 
grees (orgasmic failure with coitus only or failure with 
both coitus and masturbation). Depressive neurosis and 
hysterical neurosis were common psychiatric diagnoses, 
occurring in 15 and 31 percent of the consultees, respec- 
tively. There was no observable socioeconomic trend in 
either single diagnoses or diagnostic combinations. 

This group of lower-middle to upper-middle class indi- 
viduals seeking consultation for sexual disorders showed 
a wide variety of sexual and psychiatric diagnoses and 
psychiatric symptoms or traits. There were several obser- 
vations that were significant (see table 1). A sexual diag- 
nosis alone was made in only 7.7 percent of the men and 
19 percent of the women. In 27 percent of both men and 
women, both sexual and psychiatric diagnoses were 
made. In 25 percent of the men and 19 percent of the 
women, the psychiatric diagnosis was the only diagnosis, 
and in 67 percent of the men and 62 percent of the 
women, psychiatric diagnoses or symptoms or traits con- 
tributed to the problems for which help was sought. 


Characteristics of the Treatment Group 


Several faciors excluded some of the 52 couples from 
short-term treatment, e.g., unwillingness to commit time 
or financial resources, anxiety about treatment, or the 
presence of neurotic disorders with severe classical symp- 
tomatology that we judged to be more appropriate for 
psychotherapy or psychoanalysis. The 16 couples we 
treated were highly selected, as was the group treated by 
Masters and Johnson (2). 

The average age of the 16 men in the treatment group 
was 35, with a range of 23 to 52. The women’s ages 
ranged from 23 to 53, with an average age of 33. All of 
the treated individuals were Caucasian. The couples had 
been married an average of 10 years, with a range of 1.5 
to 29 years. The majority were in Hollingshead (3) 
classes I and II (31 and 50 percent, respectively); 6 per- 
cent were in class III and 13 percent in class IV. The chief 
female complaints related to lack of sexual satisfaction— 
often lack of orgasm in coitus. Male complaints were of 
performance inadequacies, usually impotence or in- 
adequate ejaculatory control. In 3 of the 16 couples, the 
complaints ir.cluded threats of separation. 

Forty-four percent of the men had sexual diagnoses, as 
did 87 percert of the women (for the entire group of con- 
sultees, these figures were 42 percent and 58 percent, re- 
spectively). In terms of psychiatric diagnoses or symp- 
toms or traits, this trend was reversed: 75 percent of the 
men versus €3 percent of the women. For the consultees, 
these percentages were 67 and 62, respectively. The group 
treated showed somewhat higher levels of pathology than 
did the large- group of consultees. 
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TABLE 1 
Diagnostic Classification for 52 Consultee Couples 


Men Women 


Classification Number Percent Number Percent 


Sexual and psychiatric 

diagnoses 14 26.9 l4 26.9 
Sexual diagnosis and 

psychiatric symptoms 


and/or traits 4 TI 6 11.6 
Sexual diagnosis only 4 7.7 10 19.2 
Psychiatric diagnosis only 13 25.0 10 19.2 
Psychiatric symptoms 

and/or traits only 4 7.7 2 3.9 
No diagnoses and no 

symptoms and/or traits 13 25.0 10 19.2 


TREATMENT RESULTS 


The 16 couples were seen by two dual-sex teams of 
therapists (J.K.M. and M.J.L., C. W.S. and E.C.). We fol- 
lowed the protocol of Masters and Johnson (2) except 
that 13 of the 16 couples were seen weekly rather than 
daily, for a total of 10 or more sessions. A factor in the 
choice of a weekly program was our experience with a 10- 
week symptom-focused treatment for psychosomatic 
problems (5). The weekly format is now an accepted 
technical variation in most centers. When treatment 
ended, we were available by telephone or for consultation 
at any time. We attempted a personal posttreatment fol- 
low-up at 6 weeks, 6 months, 1 year, 18 months, etc. for 
all cases (average follow-up was 7 months). Patients were 
reevaluated by their treatment team at follow-up. 

Table 2 summarizes the data by couple for psychiatric 
and sexual pathology and initial and follow-up results. 
"Marked improvement” indicates apparent complete re- 
lief of the targeted sexual problems, “improvement” de- 
notes substantial gains but not complete relief, “‘equivo- 
cal improvement" indicates some minimal positive 
change in the sexual symptoms, and “no improvement" 
means there was deterioration or no change. 


Outcome: The Couple as the Unit 


Judgments of treatment efficacy were first based on the 
couple as a unit, an approach rationalized by the treat- 
ment method, which presupposes shared problems and 
views the couple as the "patient." From this perspective, 
4 of the 16 couples (25 percent) showed marked initial 
improvement. For couples, marked improvement" in- 
dicates that the primary sexual dysfunction in both part- 
ners was relieved. There was improvement in 25 percent 
of the couples (N24) and equivocal improvement in 31 
percent (N=5). No improvement or deterioration was. 
noted in 19 percent of the partnerships (N = 3). 

As is shown in table 2, 3 of the 4 couples with initial 
marked improvement showed similar levels of function- 
ing at follow-up. (The fourth case was lost to follow-up.) 
Two of the 4 improved couples maintained their improve- 
ment at follow-up; there was decreased ejaculatory con- 
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TABLE 2 


Diagnostic Classification and Initial and Follow-Up Results for 16 Treatment Couples 


Sexual Psychiatric 
Couple Diagnosis Diagnosis 
Number Man Woman Man Woman 
| no yes yes no 
2 yes no yes no 
3 no yes yes no 
4 yes no yes no 
3 yes yes no yes 
6 yes yes no yes 
1 yes yes yes no 
8 no yes no yes 
9 no yes yes no 
10 yes yes yes no 
if no yes yes yes 
12 yes yes yes yes 
13 no yes yes yes 
l4 no yes no yes 
15 no yes yes yes 
16 no yes yes yes 


Psychiatric 

Symptoms and/or Traits Results* 
Man Woman Initial Follow-up 
no yes MI MI 
no no MI MI 
no no MI MI 
no no MI U 
no no I I 
no no I I 
no no I EI 
no no I EI 
yes no EI EI 
yes no EI El 
yes yes EI NI 
no no EI NI 
yes no EI NI 
yes no NI NI 
no no NI NI 
no no NI NI 


*MI = marked improvement, | = improvement, EI = equivocal improvement, NI = no improvement or deterioration, U =unknown (lost to follow-up). 


trol in the third and return of dyspareunia in the fourth. 
Among the 5 couples who showed equivocal improve- 
ment, 2 maintained the general gains and 3 deteriorated 
to pretreatment levels. None of the 3 couples initially 
deemed failures improved over time. 


Outcome: The Individual as the Unit 


Seven men and 14 women in the treatment group man- 
ifested sexual disabilities. Five of these men showed ini- 
tial marked improvement and 2 showed equivocal im- 
provement. At follow-up, 3 of the 5 markedly improved 
men maintained high levels, 1 dropped to the improved 
category, and | could not be reached. Of the 2 men with 
equivocal improvement, | maintained that level and the 
other dropped to a pretreatment level of functioning. Of 
the 14 women with sexual disability, 8 showed no initial 
improvement, constituting the major reservoir of failure. 
Two showed initial marked improvement, 1 showed im- 
provement, and 3 were rated equivocal. At follow-up, the 
2 women with marked improvement maintained that 
level. One individual from each of the next two categories 
(improved and equivocally improved) dropped by a level 
at follow-up. Individuals without a specific sexual dis- 
ability at the start of treatment remained disability-free 
during treatment and follow-up. 


DISCUSSION 
Psychiatric Problems Associated with Sexual Difficulties 


In this series of patients, we found a high incidence of 
associated psychiatric difficulty in patients requesting 
treatment for common sexual problems. These results, 
however, are not strictly comparable to others in the lit- 
erature. For example, Maurice and Guze (6), using dif- 
ferent criteria with patients in their second week of treat- 
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ment at the Reproductive Biology Research Foundation 
in St. Louis, Mo., reported that one fourth of the men 
and one-third of the women in the sample qualified for 
psychiatric diagnoses. At the other end of the spectrum, 
O'Connor and Stern (7) reviewed 96 psychoanalytic 
clinic patients with sexual dysfunction and found that all 
of them had both psychiatric and sexual diagnoses. 

Our facility at Johns Hopkins falls somewhere between 
O'Connor and Stern's psychoanalytic clinic and the Re- 
productive Biology Research Foundation in its approach. 
Since diagnosis involves discrimination, even in the 
choice of criteria, treatment results reflect the bias of the 
diagnostician. In addition, however, it seems likely that 
patient self-selection 1s operating in line with the known 
orientation and services of a particular treatment facility. 
Patients appearing at a psychoanalytic clinic may do so 
out of a sense that analysis will best fit their needs. 
Patients appearing at the Foundation in St. Louis may 
have the opposite feeling. 


Patient Selection for Short-Term Directive Work 


Masters and Johnson (2) indicated that exclusions 
from treatment were based on the presence of psychosis, 
the *psychoneurotic" being acceptable. In 1973, they 
seemed to indicate some increased concern about the 
prevalence of neuroses and their potential for com- 
plicating treatment (8). Kaplan and Kohl (9) outlined 
some adverse reactions, emphasizing careful assessment 
not only of the sexual disability but also of the psychiatric 
status. They suggested exclusion of patients “in a de- 
pressed or highly conflictual state... not primarily reac- 
tive to the sexual problem ..." and noted "relatively 
rare" instances in which the sexual symptom constitutes 
a major defense. 

In our experience, sexual disability was often noted 
during evaluation and treatment in a context of neurosis 


and/or character disorder. Often the issue had less to do 
with the absence of such problems than the degree to 
which they might be ignored in short-term, focused treat- 
ment. For example, a patient we saw with anorgasmia, 
obsessive fear of loss of bowel control, and agoraphobia 
was felt to be better suited for psychotherapy. On the 
other hand, a minimal character disorder or a neurotic 
symptom that was mildly inconvenient at the outset of 
treatment often became more marked during treatment, 
but not necessarily in a way that interfered with the Mas- 
ters and Johnson protocol. In most cases, the sexual 
symptom was acceptable at some level as a compromise 
between more adequate function and the hazard of 
greater anxizty or failure. The tssue was how over- 
determined such patterns might be. 


Treatment Experience 


Our experience indicates that short-term behavioral 
treatment of sexual disorders may be wholly or partially 
successful in a number of instances and that substantial 
success tends to be maintained at follow-up. In other 
cases, focused treatment works less well and the minimal 
gains seem subject to deterioration. In this series, it was 
easier to achieve and maintain control with male per- 
formance problems than with female difficulties (see 
table 2). There was a tendency for higher degrees of non- 
sexual psychopathology (i.e., cases 1-8 versus cases 9-16 
in table 2) to be associated with less initial improvement 
and poorer maintenance of that improvement at follow- 
up. 

Over the course of treatment, appreciable links became 
manifest among the sexual problems, other symptomatic 
material, and nonsexual behavior patterns. The symp- 
toms and/or traits, seemingly of minor significance dur- 
ing evaluation, often contributed materially to difficulty 
during treatraent. In some instances, neurotic and char- 
acter formations related to the sexual disability seem- 
ingly emerged de novo during treatment. Transference 
distortions of the therapeutic relationship and goals were 
virtually universal, serving to make the presenting sexual 
disability more comprehensible. It must be emphasized 
that we proceeded in a directive, educative, goal-oriented 
fashion in trzatment and did not seek to elicit transfer- 
ence, genetic, or conflictual material—such material in- 
truded itself into the ongoing work. Follow-up to date 
suggests that improvement in some cases may be thought 
of in the framework of a transference cure, related to 
overwhelming superego restrictions and at least partially 
dependent or the presence of the therapists. 


Categorization of Treatment Results 


Masters aad Johnson (2) reported their treatment re- 
sults in terms of failure rates, with an overall initial fail- 
ure rate for marital units of 18.1 percent. Initial failure 
rate “‘is defined as indication that the two-week, rapid- 
treatment phase has failed to initiate reversal of the basic 
symptomato.ogy of sexual dysfunction . . ." (emphasis 
added). Our initial failure rate for marital units was 19 
percent, which is almost equivalent to Masters and John- 
son's. The fzilure rate alone, however, did not describe 
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the varying degrees of improvement within nonfailure 
units. 

It seems necessary for purposes of follow-up and later 
comparison to specify the degree of improvement among 
nonfailures. While no follow-up figures are available 
from Masters and Johnson for marital units, our 7- 
month follow-up failure rate was 37 percent, the new fail- 
ures being couples who showed only equivocal initial im- 
provement. 

Our success rates for dysfunctional individuals, where 
the improvement of one partner did not blur the failure of 
the other, were less positive overall than those reported 
by Masters and Johnson (2) and were similar to those 
from other psychotherapeutic modalities (10). It should 
be noted that the success of Masters and Johnson with 
primary impotence, secondary impotence, “random or- 
gasmic inadequacy" (in women), and aging men and 
women was less impressive than their overall treatment - 
results. Contributing to their better overall results were 
higher success rates in such categories as premature ejac- 
ulation, ejaculatory incompetence, primary orgasmic 
dysfunction, and coital orgasmic inadequacy (2, pp. 351- 
369). Secondary impotence and random orgasmic in- 
adequacy were highly represented in our series and may 
account for our less positive results. 


CONCLUSIONS 


Our current task is to review a treatment modality that 
Is gaining increasing acceptance in medicine and psychia- 
try, exploring its limitations and strengths, its indications 
and contraindications, and integrating it within the gen- 
eral body of psychiatric experience. It has seemed impor- 
tant to do our patients a service in terms of increased 
cost-effectiveness without unproductively simplifying 
complex intra- and interpersonal issues. 

In the majority of our cases, sexual disorders were ac- 
companied by symptoms of psychiatric disturbance. 
Treatment and follow-up experience indicated that the 
sexual disability often could not be disentangled from in- 
trapsychic dynamics which limited the degree of mechan- 
ical rehabilitation and the capacity for subjective in- 
timacy. Experience in conventional treatment of neurotic 
problems, however, is often the obverse, i.e., most ramifi- 
cations of the neurosis may yield, while the sexual dys- 
function tenaciously repeats itself. 

Certain aspects of sexual problems were usually more 
or less allied with neurotic or character problems, but 
with varying: amounts of freedom in the alliance. The 
strength of this alliance was a crucial factor in short-term 
outcome. Other aspects of sexual problems seemed con- 
flict-free, representing misinformation, habit, poor tech- 
nique, and more superficial problems in relationships. 
The fact that the Masters and Johnson techniques were 
strikingly successful in certain instances indicates the ne- 
cessity for a reevaluation of the degree to which sexual 
problems may be culturally determined or become sec- 
ondarily autonomous (i.e., persisting although they no 
longer serve a defensive function). Sandler and Joffe (11) 
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refer, for example, to psychological structures originating 
out of conflict but persisting even though the original im- 
pulses are no longer operative in the same way. They sug- 
gest that problematic structures of this type are amenable 
to behavior therapy. 

It is important to recognize that a variety of modalities 
are useful in the treatment of sexual problems, depending 
on the individual and the disability. Rather than an a 
priori set toward one particular treatment mode, dy- 
namic or behavioral, the specific technique should be 
judiciously selected according to individual capacities, 
symptomatology, character traits, lifestyles, motivation, 
and therapeutic goals. 

On the basis of accumulated clinical experience, per- 
haps the most one can say at this time is that any sexual 
disability has two components—a neurotic component 
related to internalized conflict and a habitual conditioned 
response mode related to repeated partial gratifications. 
It may turn out that the treatment of choice in the reha- 
bilitation of sexual disability will be a tandem approach 
to both aspects of the problem. As Kestenberg (12) ob- 
served, most patients suffering from a sexual disability 
cannot be completely educated in sexual functioning until 
relief of conflict has rendered them educable. But stan- 
dard psychotherapies do not offer direct education; this is 
the province of directive techniques. 
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DISCUSSION 


JOHN F. O'Connor, M.D. (New York, N.Y.)—Dr. Meyer and 
associates present an informative review of the treatment of 
sexual disorders at Johns Hopkins using the Masters and John- 
son protocol, modified by extending the time frame. Their study 
of the total group of consultees presents some interesting find- 
ings, and their methodology is excellent. 

Sexual therapy is quite new to American psychiatry, al- 
though there are reports of the results of hypnosis dating back 
to the late 19th century and of behavioral therapy from the late 
1940s. The vast majority of work in this field, however, post- 
dates Masters and Johnson's pioneer effort. Five years ago, 
their treatment was considered a fad by many, but a more seri- 
ous approach is now being taken. It is most encouraging that 
many of those who are using the Masters and Johnson tech- 
nique are validating and publishing their results. This in- 
trospection and willingness to deal with failures have added 
credibility to the field. 

In the psychiatric literature of the past 50 years, sexual dis- 
orders were virtually always related diagnostically to severe 
neurosis and psychosis. Dr. Meyer and associates examined this 
relationship and found that there are in fact patients who suffer 
sexual disorders but do not have a definitive psychiatric diag- 
nosis. In our rapid-treatment population at the International 
Institute for the Study of Human Reproduction at Columbia 
University, we have an even higher proportion of patients for 
whom a psychiatric diagnosis cannot be definitively established. 
Many of these patients are all too "normal." One gets the im- 
pression such patients have given up libidinal expression and 
drive in order to maintain societal (parental) approval. The dys- 
function is not seen as an autonomous ego function, but rather 
as extreme suppression and denial manifested in the psycho- 
physiological sphere that enables the individual to avoid what 
seems to him to be a catastrophic anxiety. One finds evidence of 
dysfunction in other areas in these individuals (e.g., career and 
interpersonal relationships), although this is much more subtly 
manifested. 

In our experience, the Masters and Johnson therapy protocol 
is by far the most effective to date. It offers many advantages, 
the most important of which is that it allows both partners to 
understand in detail which of their interactions are leading to 
symptom development or maintenance. However, only the 
middle and upper socioeconomic groups can be treated by this 
method as it was originally designed because of the large invest- 
ment of time and money it requires. Dr. Meyer and his co- 
workers have offered an alternative—Masters and Johnson- 
type treatment on a weekly rather than daily basis in a clinic 
with a dual-fee structure. 

We look forward to further detailed reports from these au- 
thors and others involved in sexual therapy. 


Difficulties in Brief Conjoint Treatment of Sexual Dysfunction 


BY MELVIN R. LANSKY, M.D., AND CAPT. ADELAIDE E. DAVENPORT, USAF 


The authors offered conjoint treatment of sexual 
dysfunction tc an unselected population in a military 
hospital for one year. Of the 10 couples who requested 
treatment, 7 were treated by techniques outlined by 
Masters and Johnson. The couples who completed the 
treatment exercises improved, and neurotic interactions, 
presumably resulting from the symptoms, often 
disappeared. The couples who avoided the exercises had 
interactional patterns dominated by projection and 
blame, sadomasochism, and depressive features; typically 
their marital difficulties were aggravated by the 
treatment. 


THE WORK OF MASTERS AND JOHNSON has made monu- 
mental contritutions to our knowledge of human sexual 
dysfunction. These authors and their coworkers have 
added knowledge about human sexual response (1), de- 
veloped a treatment program aimed at short-term symp- 
tomatic treatment (2, pp. 1-91), and studied the results 
of treatment in one of the most rigorous evaluation pro- 
grams ever done (2, pp. 351-369). 

With a selected patient sample, their results are im- 
pressive. Compared in terms of failure rates after short- 
term treatment, the overall failure rate for male disorders 
of all kinds is 16.9 percent and that for female disorders 
is 19.3 percent. Failure rates after a five-year follow-up 
are only slightly higher, demonstrating a low reversal 
rate for therapeutic success and an overall failure rate for 
all disorders in both sexes of about 20 percent. 

But such results apply largely to highly motivated 
patients who are of relatively high social, educational, 
and financial szatus and are relatively free from psycho- 
pathology other than symptoms of sexual dysfunction. 
Almost 90 percent of their sample of 790 patients did not 
live in St. Louis (the location of the treatment program) 
and were sufficiently motivated and financially able to 
make the trip. Seventy-two percent were college gradu- 
ates, 17.5 percent were physicians, and half of the physi- 
cians were psychiatrists. 


At the time this work was done the authors were with the Department 
of Mental Health, ‘Wilford Hall USAF Hospital, Lackland Air Force 
Base, Tex., where Dr. Lansky was Staff Psychiatrist and Capt. Daven- 

ort is a social worker. Dr. Lansky is currently Assistant Professor in 

esidence, University of California, Los Angeles, Medical School, and 
Staff Psychiatrist, Brentwood Veterans Administration Hospital, Los 
Angeles, Calif. Address reprint requests to Dr. Lansky, 3940 Sapphire 
Dr., Encino, Calif. $1436. 


The opinions expressed here are those of the authors and do not neces- 
sarily reflect the views of the Department of the Air Force. 


No patients other than physicians were accepted unless 
they were referred from a treatment authority. Most 
patients had symptoms of sexual dysfunction only. Psy- 
choneurotic patients were accepted; psychotics were not: 
Both partners had to be interested in reversing the dis- 
order. The couple had to be adjusted to their social com- 
munity, understand the procedures involved, and, in most 
cases, had to pay the fee. 

One chapter of Human Sexual Inadequacy (2, pp. 370- 
391) is devoted to treatment failures, but, by and large, 
this is the least satisfactory part of the study. Masters 
and Johnson demonstrated the effectiveness of their tech- 
niques for motivated patients free of psychopathology 
other than their presenting symptoms, but their dis- 
cussion of what went wrong in unsuccessful cases is of 
little help in ascertaining when and for whom such tech- 
niques may be of help in an unselected, local population. 

Regrettably, literature adding to our knowledge of 
what goes wrong in treatment failures 1s hard to come by. 
Dynamically oriented studies (3, 4) usually point to the 
dynamics presumed to underlie the sexual difficulty, 
rather than to the difficulties in treatment itself; more be- 
havioral studies tend to use case material as illustrative of 
what is being done (5) or to give overall results (6), again 
without examining treatment difficulties. Studies ante- 
dating the work of Masters and Johnson usually do not 
consider treating the couple as a unit and consequently 
are of little value in highlighting difficulties in such treat- 
ment. 


METHOD 


This paper reviews a one-year treatment program con- 
ducted by a team of cotherapists in a military general 
hospital in San Antonio, Tex. Patients were active-duty 
and retired military personnel and their families. A total 
of IO couples presented themselves for treatment; 8 were 
Offered treatment for symptomatic sexual difficulties, and 
2 were treated conjointly in psychotherapy sessions for 
marital disharmony. The sample differed from that of 
Masters and Johnson in several important ways. Treat- 
ment was local and without cost, and any couple request- 
ing treatment was treated. Patients tended to be of lower 
social, economic, and educational status—8 of the 10 
men were enlisted men. 

Treatment consisted of three to four hourly sessions a 
week for two to four weeks. At a preliminary session, 
couples were told not to embark on treatment unless they 
could attend all sessions and devote a large amount of 
time each evening to prescribed exercises. Difficulties 
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that could be anticipated were discussed in advance. 
These included job demands, children, other obligations, 
and anxieties about the treatment itself. Each spouse was 
seen once individually by each cotherapist; thereafter, 
cotherapists met only with the couple as a unit. 

The treatment technique, similar to that outlined by 
Masters and Johnson, stressed anxiety reduction, in- 
struction by cotherapists, and communicative openness. 
The couples started by alternately giving and receiving 
pleasure, the **pleasured" partner asking for what he or 
she wanted, other than genital or breast stimulation or in- 
tercourse, which were forbidden. Intercourse at times 
other than the exercises was discouraged. Other activities 
were added when pleasuring experiences were consoli- 
dated, when communication had started, and when anx- 
iety was reduced (this often occurred very quickly). These 
included manual genital stimulation (7) and the squeeze 
technique (2, pp. 92-115), where appropriate. In cases of 
premature ejaculation, the couple practiced vaginal con- 
tainment without movement before they had intercourse. 
As couples proceeded to intercourse, instruction on vari- 
ous positions was given. Throughout the treatment the 
cotherapists tried to keep the marital partners out of a 
performing role and to facilitate each partner's asking for 
what was wanted and discussing what was disliked. A 
synopsis of treatment results is given in appendix l. 


DIFFICULTIES 


It is striking that virtually no scheduled therapy ses- 
sion was missed by any of the 7 couples. (One couple, des- 
ignated in appendix 1 as couple H, dropped out when the 
wife refused treatment.) In the treatment hours them- 
selves there were very few difficulties posed hy anxieties 
over specifically sexual matters: e.g., performance, the 
exercises, or talking about sexual matters. Active didac- 
tic and supportive interventions by the cotherapists were 
largely successful in reducing anxiety and facilitating 
communicative breakthroughs. Domination of the hours 
by conflictual issues aside from sexual matters or the 
refusal of one or both partners to discuss any matter was 
ominous for the prognosis. 

By far the most striking difficulty was in doing the 
nightly exercises. A task was assigned each night that was 
clearly defined in terms of what was to be dane and how 
much time was to be spent. Of the 7 couples in treatment, 
only couple B did the exercises unfailingly. Those who 
did the exercises consistently improved symptomatically; 
no symptoms improved in couples who did not do them. 
In the latter group, even vigorous interpretation by the 
therapists and warnings that the couple was avoiding 
treatment did not reverse the failure to do the exercises. 

The cotherapists terminated treatment for couples D 
and E because several weeks of treatment failed to stop 
sadomasochistic and depressive trends during treatment 
hours and because the couple persistently failed to do the 
exercises. Couple F dropped out of treatment when 
couples psychotherapy was suggested for the same rea- 
sons. Couple G decided to divorce, and Mrs. H refused 
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treatment. Couples I and J decided on couples psycho- 
therapy at the outset. Treatment of couple C was termi- 
nated when Mrs. C became suicidal and was hospitalized. 

A word must be said about the cotherapists’ handling 
of difficulties in the treatment. Since the couples had 
agreed in advance to make time for therapy sessions and 
nightly exercises, the cotherapists felt free to inquire 
about anxiety when exercises were missed or there was 
difficulty discussing sexual experiences in therapy ses- 
sions. Very often an explicit source of anxiety was evident 
or surfaced easily, but reasons other than anxiety were 
frequently given for not pursuing the agreed-upon task. 

It was not uncommon for couples with sexual dysfunc- 
tion to have schedules that left them with little time to- 
gether—children interfering, colds, feeling tired, guests, 
sudden business, overextended social obligations, and 
many other excuses were encountered. In each case, the 
question of avoiding treatment was raised. This focus on 
opposition to the treatment process, presumably due to 
anxieties beyond the couples' awareness, has much in 
common with the focus on resistance in psychoanalysis. 
Sandler and associates (8) argued that the concept of re- 
sistance may be extended to clinical situations other than 
psychoanalysis. 


DISCUSSION 


The differences in results of the sample described here 
and that of Masters and Johnson are striking. Of the 10 
couples in our sample, only 2 (couples A and B) left with 
totally satisfactory results. Even though the sample size 
does not permit tests of statistical significance, some dis- 
cussion of the differences is necessary. 

l. Treatment was largely based on the technique out- 
lined in Human Sexual Inadequacy (2), but the frequency 
of missed exercises necessitated more emphasis on avoid- 
ance of treatment. 

2. The effect of the particular therapists on outcome is 
always open to question, but the therapists had notable 
success with those couples who did the exercises. In fact, 
it was striking that all the couples who did the exercises 
improved symptomatically (even Mrs. C, who became 
suicidal). 

We were most struck with differences between those 
couples who improved (couples A, B, and C) and those 
who did not (couples D through H). 

The improved group had come for therapy shortly af- 
ter their difficulties became apparent. Couple A presented 
after the husband's severe cervical spine injury. Couples 
B and C came several months after the birth of a 
child they anticipated would be their last. Interactional 
patterns that could be called neurotic were observed in 
these couples, but they were largely referable to diffi- 
culties resulting from the symptom. These patterns in- 
cluded inhibition, frustration, overt anxiety, fear of per- 
forming, and fear of failure. They were strikingly 
accessible to discussion, and the neurotic patterns could 
be seen to be a result of the symptom rather than its 
cause (9). In striking contrast to the unimproved group, 


these couples did the prescribed exercises, albeit with 
anxiety at times, and all improved symptomatically. 

The unimproved group had symptoms that had existed 
for a long timz. Interactions often involved projection, 
blame, contemot for the spouse, sadomasochistic and de- 
pressive features, and a sense of fearing intimacy that 
the treatment probably aggravated. In each case an 
"agenda" between the couple became evident; this 
agenda extended far beyond the symptom or its con- 
sequences and zhe symptom tended to reinforce or justify 
it. Couple D became involved in a sadomasochistic sce- 
nario involving the wife's failure to clean the house. Mrs. 
E openly rejoiced in her husband's inadequate perform- 
ance. Mrs. F persistently complained of being used for 
sexual purposes only. Couple G talked of different finan- 
cial aspirations and of divorce. Mrs. H appeared only 
once in order to prove that the sexual difficulties were her 
husband's fault. Strikingly, none of the couples ever did 
the exercises, with the dubious exception of couple G, 
who talked of divorce during their one try. It is quite 
likely that the srescribed intimacy brought into focus is- 
sues that the marriage was organized around avoiding 
and that the prospect of symptom removal highlighted 
more general d.ssatisfaction with the marriage. 

These results from an unscreened sample point to the 
need for therapists to employ powerful techniques for 
symptom remcval in situations and at times when they 
can be tolerated. The sample we treated is not large 
enough to warrant definitive generalizations, but it 1s 
hoped that future studies will highlight interactional fea- 
tures of prognestic significance that will help to integrate 
newer techniques into patients’ overall treatment. 


APPENDIX I 
Synopsis of Results of Conjoint Treatment of 10 Couples 


Couple A: Both mid-20s. Husband referred for impotence 
presumably due to a cervical spine injury. Eleven sessions. 
Missed exercises twice. Totally satisfactory results. 

Couple B: Both mid-20s. Premature ejaculation. Eleven ses- 
sions. Never missed exercises. Totally satisfactory results. 

Couple C: Husband mid-40s with premature ejaculation. 
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Wife mid-30s. Much improvement, but wife became suicidal 
and treatment was discontinued. 

Couple D: Both late 30s. Husband referred for loss of erec- 
tion in intercourse. Four sessions. Never did exercises. Rela- 
tionship worse. Symptoms unchanged. 

Couple E: Both early 40s. Selective impotence. Seven ses- 
sions. Never did exercises. Relationship and symptom un- 
changed. 

Couple F: Both mid-20s. Premature ejaculation (and wife’s 
orgasmic difficulties not identified at outset of treatment). 
Seven sessions. Never did exercises. Relationship worse. Symp- 
toms unchanged. 

Couple G: Mid-20s. Inability to ejaculate (and wife’s or- 
gasmic difficulties not identified at outset of treatment). Six ses- 
sions. Did exercises once while talking of divorce. Symptoms 
unchanged. Relationship worse. 

Couple H: Both in 40s. Occasional impotence. Wife refused 
treatment. 

Couple I: Both late 20s. Wife had difficulty responding. 
Elected couples psychotherapy on advice from therapists. Rela- 
tionship improved. Symptom unchanged. 

Couple J: Both late 40s. Sexual problems overshadowed by 
chronic alcoholism and longstanding marital problems. 
Couples psychotherapy was offered. Relationship -and symp- 
toms unchanged. 
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Affective Disorder: Studies with Amine Precursors 


BY DAVID L. DUNNER, M.D., AND RONALD R. FIEVE, M.D. 


The authors assessed the clinical antidepressant effects of 
L-tryptophan given alone and in combinatian with L- 
dopa in 12 patients with a diagnosis of primary affective 
disorder. Preliminary results did not demorstrate an 
antidepressant response when L-dopa was combined with 
L-tryptophan. Also, the results did not support the 
catecholamine or biogenic amine hypotheses of affective 
disorder. 


THE PURPOSE of this paper is to relate preliminary clini- 
cal results of the administration of amino acid biogenic 
amine precursors to depressed patients. The use of L- 
dihydroxyphenylalanine (L-dopa) and L-tryptophan as 
experimental antidepressant agents is based on the cate- 
cholamine hypothesis (and later the biogenic amine hy- 
pothesis) of affective disorder, which suggests the 
possibility that relative or functional deficiencies of cen- 
tral nervous system concentrations of dopamine (DA), 
norepinephrine (NE), or serotonin (5-HT) may be asso- 
ciated with depressive states (1,2). The treatment of 
these depressive states might then be related to increased 
brain concentrations of these amines. 

However, the administration of amines alone would 
not result in increased brain amine concentrations, since 
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the amines do not cross the blood-brain barrier. There- 
fore, a treatment strategy has evolved (the "precursor 
load strategy") based on the ability of precursors of 
biogenic amines, such as L-dopa and L-tryptophan, to 
cross the blood-brain barrier (3). Thus in animals and ap- 
parently in man, increased amounts of DA in the central 
nervous system result from administration of L-dopa, 
and, similarly, concentrations of 5-HT and metabolites 
are increased during administration of L-tryptophan (4- 
7). 

In previous clinical trials of L-tryptophan in depres- 
sion, Coppen and associates (8, 9) reported antidepres- 
sant effects equivalent to those obtained with elec- 
troconvulsive therapy or imipramine. However, these re- 
sults could not be confirmed by Carroll and associates 
(10) or Murphy and associates (11). 

Several investigators have administered L-dopa to de- 
pressed patients, attempting to alter central nervous sys- 
tem catecholamine metabolism in these patients and 
alleviate their depressive symptoms. Goodwin and 
associates (12) reviewed these studies and reported on the 
effects of L-dopa in 16 depressed patients who were stud- 
ied at the National Institute of Mental Health. They 
noted that with L-dopa treatment patients with "'re- 
tarded" depressions had an antidepressant response, 
while hypomanic-like episodes occurred in depressed 
patients who had histories of mania (13). 

The unipolar/bipolar classification of depression had 
already been reported (14, 15). This classification sepa- 
rated depressed patients according to their histories of 
mania or hypomania. Bipolar-] patients are those de- 
pressed patients who have a history of hospitalization for 
mania; bipolar-2 patients have been hospitalized for 
depression and have symptoms of hypomania not leading 
to hospitalization; and unipolar patients have depression 
only (16). When the L-dopa results from NIMH were 
reanalyzed using the unipolar/bipolar classification, it 
was noted that during L-dopa treatment bipolar-1 
patients tended to develop manic-like states and bipolar- 


2 patients demonstrated an antidepressant effect, but uni- 
polar patients had no response (17). 

Studies in antmals suggest that the pharmacological 
effects of L-dopa include release of 5-HT from its storage 
sites, resulting in a decrease in 5-HT turnover (18, 19). 
The rationale for the present study was that the adminis- 
tration of L-dopa and L-tryptophan together might aug- 
ment the turnover of both DA and 5-HT in brain and re- 
sult in an antidepressant response, particularly in 
unipolar patients, who typically do not respond to L- 
dopa alone. 


METHOD 


The study was conducted on the metabolic clinical re- 
search unit of the New York State Psychiatric Institute. 
All patients met the diagnostic criteria of Feighner and 
associates (20) for primary affective disorder and were 
further described as bipolar or unipolar (16). All patients 
were studied ducing the depressed phase, were in good 
medical health, and voluntarily agreed to participate in 
these research studies. 

The general design was to have a drug-free period of at 
least 10 days, followed by a placebo period (3 to 7 days), 
substitution of L-tryptophan (8.4-9 g per day) for 10 to 
18 days, addition of L-dopa with a 6- to 13-day period of 
4.5- to 6-g daily Jose, and a 5- to 7-day postdrug placebo 
period. The dose of L-tryptophan was held constant dur- 
ing L-dopa treatment. 

All medication was given on a double-blind basis, 1.e., 
neither the patient nor the nurse rating team was aware 
of the periods of active drug administration. Behavioral 
ratings were performed three times daily by a nursing 
team trained to use a global rating scale for mood and 
twice weekly using a structured interview for assessment 
of symptoms of mania and depression. Clinical antide- 
pressant responses to drug administration were evaluated 
in the following manner: “nonresponse” indicated no im- 
provement in depression ratings in the last few days of 
drug treatment; “response” indicated that the patient im- 
proved during active drug administration and then had a 
period of relapse with placebo resubstitution; **equivocal 
response" indicated that the patient improved with the 
active drug but failed to have a postdrug placebo rebound 
depression; "worse" indicated the patient became more 
depressed during active drug treatment and improved 
with placebo resubstitution. 

Following the double-blind trial, patients were treated 
in a nonblind manner with either tricyclic antidepressants 
or monoamine oxidase inhibitors. Behavioral ratings 
continued during this period of drug administration. 

Vital signs were monitored several times daily and rou- 
tine clinical laboratory tests were repeated, usually 
weckly. Patients were carefully observed for the presence 
of neurological side effects. All patients were maintained 
on a diet low in biogenic amine precursors throughout the 
study. 

To date, 13 patients-have been studied. The first 6 
patients received L-tryptophan only. One patient was 
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then given a 4-day trial of L-dopa and L-tryptophan end 
another patient had a 4-day trial of low doses of L-dopa 
at the end of a 16-day L-tryptophan study. Five patients 
received the combination of L-dopa and L-tryptophan 
for 8 to 19 days after trials of L-tryptophan alone. 

Medication was given in three divided doses. Daily 
doses of pyridoxine (150 mg) and ascorbic acid (900 mg) 
were also administered during the placebo and active 
drug periods. 


RESULTS 
Double-Blind Administration of L-Tryptophan Alone 


Of the 6 patients who received only L-tryptophan, 4 
failed to have an antidepressant response, | had an 
equivocal response in that she improved but failed to 
have a posttryptophan worsening of depression, and | 
patient had a good antidepressant response to L-trypto- 
phan. The results of these 6 patients and of a 7th patient 
who also did not have a clinical antidepressant response 
during either L-tryptophan treatment or 4 days of treat- 
ment with L-dopa are presented in table 1. Of the L- 
tryptophan nonresponders, 4 patients subsequently had a 
clinical antidepressant response to a nonblind trial of a 
monoamine oxidase inhibitor. One bipolar-! patient im- 
proved significantly during treatment with L-tryptophan 
but continued to improve when L-tryptophan was discon- 
tinued. She was then treated with lithium and was dis- 
charged from the hospital. In evaluating her drug re- 
sponse, we consider her improvement most likely to be 
related to a spontaneous remission. No drug side effects 
occurred during the L-tryptophan trials. 


Double-Blind Administration of L-Tryptophan with L- 
Dopa 


Five patients had prolonged trials of the combination 
of L-tryptophan and L-dopa, and their clinical results are 
presented in table 2. None of these patients had an anti- 
depressant response during treatment with L-tryptophan 
alone. One patient had an antidepressant response as L- 
dopa was gradually increased to a daily dose of 6 g, but 
she failed to have a depressive rebound with placebo re- 
substitution. She was subsequently treated successfully 
with protriptyline. A second patient improved slightly 
during treatment with L-dopa and showed a relapse of 
depressive symptoms when placebo was substituted. He 
was then successfully treated with protriptyline and lith- 
ium. Although this patient had a history of hospital- 
ization for mania, he did not develop a manic-like state 
during his 14 days of combined treatment with L-dopa 
and L-tryptophan. 

The other 3 patients failed to improve after L-dopa 
was added. One patient had a psychotic depression that 
became much worse during the period of combined treat- 
ment, and she attempted suicide. Subsequently she was 
successfully treated with electroconvulsive treatments. 

Symptomatic postural hypotension at 5 g of L-dopa 
was noted in | patient. Otherwise, no side effects, neuro- 
logical signs, or laboratory abnormalities were noted. 
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TABLE 1! 
Response to L-Tryptophan Alone 





L-Tryptophan Administration 


Patient 


Poststudy Treatment 





Daily Number of Antidepressant 
Age Sex Diagnosis Dose (g) Days Response Drug Response 
30 F Unipolar 9 17 None Phenelzine Good 
38 F Unipolar 9 10 None Phenelzine Good 
31 F Unipolar 9 12 Good Tranylcypromine None 
45 M Unipolar 9 None Phenelzine Fair 
29 F Unipolar 9 12 None Imipramine None 
Tranylcypromine Good 
54 E Bipolar-1 9 14 Equivocal None- 
spontaneous recovery 
6l F Unipolar 9 16* None Tricyclics None 
MAO inhibitors None 
* Includes 4 days of combined therapy of L-dopa of 3 g per day. 
TABLE 2 
Response to L-Dopa in Combination with L-Tryptophan 
L-Tryptophan with L-Dopa 
L-Tryptophan Alone Number of Days Poststudy Treatment 
patent : - Total Days of of L-Dopa l - 
Daily Number of Antidepressant Combined Therapy Antidepressant Antidepressant 
Age Sex Diagnosis Dose (g) Days Response Therapy (morethan 4.5g) Response Drug Response 
33 F Unipolar 9 18 None 8 6 Equivocal Protriptyline Good 
28 F Unipolar 9 17 None 18 7 None Phenelzine and Worse 
lithium 
Imipramine Good 
41 F Unipolar 8.4 14 None 19 13 Worse, Phenelzine Fair 
suicide ECT Good 
attempt 
48 M Bipolar-i 9 18 None 14 7 Fair Protriptyiineand Good 
lithium 
53 M Bipolar-2 9 14 None 14 6 None Lithium Fair 
DISCUSSION second unipolar patient appeared to become worse dur- 


The theoretical basis of this study was that a possible 
reason for the lack of antidepressant response to L-dopa 
in certain depressed patients (particularly unipolar 
patients) could be related to the concomitant decrease in 
central nervous system 5-HT turnover during L-dopa 
therapy. Since L-tryptophan enhances turnover of 5-HT 
in brain, during the combined use of these drugs both the 
turnover of.5-HT, DA, and possibly NE would be aug- 
mented. Bunney and associates (21) reported 7 patients 
who received separate trials of L-dopa and L-tryptophan. 
Whereas some antidepressant effect was noted with each 
drug, treatment with imipramine resulted in a more pro- 
nounced improvement. 

Although this is a preliminary report, the data ob- 
tained thus far in 3 unipolar patients fail to support the 
notion that an antidepressant response to L-dopa can be 
obtained by pretreating patients with L-tryptophan. The 
equivocal response seen in 1 unipolar patient was not as 
striking as her subsequent response to protriptyline. A 
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ing L-dopa treatment, and the third unipolar patient who 
had no response to combined treatment had a good anti- 
depressant response to imipramine during an earlier hos- 
pitalization. 

A general lack of antidepressant response to L-trypto- 
phan alone was observed in most of these patients. Al- 
though some of these trials were of short duration, Cop- 
pen and associates (9) demonstrated an antidepressant 
response to L-tryptophan within 10 days of treatment by 
administering L-tryptophan alone to 8 patients with a 
mean age of about 55 who were described as unipolar de- 
pressives. It is unclear if any of their patients had histo- 
ries of hypomania. Furthermore, their patients responded 
as well to L-tryptophan as to imipramine. The patients 
reported in our study were younger, which may be a 
source of the difference in the clinical results of the two 
studies. However, antidepressant effects of L-tryptophan 
could not be demonstrated by Carroll and associates (10) 
or by Murphy and associates (11), although a more re- 
cent study by Murphy and associates (22) noted that L- 


tryptophan has some antidepressant effect in bipolar-| 
patients but not in unipolar patients. 

Van Praag anc Korf (23) reported that 3 of 5 depressed 
patients had an antidepressant response with 5-hydroxy- 


tryptophan (5-HTP), a more immediate 5-HT precursor . 


than L-tryptophan. However, only | of 7 depressed 
patients studied by Brodie and associates (24) had a ther- 
apeutic response to 5-HTP. 

The use of the precursor-load strategy to effect higher 
concentrations of biogenic amines in the central nervous 
system is predicated on the ability of amino acid pre- 
cursors to cross the blood-brain barrier and be converted 
to functional biogenic amines. In the interpretation of the 
preliminary clinical results from our study, pyridoxine, a 
cofactor in the decarboxylation of 5-HTP to 5-HT (25), 
interferes with L-dopa metabolism, apparently through 
the formation of a chemical complex between L-dopa 
and pyridoxal 5-phosphate (26, 27). Thus further stud- 
ies of combined treatment with L-dopa and L-tryptophan 
will need to consider the possible interference of pyridox- 
ine with the desired biological effect. 


CONCLUSIONS 


The catecholamine hypothesis of affective disorders 
has provided a useful theoretical framework for the in- 
vestigation of biological factors in depression. If central 
nervous system. catecholamine metabolism is reduced in 
some depressions, certain depressions should be alle- 
viated by the administration of biogenic amine pre- 
cursors. Similarly, the administration of drugs that de- 
crease catecholamine metabolism should result in 
improvement of manic states. Negative results from the 
administration of biogenic amine precursors to depressed 
patients and equivocal or negative results in mania using 
a-methyltyrosine. an inhibitor of catecholamine syn- 
thesis (17, 27), or fusaric acid, an inhibitor of dopamine- 
-hydroxylase (28), have led several investigators to 
question the role of the catecholamine hypothesis as a 
basis for continued research in affective illness (29, 30). 
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Elevated Blood Serotonin Concentrations in Unmedicated Chronic 
Schizophrenic Patients: A Preliminary Study 


BY EVANGELOS GARELIS, M.D., J. CHRISTIAN GILLIN, M.D., RICHARD JED WYATT, M.D., 


AND NORTON NEFF, M.D. 





The authors found higher serotonin concentrations in the 
blood of unmedicated chronic schizophrenic patients 
than in the blood of medicated schizophrenic patients or 
normal control subjects. This finding is consistent with 
the previous observation that the level of monoamine 
oxidase activity is low in the platelets of chronic 
schizophrenics. 


THERE ARE SEVERAL lines of research investigating the 
postulated changes of serotonin in schizophrenia (1, 2). 
One of the approaches has been the direct measurement 
of the amine or its metabolites in the body fluids of 
patients (1, 3-6). 

Extending this approach to the study of enzymes par- 
ticipating in the metabolism of serotonin and other 
monoamines, we recently found that platelet monoamine 
oxidase (MAO) activity is significantly reduced in 
chronic schizophrenic patients and that this reduction is 
probably genetically determined (7, 8). Since serotonin is 
a substrate for platelet MAO where it is taken up from 
the plasma and stored (9), we speculated that platelet se- 
rotonin concentration would be elevated in schizophrenic 
patients compared to control subjects. We are reporting 
herein the results of a preliminary investigation on the 
levels of serotonin in the whole blood of schizophrenic 
patients. Since most blood serotonin is found in platelets, 
platelet counts were made on each sample to exclude the 
possibility that variations in blood serotonin were due to 
an alteration in platelet concentrations. 


METHOD 


Sixteen hospitalized chronic schizophrenic patients 
were studied (10 men and 6 women; mean age- 27 years, 
range of 17 to 35 years). Diagnoses reflected a consensus 
of three psychiatrists. The control group consisted of 20 
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healthy volunteers (13 men and 7 women; mean age 29 
years, range of 20 to 35 years) not receiving any medica- 
tion. Venous blood was drawn between 8:30 and 10:00 
a.m. into ACD solution (acid-citrate-dextrose, formula 
A, Becton-Dickinson Co.). Samples were immediately 
placed in ice and analyzed within four hours. 

Platelet counts were made in a Coulter Counter, model 
B (Coulter Electronics, Inc.). Serotonin was extracted 
from 2 ml of blood (10); however, measurements of se- 
rotonin in blood extracts using 5-hydroxyindole native 
fluorescence were not satisfactory because of the low 
amount of fluorescence. Consequently, we used a modifi- 
cation of the o-phthalaldehyde (OPT) method (11) with 
the addition of cysteine (12). Separate blanks (OPT omit- 
ted) and internal standards were used for each sample. 
Individuals who performed the serotonin and platelet 
measurements were blind as to experimental designations 
of patients versus control subjects. 

Repeated determinations were made over a period of 
at least two weeks to two months in 8 subjects as a means 
of investigating the stability of serotonin concentrations 
and platelet numbers over time. 

Means were used when several measurements were 
made on the same control subject. All patients were first 
considered as one group and then divided into two groups 
according to whether or not they received drug treat- 
ment. When the patients were considered as a single 
group, grand mean measurements were used. In three of 
the patients, measurements were made in both drug-free 
and drug periods and the respective means are included in 
both groups. A two-tailed t test was used to evaluate any 
significant differences between groups. 

Drug-free patients were off medication for three to five 
weeks before the collection of blood. Patients under drug 
treatment received various combinations of phenothia- 
zines, amitriptyline, and, in most cases, small doses of tri- 
hexyphenidyl (Artane) or benztropine (Cogentin). 

In an attempt to investigate acute effects of diet, we 
compared serotonin levels and platelet counts in three 
volunteers in a fasting state and one hour after breakfast. 


RESULTS 


In the three subjects in whom the acute effect of diet 
was studied, serotonin and platelet values did not differ 
significantly between the fasting samples and the samples 
taken after breakfast. These results confirm the experi- 
ence of others (10, 13). Therefore, samples were taken 


TABLE 1 
Serotonin Concentrations in the Blood of Chronic Schizophrenic Patients and Normal Central Subjects 


Platelets (x 103/ Serotonin 


Age (years) ml blood) (ng/ml blood) (ng/ 10$ platelets) 
Subjects Mean SEM Mean SEM Mean SEM Mean SEM 
Control (N « 20) 29.6 1.1 241 ll 186 12 80 4 
Patients 
Total group (N= 1€) 27-14 234 12 232 21* 03  9** 
Medicated (N = 12) 28.3 2.2 230 13 199 17 90 9 
Drug free (N =7) 26 1.6 245 25 298 28*** 127 12t 
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Serotonin 


*Significantly differert from control subjects (p« .05). 
Significantly differert from control subjects (p« .025). 
*** Significantly differert from control subjects and medicated patients (p« .01). 


TSignificantly differert from control subjects (p «.01) and medicated patients (p «.05). 


without regard to the fasting state. Serotonin and platelet 
content of blood were relatively stable in the same indi- 
vidual. In one subject five determinations were made over 
a period of two months, and mean serotonin and platelet 
values were 180 ng/ml (SEM -4) and 286 x 10°/ml 
(SEM - 5), respectively. 

Whole blood serotonin was significantly higher in the 
patients considered as a single group than in the control 
subjects. As seen in table 1, mean whole blood serotonin 
was 186 ng/ml fcr control patients and 232 ng/ml for 
schizophrenic patients (p<.05). This difference remained 
significant when corrections for platelet counts were 
made. When the patients were divided into medicated 
and unmedicated groups, however, this difference was al- 
most exclusively due to the very high levels of serotonin 
in the drug-free group. Also, mean whole blood serotonin 
was 298 ng/ml for the drug-free patients, compared with 
199 ng/ml for the patients receiving psychotropic medi- 
cations (p<.01). Tae patients on drugs did not differ from 
the control subjects. These differences are not explainable 
on the basis of age or platelet counts. 


DISCUSSION 


Our finding of high serotonin concentrations in the 


blood of drug-free schizophrenic patients is consistent ` 


with the previous observation that MAO activity is low in 
the platelets of such patients (7, 8). In order to determine 
whether these two conclusions are interrelated in a cause 
and effect manner, we must consider several factors in 
addition to platelet MAO activity. Blood or platelet se- 
rotonin concentrations are influenced by the rate of syn- 
thesis of the amine. its entry into the blood, plasma MAO 
activity, and the functional status of uptake, storage, and 
release mechanisms in the platelets. It is not known 
whether these factors operate normally in schizophrenia. 
Furthermore, serotonin is only one of the amines metab- 
olized by the platelet MAO and is not, in fact, a very 
good substrate for this enzyme (13). 

Another point raised by our results is the importance 
of the effect of medication. Serotonin levels were much 
lower (approachirg control levels) in the medicated 


patients than in the drug-free group (table 1). The effect 
of drugs is not unexpected, since both phenothiazines (14) 
and tricyclic antidepressants (15-17) are potent inhib- 
itors of the uptake mechanism of the monoamines in 
platelets and probably in the brain as well (17). Appar- 
ently, the effect of drugs counteracts any increase in se- 
rotonin due to reduced platelet MAO activity. Phenc- 
thiazines, however, do not appear to affect the activity cf 
platelet MAO (3; 18). The effects of trihexyphenidyl and 
benztropine on whole blood serotonin are unknown be- 
cause not enough patients were studied to control for 
these drugs. 

The relationship between blood and brain levels of se- 
rotonin is unknown. Although the platelet has been pro- 
posed as a model for monoaminergic nerve endings (197, 
regulation of serotonin levels and turnover in the brain 
depends on the interplay of many complex factors and 
therefore may not parallel blood levels of the amine. 

Two studies of blood serotonin levels in chronic schizo- 
phrenics reported low levels (3, 5), while two other stud- 
ies found that serotonin was lower in chronic patients 
than in acute psychotics (4, 6). These latter two studies, 
nevertheless, disagreed because one(4) found that 
chronic patients had normal values, while the other (6) 
found that chronic patients had elevated values. How- 
ever, these reports cannot be compared to the present 
study because they did not mention possible drug effects, 
age, matching, and platelet counts. On the other hand, 
our results are similar to the high serotonin levels found 
in the blood of children suffering from early infantile au- 
tism (13), a disease that is considered by some to belong 
to the schizophrenic nosological group. 

Further studies will be required to determine whether 
blood levels of serotonin are influenced by nonspecific 
factors such as chronic hospitalization, diet, and psycho- 
logical stress, or whether psychiatric patients with other 
diagnoses exhibit normal levels of blood serotonin. 
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Psychopharmacologic Management of Patients: A Method for Recording 


Treatment Decisions 


BY DAVID J. KUPFER, M.D., AND THOMAS P. DETRE, M.D. 


The authors describe a drug treatment form they 
designed, the K DS-8, that is suitable for use in all types 
of treatment settings. An important feature is a checklist 
of treatable target symptoms, with categories of 
improvement, no change, or worsening. Changes in drug 
regimen and the clinician’s reasons for them are noted. 
Among the advantages the authors cite are easy 
retrievability of drug treatment data and the form’s 
suitability for use in audit procedures and research. 


THE MOVEMENT toward a new type of medical record that 
is easily accessible to various audit procedures and at 
least partially retrievable by automated methods has 
been considerably accelerated since the introduction of 
the problem-oriented system (1). However, the pace of 
these developments has been slower in psychiatry than in 
other medical specialties. Most psychiatric record keep- 
ing systems are still in an experimental stage (2-4), and 
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those which have gained reasonably wide acceptance 
were designed primarily for hospitalized patients. 

As we tried to retrieve data for retrospective studies of 
treatment efficacy, we became convinced that the current 
method of record keeping in psychiatric outpatient de- 
partments is simply a haphazard collection of statements 
entered in chronological order. Such records are sup- 
posed to be informative about the patient's condition, the 
treatment prescribed, and the evaluation of its effec- 
tiveness, but they do not fulfill any of these promises. On 
the contrary, despite the fact that an increasing number 
of patients receive drug maintenance therapy along with 
other supportive aftercare services, it is often impossible 
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to determine why a particular therapeutic regimen was 
prescribed and waat the clinician's reasons were for the 
frequent and often multiple changes that took place in 
the course of a patient's management. Having analyzed 
the clinician's tasks in making treatment decisions in- 
volving the use of drugs, we constructed a drug treatment 
form, the KDS-8. modeled along the lines of a problem- 
oriented record svstem. A reprint of the form is shown in 
appendix 1. 


METHOD 


One of our goals in designing the K DS-8 was to create 
a relatively independent chart component that would aid 
the clinician and others who might have contact with the 
patient or the record by providing a comprehensive over- 
view of the following factors: 1) the patient's target symp- 
toms, 2) the dosage of the drug(s) prescribed, 3) changes 
in treatment regimen, 4) the reasons for change, 5) side 
effects observed in the course of treatment, and 6) in- 
dications for and results of laboratory and diagnostic 
studies. 

Clearly, whether the clinician is evaluating a patient 
who is a candidate for drug therapy or one who is already 
receiving psychotropic medication, his first task is to 
identify treatable target symptoms, since such symptoms 
are the reason for the initiation of drug treatment and 
serve as a test of the efficacy of the drug(s) prescribed. If 
the patient has been receiving psychotropic medication, 
the evaluation consists of determining whether the target 
symptoms have improved, remained unchanged, or wors- 
ened; it also notes whether there are any side effects and, 
if so, whether they indicate allergic or idiosyncratic reac- 
tions or are significant enough to require additional labo- 
ratory and diagrostic studies (which are likely to be or- 
dered when the clinician judges the adverse effects to be 
out of proportion to the dosages administered). Studies 
may also be required when the prescribed drug tends to 
produce certain toxic effects that can best be monitored 
by biochemical or neurophysiologic tests as opposed to 
clinical observat.onal methods, or when the drug in ques- 
tton must reach certain blood levels for optimal therapeu- 
tic effect (as may be the case with lithium). 

The KDS-8 also gives the clinician an opportunity to 
spell out the reasons for his treatment decisions. Thus, 
whether he decides to continue the same drug and dosage, 
to increase, decrease, or stop the drug, or to prescribe an 
entirely new one, the relationship between treatment re- 
sponse and treatment decision can be clearly delineated. 
For instance, when the clinician believes that the patient's 
target symptoms have improved, he may (depending 
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upon the course of the patient's illness and other clinical 
data) decide to leave the treatment regimen unchanged 
until he can determine whether the remission is stable. 
Alternatively, he may decide to decrease or even discon- 
tinue the drug(s) altogether. If the target symptoms have 
improved insufficiently or not at all, he might increase, 
decrease, or stop the drug, or try a new agent. Severe side 
effects may also lead to major changes in management, 
since the clinician may decide to prescribe a drug to con- 
trol them (e.g., prescribing antiparkinsonian agents for 
extrapyramidal side effects), or he may decrease or stop 
the drug or prescribe another agent that is less likely to 
produce the same undesirable effects. A drug may also be 
discontinued when other drugs are being introduced in 
the patient's overall treatment regimen that are not com- 
patible with it. Finally, a change in regimen may be re- 
quired because of the patient's unreliability or the 
unavailability of other people to assume responsibility 
for administering the drug. 

Space is also provided on the KDS-8 for entering all 
changes in the patient's condition or environment that 
may have a bearing on the overall management of the 
case (e.g., intercurrent nonpsychiatric conditions, suicide 
attempts, assaultive behavior, and changes in the 
patient's work functioning, relationship to family mem- 
bers, or other supports in the social environment). 


DISCUSSION 


The KDS-8 drug treatment form has been in use for 
two years in a variety of inpatient and outpatient settings 
and has proven to be superior to the highly individualized 
and imprecisely written entries usually recorded in the 
course of treatment. The clinician can at a glance obtain 
information regarding the drug treatment a patient is 
receiving, determine what the target symptoms are, and 
learn how the patient has been responding to a drug. In 
addition to improving the quality of care by making data 
easily retrievable, this form is also suitable for various 
audit functions, for large-scale studies of treatment effi- 
cacy, and for the surveillance of adverse effects. 
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APPENDIX | 
K DS-8 Drug Treatment Form 


KDS™ -8 
DRUG TREATMENT FORM 





IMPRINT PLATE (NAME OF PATIENT AND FACILITY) Date 


(Ail items refer to treatment decisions made at the completion of this evaluation) 


Type of Prescription: DPA [ ] County [| ] “Self-pay” [ ] 


ih nie nimius Mah SI utra Rote Hé EN OS AH, ERI A HE Rer d umm urs ams ES anam Memini eiie Rasa sph Vat AN He VAM" I BART co RT, I m E m i sr dass Subida MHA I AR PIR Fen, muero PEE AM ree Ru E MES GM MEER MES REM E eis TRUE Lii lied MI UY IHU HOUR IRR petes. mtem m e m m m m m a n 


CURRENT TREATMENT SETTING: Outpatient [ ] Day Hosp. [ ] Night Hosp. [. ] Halfway House [ ] Other (specify) 


— Nita nla duis ARP Le HMM Homo a fa nd LH sm mins dente Maison Ihe iiid AAV AOKI HAMM vov meh EE I a p m mm aum suus A ni mike amisi M duin, dah sank Mtn Mab BHO meth rmn m mm m A M a) er aiios disini datas AMINED MANNA VEMM HEIN EH PIT. Phe rre e Ur e eu na m m — — — iilum 


Clinically apparent side effects: CNS [ ] CVÍ ] GI[ ] HEM[ ] SKIN[ ] SPECIFY SIDE EFFECTS 


TREATABLE TREATMENT RESPONSE 
LABORATORY AND DIAGNOSTIC STUDIES TARGET SYMPTOMS SINCE LAST VISIT 


IMPROVED UNCHANGED WORSE 
Ordered Received Ordered Received; xf ] Anxiety f ] [ d [ ] 
[ } Neurotic symptoms, 
CBC Ld T3, Ta C] {J other than anxiety 
HCT BUN 


] 
= ] ] impulsivity 
WBC, DIFF { ] ] ELECTROLYTES ] Intellectual Dysfunctioning 
BILIRUBIN { ] ] EKG 
[ ] ] 
[ ] ] 
L d 


ey Ra 


] { ] 
] eJ 

] f] ] Hypomania and mania 
SGOT EEG | O] 


[ 
[ 
[ 
{ ] Depression 
[ 
ALK PHOS [ ] Decreased sleep 
[ 
[ 


] Increased sleep 
) Other 


maiti m a | M 0 ——À —— — Spm tl i e — y — y — — € 


[ ] No current target symptoms 
*Check all target symptoms present prior to the administration of 
psychotropic drug(s). 


indicate | CHANGE IN DRUG REGIMEN REASONS FOR CHANGE 


Route N 
Single Change By No. : = $ 


] Sco incompatible i 
s o N E T N ple Adverse with Ineffec- ere 
Dose Dosage in (5ee iegend N c c Oo E SYM LAM Effects Current tive Reliable 
NAME OF DRUG in Mg. Schedule Schedule below) E R R P Ww Med. Mgmt. 


] Psychotic symptoms 
SER LITHIUM mEq/L. 


p py gg gg g pig peasy aag peony, 
h pm q p py pM ey p 
ke d l ee l a tta) tiad Laaa 
pe m pm p quM M p ey ry 
ke b a agn r i a aa aat 


Ira —A—S 





1-tablet; 2-capsule; 3-oral liquid (concentrate); 4-sustained release (spansule); 5-IM; 6-I V; 7-subcutaneous; 8-suppository 


NOTES: (Include proposed treatment plan) 


Signature of 
Signature of Clinician: 00 00A Senior Clinician (if any) 


KD$-8 (TM) 
COPYRIGHT (CO KDSSYSTEMS, INC. 1974. ALL RIGHTS RESERVED. 
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Civil Liberties Versus Involuntary Hospitalization 


BY STEPHEN RACHLIN, M.D., ALVIN PAM, PH.D., AND JANET MILTON, M.S.W. 


The authors examine the issue of involuntary 
hospitalization for mental illness with particular 
reference to legal rights and civil liberties. Follow-up 
data of patients treated on a closed ward, as well as other 
available evidence, indicate that society is not ready for 
the abolition of involuntary hospitalization. The authors 
believe that the most fundamental right of the patient is 
that of adequate treatment, and therefore this should 
take precedence cver an absolute right to liberty. 


"WE SHOULD VALUE LIBERTY more highly than mental 
health, no matter how defined” (1). With this statement, 
made over a decade ago, Szasz issued a call for the aboli- 
tion of all provisions for involuntary mental hospital- 
ization. He went on to state that “‘no one should be de- 
prived of his freedom for the sake of his mental 
health" (1). Thus began a campaign, in the name of civil 
liberties, to elimiaate involuntary hospitalization. An or- 

ganization of ex-»atients, the Mental Patients Liberation 
— Project, has dedicated itself to this end. 

Bruce Ennis, the attorney who directed the Civil Liber- 
ties and Mental Illness Project of the New York Civil 
Liberties Union, has recently added momentum to the 
movement. He also has as his goal "nothing less than the 
abolition of involuntary hospitalization" (2). He believes 
that the standards for two-physician certification for 
commitment are ambiguous and questions their legiti- 
macy. Feeling that "it makes no sense to put people in 
mental hospitals," he advised that they be shut down and 
all treatment be provided in the community. 

Fischer and Weinstein (3) stated, "Psychiatry has no 
rival among medical specialties in its susceptibility to 
fads and its readiness to board the newest bandwagon." 
They cautioned us to avoid rushing in before strengths 
and deficiencies cre appraised and not to allow our enthu- 
siasm to impair our judgment, with the attendant con- 
sequence of losing the benefits of established ways. 

It is our purpose in this'article to examine the question 
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of involuntary mental hospitalization from the stand- 
point of the profession, the patient, and the community, 
with particular reference to legal rights and civil liberties. 


PRESENT STATUS OF INVOLUNTARY 
HOSPITALIZATION AND PATIENTS’ RIGHTS 


The following statement describes, in part, the official 
position of the American Psychiatric Association on tae 
issue of involuntary hospitalization of the mentally ill: 


Unfortunately, a small percentage of patients who need 
hospitalization are unable, because of their mental illness, to 
make a free and informed decision to hospitalize themselves. 
Their need for and right to treatment in a hospital cannot be 
ignored. In addition, public policy demands that some form 
of involuntary hospitalization be available for those mentally 
ill patients who constitute a danger either to themselves or to 
others. (4) 


In an overview article, McGarry and Kaplan (5) re- 
viewed the various state statutes related to admission. 
They noted the increasing use of voluntary admissions 
and the significant limitations on the wholesale use of the 
involuntary admission provisions as the standards for the 
latter become more stringent. Another important trend is 
the establishment, by law, of the right of the patient to -e- 
gal representation. 

Our own state of New York has a new mental hygiene 
law, which defines “in need of involuntary care and treat- 
ment" as the situation in which *a person has a mental 
illness for which care and treatment as a patient in a hos- 
pital is essential to such person's welfare and whose jucg- 
ment is so impaired that he is unable to understand the 
need for such care and treatment" [NY Mental Hyg 
Law, Article 31, s 31.01]. The patient's right to a judicial 
hearing following involuntary admission on medical cer- 
tification is assured, as is his notification relative to such 
a right. The maximum period for this type of hospital- 
ization is 60 days. 

The rationale in support of involuntary hospitalization 
has been described by Robitscher (6), who, citing Birn- 
baum, noted the right of the involuntarily hospitalized 
patient to receive adequate treatment in exchange for 
his being deprived of his liberty. The benefits of treat- 
ment enable the patient to regain his liberty at an early 
date and thus legitimize his hospitalization. Without 
this, the due process standard is not met, and the patient 
should be released. The right to treatment has been af- 
firmed as a constitutional right, and it is the only justifi- 
cation for civil commitment. 
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EXPERIENCES WITH A CLOSED WARD 


We worked as part of the treatment team on what was, 
at the time, the only locked ward at Bronx Psychiatric 
Center (formerly Bronx State Hospital). This intensive 
care unit (ICU) treated patients who had a special need 
for the added structure and setting of firm limits. Our 
patients were accepted on referral from the open wards if 
they were treatment failures because of repeated elope- 
ment, dangerousness to themselves or to others, or se- 
verely disturbed and agitated behavior. The utilization, 
problems, and advantages of the ward’s program have 
been discussed in a previous paper (7). Because the ward 
door was always locked, the setting would presumably be 
considered offensive by most civil libertarians. 

To answer the question of what happened to patients 
so treated, we undertook the present follow-up study. 
Each of the first 50 consecutively admitted patients (34 
men and 16 women) completing a course of treatment in 
the ICU was used as his/her own control. A comparison 
was made between the one-year period prior to the index 
admission and the one year subsequent to first release 
from the ICU. Using the criteria of number of hospital- 
izations, interval between admissions, and total time 
spent as an inpatient, we were unable to demonstrate any 
statistically significant differences between the pre- 
treatment and posttreatment years for the group as a 
whole. Similarly, we could not prove any marked reduc- 
tion in the overall incidence of those behaviors that led to 
the original referral. 

In studying the data, we were struck by the wide indi- 
vidual variability among the subjects. Therefore we rated 
each patient on a global basis, and we achieved nearly 
perfect agreement by consensus after reviewing all avail- 
able records. Fourteen patients (28 percent) were consid- 
ered to be improved. Of these, 5 were much improved in 
that they spent the entire follow-up year in the commu- 
nity and out of the hospital. The other 9 were hospitalized 
for portions of the year, but showed little repetition of the 
behaviors that led to their transfer to a closed ward. AI- 
most half of our patients (N =23) showed little change in 
symptoms throughout most of the follow-up period. We 
rated 6 patients (12 percent) as worse. No useful ratings 
could be made for 7 patients (14 percent) because data 
were not obtainable, the usual reason being the patient's 
departure from New York. 

Interpretation of the global follow-up ratings is diffi- 
cult. It is, however, our feeling that the results are gener- 
ally positive, since one must bear in mind that we were 
dealing with the most difficult-to-treat group of patients 
that could be selected. These individuals simply did not 
"make it" in the more usual treatment setting. For a fair 
number of them, their stay on the ICU interrupted or re- 
versed a course of patienthood that had previously spi- 
raled continually downward. 

To directly relate our experiences to the main theme of 
this report, let us look into the reactions to closed ward 
treatment. It may be stated unequivocally that the com- 
munity was strongly in favor of such a treatment modal- 
ity and, at times, distressingly so. Not once in the two 
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years of our study was there a complaint from any rela- 
tive, group, or other interested party that we were locking 
up someone needlessly. Rather, the reverse was true. The 
pressure was clearly in the direction of treating more 
patients in the closed ward setting, and there were 
frequent requests from various individuals outside the 
hospital that patients be admitted to our ward. 

We were confronted with the painful fact that the com- 
munity does not understand, sympathize with, or want 
these individuals in its midst. Witness the following: In 
one case, persons representing themselves as spokesmen 
for an ethnically oriented social and political action 
group accompanied a patient to the admitting room of 
the hospital to assure her admission to a locked ward; 
they contended that she had thrown her newborn infant 
into a trash can on the street. Because of the nature of her 
behavior, and the social pressure, the patient was ac- 
cepted for direct admission to the ICU. We later learned 
that the story was pure fabrication. The community had 
defined the patient as a nuisance, and it wanted to make 
sure that she stayed in the hospital. 

In another instance, a young male patient arrived with 
several notes scrawled on the admitting papers sent from 
the community general hospital indicating that he was 
“to be admitted to a closed ward by order of Commis- 
sioner X [a name was given], New York City Depart- 
ment of Health." While we were under no obligation to 
heed these instructions, we did so. Within a day it was 
learned that no such commissioner existed. These exam- 
ples illustrate the fact that community groups will go to 
great lengths, including subterfuge and misrepresenta- 
tion, to rid themselves of the “troublesome” mentally ill. 

As indicated in a previous report (7), our patients 
rarely objected to the locked ward, and when they did so, 
it proved to be an objection to being in the hospital rather 
than on a particular ward. A large number of the patients 
signed agreements to remain as voluntary patients with 
full knowledge of the fact that they would be kept on the 
[CU as long as the staff felt that it was necessary. In their 
discussion of the advantages of a closed ward, Fischer 
and Weinstein (3) stated, “In the readmission of former 
patients, there has not been one instance in 10 years in 
which the locked door was objected to by either the pa- 
tient or his relatives." Our experience was essentially the 
same. 


THE POSITION OF THE COMMUNITY 


One of us (S.R.) served as chief of an open-door service 
at Bronx Psychiatric Center. In that capacity, monitor- 
ing the interface between hospital and community was 
one of his principal functions. The direction that families 
take is eminently clear. Whether they bring their re- 
quests to the ward staff, the chief of service, the director, 
or even the commissioner, it is their desire that the pa- 
tients be kept in the hospital when we feel that they are 
ready for discharge to the community. Answering such 
complaints has become part of the daily routine of the 


hospital staff. In cases where the family wanted to have 
its relative removed from Bronx Psychiatric Center, it 
was because of their objection to the open doors. 

By no means are these family attitudes always, or even 
often, desirable. We mention this simply to point out that 
families cannot be overlooked in a cavalier fashion. They 
tell us something about societal misapprehension, capac- 
ity to tolerate deviance, and the tensions and problems of 
living with psychotics. If we plan to release a patient to 
his family, it behooves us to see to it that the environment 
to which he will return ts not a rejecting one. We must 
recognize that the family also has certain rights and that 
these are not always compatible with having a seriously 
disturbed and untreated patient residing in the household. 

In surveying community attitudes toward mental ill- 
ness, Bentz and Edgerton (8) reported an important dif- 
ference between the general public and the defined com- 
munity leaders. Significantly fewer of the latter group 
believed that mental hospitals are needed to protect the 
community from the mentally ill (35 percent versus 70 
percent of the general public). The public saw the protec- 
tive aspect as a primary role of the hospital. These find- 
ings serve to remind us that what the most vocal mem- 
bers of society may be saying is not necessarily indicative 
of the grass-roots sentiment. 

A look at what happened in California in 1973 may be 
enlightening. That state had announced plans to phase 
out its state mental hospitals within the next few years. A 
legislative committee investigating the possible impact of 
this decision heard complaints that the state laws, while 
designed to protect patients’ civil rights, were then 
too liberal with regard to the release of potentially dan- 
gerous patients (9). There were, also accusations that the 
hospitals were “dumping” patients into communities un- 
prepared to care Tor them. The strength of public opinion 
resulted in the reversal of the decision to abolish state 
hospitals (10). 

Aviram and Segal (11) detailed some of the mecha- 
nisms that communities are developing to continue to ex- 
clude their mentally ill in the face of current trends to- 
ward community-based care. They presented evidence 
that the penal zode is increasingly used to commit 
patients for long-term care. “Ghettoization” and bureau- 
cratic maneuvering were among the other techniques 
they discussed. Taey provocatively titled the final section 
of their paper “From Back Wards to Back Alleys.” 

Making a plea for a continuum of treatment facilities, 
Mosher and Gunderson forewarned us, 


First, it must be recognized that most people would rather 
not be confronted on a day-to-day basis with behavior that is 
defined as socially deviant; and one result of the community 
orientation of mental health care will certainly be increased 
contact with deviance. Furthermore, the patient’s deviant be- 
havior is likely to adversely affect his family’s functioning 
and may cause considerable embarrassment. If we demand 
that families assume primary responsibility for the care of an 
ill relative, without provision for their needs, we can expect a 
backlash against our community-oriented efforts, and the 
voice of the average man in the street, who has also been dis- 
comforted by th2 deviant behavior of patients, will be added 
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to the families’ chorus unless we provide for his needs. (12, p. 
48) 


DISCUSSION 


Critics of psychiatry will always be with us. They serve 
the useful function of forcing us to examine where we are, 
how we got there, and where we are going. 

In this case, we do not deny the good intentions of 
those civil libertarians who advocate the abolition of in- 
voluntary hospitalization. There is, however, a critical 
danger to which we must not succumb, A few individuals 
set themselves up in an elitist fashion, pretending to 
speak for the masses as to what is right. They make their 
statements without first finding out what the public 
wants. Lives are affected thereby. 

We believe that the weight of the evidence reviewed, 
both ours and that of others, clearly indicates that society 
is not ready for the abolition of involuntary hospital- 
ization. Certainly the wholesale use of such a procedure is 
not tenable. However, even though there are abuses, this 
does not mean that we must throw out the baby with the 
bath water. 

The humane approach to serious impairment of men- 
tal functioning demands that the suffering of the patient 
be relieved. He must be helped to take his place in society 
comfortably. We believe that this right is more funda- 
mental than, and therefore takes precedence over, that 
of liberty, for without appropriate therapy what do we 
offer the patient? It is true that he is free to come and go 
as he pleases, but what about the quality of his life? Can 
we really call it "liberty" if someone walks the streets in 
terror because of paranoid delusions or threatening hal- 
lucinations? Or if he is at home and subject to constant 
barrages from a rejecting environment? 

Involuntary hospitalization remains the procedure of 


. choice for a small group of patients who are seriously 


mentally ill and unable to make an informed decision as 
to their need for inpatient care. Such a hospital admis- 
sion 1s not forever, but rather for a finite period of time. 
The rights of such patients require protection in the form 
of judicial review. The overriding right is that of adequate 
treatment. When it is provided, we can assure a more 
meaningful liberty for the patient, his family, and the 
community. We cannot surrender to the temptation to 
uphold an absolute right to liberty and, because of it, ab- 
rogate or negate many others. 
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Brain Hypoxia, Minimal Brain Dysfunction, and Schizophrenia 


BY H. ALLEN HANDFORD, M.D. 





The author hypothesizes that individuals who suffer brain 
hypoxia prenatally, perinatally, or immediately 
postnatally constitute a population at risk for minimal 
brain dysfunction and for schizophrenia in adulthood. 
This hypothesis has implications for early intervention 
with children who have MBD and their families and for 
multidisciplinary management of these cases throughout 
childhood. 


ON THE BASIS OF more than a decade of clinical experi- 
ence with mentally ill children, including five years of re- 
search on early infantile autism (1), follow-up of these 
children extending into adulthood, and a review of the 
records of adult schizophrenics, I wish to propose a hy- 
pothesis developing from research focusing on brain 
anatomy and physiology. Simply stated, the hypothesis is 
that individuals who have survived prenatal, perinatal, or 
immediate postnatal hypoxia constitute a population at 
risk for the development of minimal brain dysfunction 
and, subsequently, of schizophrenia. A corollary of this 
hypothesis is that the type and age of onset of schizophre- 
nia are determined within a system composed of the fol- 
lowing factors 1) the stage of brain development at 
which the hypoxia occurred, 2) the degree of hypoxia and 
related brain tissue damage, 3) the anatomic location 
within the brain (including brain stem) of the hypoxic ef- 
fects, and 4) the patient's interaction with his family and 
social environment. 


Dr. Handford is Clinical Assistant Professor of Psychiatry and Human 
Behavior at Jefferson Medical College, Philadelphia, Pa., and Chief 
Child Psychiatric Consultant at the Child Development Center, 1605 
West Main St., Norristown, Pa. 19401. 
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The childhood disorder MBD, described by Strauss 
and Lehtinen (2) over 25 years ago, has gained increasing 
diagnostic, therapeutic, and educational significance in 
recent years. The manifestations of the disorder include 
impairment of social judgment, emotional lability, poor 
coordination, perceptual disability, and related learning 
problems. The functional disability of such patients 
ranges from mild to severe, and they require many mo- 
dalities of therapeutic and educational intervention dur- . 
ing childhood and adolescence. Moreover, as is shown in 
the following case report, these patients may be at risk in 
adolescence for the development of schizophrenia. 


Case 1. Ms. A was a 21-year-old single woman who had been 
referred first at the age of 13 because she was “flapping about 
the school ground acting like superman.” The clinical picture 
was one of borderline intelligence, impaired social judgment, 
and slow learning, with occasional poor reality testing. Her 
birth was premature, and oxygen was required during the first 
five days. Her development was slow but progressive during 
childhood, and she maintained an IQ of about 80. At age 17, 
she began having periods of decompensation, characterized by 
crying out in the night, extra sensitivity to voices, ideas of refer- 
ence, and misinterpretation and fear of certain colors, graffiti, 
and designs. She expressed the delusion that she had aborted a 
fetus into the toilet at home. She had been diagnosed in early 
childhood as having nonpsychotic organic brain syndrome 
(MBD) secondary to prematurity. In adolescence, her symp- 
toms strongly suggested a schizophrenic process. 


The question of brain tissue damage in MBD has been 
a controversial one. Recent studies appear to have con- 
firmed the existence of such damage, localized the brain 
areas affected, and isolated an important causal factor, 
brain tissue hypoxia, in both MBD and schizophrenia. 


FETAL AND NEONATAL BRAIN SECTION STUDIES 


In 1970, Towbin (3) reported clinical histories and au- 
topsy material from over 600 live and stillborn infants. 
He preserved focal lesions by whole-brain histologic sec- 
tioning and consistently demonstrated their geographic 
relationship in the brain. He described four main types of 
central nervous system damage in the fetus and newborn: 
subdural hemorrhage, spinal cord and brain stem dam- 
age, hypoxic cerebral periventricular infarctional dam- 
age, and cerebral cortical infarctional damage. All of 
these but the first were implicated in the etiology of sub- 
sequent M BD or classic cerebral palsy. 

According to Towbin, spinal cord and brain stem dam- 
age due to direct but often undetected birth trauma was 
responsible for most of the signs of neonatal distress de- 
termined in the delivery room or newborn nursery by the 
Apgar score. This is the case because the Apgar factors— 
initiation of respiration, sustained cardiac function, 
muscle tone, and irritability—depend on the intact func- 
tioning of the brain stem and upper cord structures. 
Traumata that contribute to such damage are breech de- 
livery, forceps traction, prematurity (with the attendant 
difficult passage of a small infant through an unripe birth 
canal), first birth, and precipitous delivery. Respiratory 
depression from such direct damage produced sufficient 
hypoxia to cause cortical infarctional damage in term in- 
fants and to cause periventricular damage in premature 
infants. 

Towbin reasoaed that the differing sites of damage in 
term versus premature infants depended on the site of the 
-neuronal germiral matrix, the area of the most rapidly 
developing neural tissue at any given time. He observed 
in his sections that this was where the blood supply was 
most diffuse, fragile, and prone to infarctional episodes 
secondary to hypoxia. The germinal matrix in the term 
infant from the 35th week of gestation through delivery 
and postnatally is in the cortical areas. Towbin noted that 
when damage occurred, it was histologically most evident 
in the Betz cells of the precentral cortex and the Purkinje 
cells of the cerebellum. Betz cells mediate motor function 
and Purkinje cells mediate coordination. Malfunction in 
these areas is ccnsistent with two of the classical signs of 
MBD, impaired motor function and poor coordination. 
More severe classic cerebral palsy, with spasticity, ataxia, 
or athetosis incicating involvement of the basal ganglia 
(in the perivent-icular area), suggests hypoxic damage at 
an earlier stage of brain development. 

In the Towbin series, premature infants of 28 weeks 
gestation were the most prone to develop the deep peri- 
ventricular infzrctional damage, since the greatest ger- 
minal matrix development at that time was in the peri- 
ventricular area. Structures affected were the corpus 
striatum, basal ganglia, and thalamus: Conditions pro- 
ducing hypoxia prior to actual birth included partial pla- 
cental separations (indicated by bleeding near the end of 
pregnancy) anc shunting phenomena of the vascular sup- 
ply system, seen in as many as 70 percent of monozygotic 
twins (4). These factors help to account for the various 
forms of brain damage that occur even when the actual 
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delivery is uncomplicated and for the fact that the pre- 
mature infant is at greater risk for such disability. 

This evidence from fetal and neonata! studies strongly 
suggests the validity of the concept of structural as well 
as functional damage to brain tissue in MBD as well as in 
classic cerebral palsy. This theory awaits corroboration 
from histologic analysis of postmortem brain specimens, 
correlated with chnical histories of children of various 
ages. 


BRAIN HYPOXIA AND SCHIZOPHRENIA 


In 1973, Campion and Tucker (4) seriously challenged 
one key basis for the genetic hypothesis of the etiology of 
schizophrenia—1.e., the increased concordance for the 
disorder in monozygotic (MZ) twins as opposed to di- 
zygotic (DZ) twins and singletons. In the process, they re- 
viewed convincing evidence in support of the brain dam- 
age theory of the origin of schizophrenia. Citing 
anatomic, physiologic, and developmental data on MZ 
and DZ twins, they pointed out that, contrary to previous 
belief, the prenatal environments of MZ twins are not 
identical. Approximately 70 percent of MZ twins share a 
single chorion and are therefore subject to the inter- 
mittent reduction of blood supply to one fetus or the 
other, a phenomenon known as “transfusion syndrome." 
This may be so severe as to cause significant degrees of 
brain damage. Singletons, DZ twins, and 30 percent of 
MZ twins are not so affected because each has a separate 
chorion. It is worth noting that the concordance rate for 
schizophrenia in MZ twins is approximately 70 percent 
as opposed to the 100 percent rate that might be expected 
if MZ twins were environmentally and genetically equal. 
According to Towbin (3) this shunting is at fault in corti- 
cal infarction found in near-term twins. Campion and 
Tucker provided substantial evidence that MZ twins are 
at far greater risk than are DZ twins or singletons for dis- 
parities in intellectual development, congenital malfor- 
mations, low birth weight, and infant mortality. They fur- 
ther maintained that perinatal complications and subtle 
neurologic damage are either part of the development of 
schizophrenia or essential elements of the disorder itself. 
Without the corroboration of the twin studies, the case 
for a genetic basis of schizophrenia is greatly weakened. 

In an extremely complex analysis of anatomic and 
neurobiochemical data relating to parkinsonism and 
schizophrenia, Stevens (5) concluded that the character- 
istic symptoms of schizophrenic patients—preemption of 
consciousness by fear, a sense of unreality, and height- 
ened or distorted sensory and sexual perceptions of an 
acute or chronic nature—are related to the excess pro- 
duction of, or increased sensitivity to, dopamine released 
locally from the dopaminergic pathways at the principal 
terminus of the dopaminergic system, the limbic striatal 
portion of the corpus striatum. Consistent with our pre- 
vious conclusions, Stevens indicated that this could occur 
secondarily to damage and malfunction of the pathways 
from hypoxia, infection, or other injury. As further con- 
firmation of aberrant brain function in schizophrenia. she 


Am J Psychiatry 132:2, February 1975 193 


BRIEF COMMUNICATIONS 


presented EEG data from nonepileptic schizophrenic 
patients recorded during periods of deranged mental ac- 
tivity or distraction by endogenous percepts (as evidenced 
by stereotyped behaviors and hallucinosis). These EEGs 
indicated abnormal potentials in the subcortical striatal 
areas. She concluded that there seemed to be a pathologic 
widening of consciousness in schizophrenic patients, 
characterized by an intensification of both endogenous 
and exogenous perceptions. This intensification gener- 
ated the clinical state of disorganizing anxiety and irra- 
tional behavior. A key preliminary element in the treat- 
ment of schizophrenia would be pharmacologic agents 
such as the phenothiazines or butyrophenones, which di- 
rectly affect dopamine metabolism at the pathway termi- 
nus and thereby narrow the field of consciousness to 
manageable proportions. This enables the patient to co- 
operate more effectively with nonpharmacologic life 
management programs. 


CONCLUSIONS 


The importance of recognizing a possible link between 
pre- and perinatal brain hypoxia, MBD, and schizophre- 
nia through damage to the dopaminergic pathways can- 
not be overemphasized. The implications of this concept 
range from improvement of prenatal care and refinement 
of obstetrical techniques, through early intervention with 
developmental programs for infants at risk and their 
families, to multidisciplinary management of the child 
with MBD, including appropriate medication throughout 
childhood. The awareness that such children are handi- 
capped and at risk for schizophrenia ts of epidemiologic 
significance in delineating more clearly a target popu- 
lation for research and early case finding. Dynamically, 
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so-called schizophrenogenic parents or families could be 
counseled in the more reality-based framework of under- 
standing feelings toward such children and learning to 
cope with their affective and cognitive problems rather 
than focusing upon a dubious concept of parental causal- 
ity, with its strong guilt-evoking overtones. 

I am currently taking such an approach in collabora- 
tion with a multidisciplinary team consisting of a pedia- 
trician, psychologist-educator, audiologist, pediatric neu- 
rologist, and special education teachers working with 
some 80 at-risk nursery school children and their families 
in a community-based child development center. Data 
gathering and analysis over a significant time span re- 
mains to be accomplished, but early indications of affec- 
tive and cognitive development in the children and im- 
proved coping ability in their parents seem promising. In 
our program, attention is being paid to the subtle neuro- 
logic deficits with corrective medication, special devel- 
opmental educational approaches, and parental counsel- 
ing. This model of early intervention, based on the 
gradually developing concept of the neurophysiologic ori- 
gin of schizophrenia, seems to offer new hope for the alle- 
viation and even prevention of this enigmatic affliction. 
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The Educational Process as a Treatment Modality ina 


Drug Rehabilitation Program 


BY LEONARD SUCHOTLIFF, PH.D., AND SUSAN MEYER, M.A.T. 


The authors describe an educational program that is an 
integral part ofa residential drug rehabilitation program. 
They believe that effective treatment of drug addiction 
must provide individuals with the opportunity to acquire 
skills that will make it easier for them to compete in the 
job market when «hey leave the program. They discuss 
how the educatioral process serves as a treatment 
modality that supplements and complements the other 
aspects of the therapeutic community. 


THE BASIC PREMISE of the Edon House long-term (14- to 
18-month) residential drug rehabilitation program is 
that participation in a therapeutic community is not 
enough to help someone stop using drugs. Effective treat- 
ment must provide individuals with the opportunity to 
acquire skills that will make it easier for them to compete 
in the job market when they leave the program. 

One of the ma‘or deficiencies noted in at least half of 
the addicts who nave entered Edon House is that they 
have not comple:ed high school. In order to meet this 
need, an educational program geared toward providing 
educational enricament was initiated. Since its inception 
approximately two years ago, 65 residents have been pre- 
pared to take the General Equivalency Diploma (GED) 
examination; 55 residents have passed. 

What makes the educational program at Edon House 
unique is that it is an integral part of the therapeutic com- 
munity. The educational program is viewed as a treat- 
ment modality that supplements and complements other 
aspects of the program. In most therapeutic commu- 
nities, educational achievement, if stressed at all, is seen 
as a peripheral activity that takes place outside the unit 
(e.g., adult education classes). Volunteer teachers whose 
services are isolated from other areas of the program are 
also sometimes used. In either case, educational achieve- 
ment is encapsulated from the rest of the resident's life 
within the therapeutic community. It is usually seen as 
having little relevance beyond its functional utility (^Y ou 
need an education to get a good job"). 

At Edon House, the resident's participation in the edu- 
cational program is given equal weight with his participa- 
tion in groups, job functions, and seminars. Education is 


At the time of the study the authors were both with Edon House, 
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seen as a particularly significant area not only because it 
is functionally useful to the resident but also because the 
very process by which the individual learns and the expe- 
riences he encounters in the school are therapeutic. The 
major aim of this paper will be to briefly describe the edu- 
cational program at Edon House and to point out how 
the educational process and the therapeutic process com- 
plement and supplement each other. 


THE EDUCATIONAL PROCESS AS THERAPY 


The educational program at Edon House is designed -o 
meet as many of the diverse needs of the resident popu- 
lation as possible. At present, the program features five 
key areas: the reading laboratory, GED classes, rem2- 
dial- to college-level mathematics classes, precollege 
classes and various educational enrichment classes, and 
craft and vocational skill classes. Individual tutoring is 
also available. 

The education department consists of a director whose 
area of specialization is English, a reading specialist who 
is in charge of the reading laboratory, and program resi- 
dents who conduct mathematics classes and individual 
tutoring. Both the educational director and the reading 
specialist also conduct treatment groups and participate 
in daily case conferences. The job function of the tutoring 
residents within the house is that of schoolroom assistant. 
The educational director is responsible for the coordina- 
tion of the school program with other aspects of the ther- 
apeutic community. The student residents, tutoring resi- 
dents, and teaching staff are all members of the 
therapeutic community. 

Residents attend classes on a voluntary basis. Once a 
commitment to a class has been made, however, the resi- 
dent is held responsible to honor his obligation. A com- 
mitment is defined as extending from six weeks to two 
months, depending upon the course of study involved. At 
the end of this period, the resident decides whether or not 
he will renew his commitment and.continue to attend 
classes. Since the Edon House school program represents 
a “last-ditch” chance at education for many residents, at- 
tendance is not a problem; the school is supported enthu- 
siastically. 

Every student enrolled in the educational program is 
evaluated individually in order to determine his particu- 
lar level of reading speed and comprehension. A specific 
program of study is then mapped out to meet his needs. 
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This assessment forces the resident to confront his educa- 
tional limitations directly. All the cunning and manipu- 
lative skill that were useful on the street are worthless 
here. The resident to whom educational achievement was 
not a relevant factor in determining his self-worth and 
status when he was using drugs must now readjust and 
evaluate himself and his position vis-a-vis others in terms 
of his ability to learn. 

In the educational laboratory, where we use pre- 
programmed reading material and audiovisual machines, 
the student proceeds through the course at his own speed 
until he achieves his desired level of competency. Accu- 
rate responses are reinforced and errors are corrected im- 
mediately so that the student's primary experience is one 
of success. 

In school more than in any other area of the program, 
goals and expectations are clearly defined; the resident 
gets continuous feedback on his progress and has a defi- 
nite and objective barometer of success. [n other areas of 
the program, he may fool himself and others by simulat- 
ing concern, but in the educational program he cannot do 
this because progress is objectively definable. We have 
found that educational assessment and participation in 
the reading laboratory, which confront the resident with 
a clear picture of his own educational level, are the best 
image breakers available. They literally force the addict 
to acknowledge his deficiencies and to place himself in a 
situation where he is a learner who must depend upon 
others in order to get what he needs. 


Changing the Hierarchical Structure 


The structure of almost all therapeutic communities is 
hierarchical (1). Status in the program is generally based 
upon the resident's job in the house and how long he has 
been in treatment. A major advantage of the educational 
program is that it places individuals of differing status in 
the rehabilitation program in situations where their posi- 
tion in the hierarchy is not a relevant variable. Com- 
petency thus comes to be redefined in terms of educa- 
tional achievement. An individual's progress in school 
becomes critical in determining his progress within the 
house. The resident's participation, his motivation, and 
his attitudes in school are communicated to the whole 
staff and are dealt with as any other behavior would be. 
In many cases treatment plans have been worked out 
whereby individuals have been assigned to certain courses 
or given positions of responsibility in the education de- 
partment in order to work on areas of deficiency or to get 
positive reinforcement in areas of particular expertise. 

In school we find such situations as residents who were 
considered more advanced depending on those thought to 
be less advanced, strong residents depending on meek 
residents, and men depending on women. In short, school 
undercuts the implicit assumption of therapeutic commu- 
nities that the longer one is in treatment, the more com- 
petent he must be in all areas. In addition to imparting 
skills, the educational program clearly forces the resident 
to deal with social situations that he might not encounter 
in other areas of the program. 

After a resident has successfully completed the reading 
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laboratory, he may enroll in a class geared toward pre- 
paring him to obtain a GED. These classes are small; stu- 
dents are given instruction in grammar, literature, social 
studies, science, and mathematics. Intensive classwork is 
done for approximately two months. At the end of that 
period, those students considered sufficiently prepared 
may take the test for an equivalency diploma. 


The Experience of Success 


As the individual resident progresses in the educational 
program, he is not only achieving mastery over the ma- 
terial, which makes him feel more competent, but he is 
also mastering a skill valued by "straight" people. For 
many addicts the passing of the GED is their first con- 
crete experience of success in the "straight" world. Resi- 
dents who have successfully completed the GED express 
the view that their ability to complete school, something 
that previously turned them off, indicates that they may 
now be capable of dealing with other situations they had 
previously felt unprepared or unable to handle. It may be 
speculated that a correlation exists between success in 
school and the ability to complete the program and re- 
main drug free. 

For those residents who enter the program with high 
school diplomas, and for those who obtain them while at 
Edon House, precollege and various educational enrich- 
ment classes are offered. In addition, a Scholastic Apti- 
tude Test course is given that prepares the resident to 
take that examination. 

A relaxed and informal atmosphere prevails in these 
classes as well as in the reading laboratory. Residents are 
encouraged to be highly verbal, to do their thinking 
aloud, and to feel sufficiently at ease to make mistakes 
without the fear of being thought stupid. We foster the at- 
titude that making mistakes is a natural and necessary 
part of the learning process, not a sign of weakness or a 
cause for embarrassment. Smooth talking for the pur- 
pose of manipulating others, however, is discouraged be- 
cause this represents an attempt to hide one's ignorance. 
Only when a resident feels free to reveal what he does and 
does not know can true learning be initiated. 

We would note the similarity between the educational 
philosophy and the underlying philosophy of the thera- 
peutic community: both encourage the individual to rede- 
fine his concept of strength from one of being able to 
handle all situations adequately and without assistance to 
allowing himself to make mistakes and learn how to ask 
others for help. The ultimate goal of education and of 
therapy is to teach a method of problem solving that the 
individual can employ in new situations. 


DISCUSSION 


This educational program is predicated upon the phi- 
losophy and spirit that underlie all phases of the thera- 
peutic community: commitment to change and the ac- 
ceptance of responsibility. The value of a school program 
lies as much in its usefulness as a therapeutic tool as in its 
functional utility. It encourages the addict to confront his 


strengths and limitations realistically and provides op- 
portunities for him to experience success and develop 
feelings of self-esteem. The process of learning, whether 
it focuses on mastering unfamiliar subject matter, acquir- 
ing new skills, or understanding one’s own behavior and 
redefining oneself in relation to others, is therapeutic; the 
therapeutic process is educational. The functional results 
of education, the techniques used in the school program, 
and the very nature of the learning process itself allow a 


Translating Despair 


BY JAMES E. SABIN, M.D. 


The author reviews two cases of suicide by Spanish- 
speaking patients who were evaluated and treated by 
English-speaking osychiatrists using a translator. He 
suggests that the patient's emotional suffering may be 
selectively underestimated when the clinician works by 
means of translation. The diagnosis may emphasize 
psychotic features of the illness and minimize the 
affective component; consequently the risk of suicide may 
be underestimatedc. 


WITH THE DEVELOPMENT of community mental health 
centers and comprehensive neighborhood health centers, 
many of which serve Spanish-speaking populations, it is 
increasingly common for English-speaking mental health 
professionals, using translators, to evaluate and treat 
Spanish-speaking patients. Communicating in a common 
language would cbviously be preferable, but the size of 
the Spanish-speaking population and the current dearth 
of Spanish-speaking mental health professionals make 
the use of translators a necessity. 

The various techniques of clinical psychiatric eval- 
uation have been developed in settings in which patients 
and clinicians, however different from each other, speak 
the same language. Speaking metaphorically, we say that 
the middle-class white clinician and lower-class third- 
world patient “don’t speak the same language," but while 
the metaphor points to something real, it is a different 
form of noncommunication than occurs between the 
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treatment modality and dimension of rehabilitation un- 
available to therapeutic communities that do not have 
such a program. 
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same professional and a Spanish-speaking patient. [n 
medical terms, communication is a major instrument of 
clinical examination, and if the patient is using a second 
language or speaking through a translator, the in- 
strument is altered and may produce altered results. For 
this reason, whatever method of evaluation an English- 
speaking practitioner may use, he cannot rely on it with 
the same assurance when he is working with patients who 
speak a different language. Similarly, the physician must 
adapt his ear to a new stethoscope before he can be con- 
fident in auscultation of the heart. 

There is as yet no agreement as to how different lan- 
guages in patient and clinician affect clinical evaluation, 
but there is clearly a pronounced effect. In a recent report 
Del Castillo (1) suggested that the bilingual patient may 
show less psychotic symptomatology when examined in 
English than when examined in his native tongue. He 
speculated that the mental effort required to speak in a 
second language puts the patient in better contact with 
reality and masks the psychosis that is apparent when the 
patient 1s interviewed in his language of origin. Marcos 
and associates (2), in an experimental study, reached the 
opposite conclusion, that “Spanish-American patients 
are consistently rated as showing more pathology when 
they are interviewed in English" (p. 552). The authors hy- 
pothesized that problems posed by speaking a second 
language produce changes suggestive of more pathology 
in the patient's clinical presentation and that a frame of 
reference applicable to native English speakers may not 
be valid when applied to an English interview with a 
native Spanish-speaking patient. 

While differing in important details, these studies con- 
clude that the bilingual patient appears different when ex- 
amined in English than when examined in his native 
tongue. The differences noted are predominantly differ- 
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ences in degree of psychosis (patients appearing more or 
less ill when examined under varying linguistic condi- 
tions). In principle it seems likely that altering the lin- 
guistic instrument may bring about apparent differences 
in kind of illness as well as apparent differences in degree 
of illness. I believe that the following cases illustrate the 
effects that translation can have on-clinical evaluation. 


CASE REPORTS 


I have recently had occasion to review two cases in 
which Spanish-speaking patients evaluated by English- 
speaking psychiatrists in collaboration with a translator 
committed suicide. While both cases appear to reflect 
careful, responsible work, it is clear in retrospect that at 
several points different psychiatrists systematically un- 
deremphasized the affective component of the illness, 
with consequent underestimation of suicidal risk. Both 
patients were perceived as seriously ill (degree of illness), 
but the component of psychotic thinking was given undue 
prominence in the clinical evaluation at the expense of 
full recognition of the patients’ despair (kind of illness). 
In describing the cases I have altered nonessential details. 


Case 1. Ms. A., a 45-year-old South American woman, came 
to the United States when she was 30. Shortly thereafter she be- 
came pregnant and delivered a retarded son, with whom she 
lived in symbiotic intimacy. In the 18 months before she com- 
mitted suicide she had four brief voluntary hospital admissions 
for what was diagnosed as a schizo-affective illness. The admis- 
sions were associated with events implying potential separation 
from her son and were characterized by crying, sadness, terror 
that she would be harmed or die, feelings of helplessness, and a 
wish to be cared for. Each time she responded rapidly to hospi- 
talization and phenothiazine medication and was returned to 
outpatient care. 

On the evening of her suicide a Spanish-speaking worker 
brought her to the hospital for evaluation of another decompen- 
sation, again in the context of threatened sepazation from her 
son. The worker was concerned because Ms. A. had spoken of 
suicide if she lost her son. Ms. A. was interviewed for more than 
an hour by the emergency room psychiatrist, who found her to 
be anxious and depressed. Ms. A. was offered a voluntary ad- 
mission, but this time she declined hospitalization. 

Despite the report that she had spoken of suicide earlier in 
the day, the emergency room psychiatrist judged her to be “not 
homicidal or suicidal now” on the basis of an extensive inter- 
view. Since Massachusetts law requires direct evidence of homi- 
cidal or suicidal trends for involuntary admission, involuntary 
commitment was not sought. Later that night she hanged her- 
self. 


Case 2. Mr. B., a 71-year-old former businessman from 
Puerto Rico, came to the mainland six years before his death. 
Following a physical illness he had developed a protracted psy- 
chotic depressive reaction characterized by intense fearfulness, 
delusional jealousy, sleep disturbance, and loss cf his customary 
joie de vivre. He was treated intermittently at a zeneral hospital 
for one year with a variety of medications, but with only limited 
benefit. His case was transferred to a neighborhood health cen- 
ter, where review of the case revealed he had not had an ade- 
quate trial of tricyclic antidepressant medication. 
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The patient and his family approved a plan for an initial 
course of tricyclic medication, followed by ECT if the medica- 
tion were ineffective. Both Mr. B. and his family were opposed 
to hospitalization, which was offered. On the day of his death he 
slipped away from a sister who was watching him and hanged 
himself. 

The family had been aware that Mr. B. was hopeless and 
wished to die; therefore, they had maintained a careful watch 
over him on their own initiative. The psychiatrist recognized 
that Mr. B. suffered from a severe psychotic depression, but he 
did not appreciate the extent of his despair and suicidal drive. 


In neither of these cases was the individual or his fam- 
lly secretive about the presence of a serious illness. The 
translator in both cases spoke Spanish as her native 
tongue, was fluent in English, and had had training in 
school counseling. In case | she served as a supportive 
caseworker as well as a translator. [n case 2 she saw Mr. 
B. only with the psychiatrist and did not have an indepen- 
dent relationship. Reviewing the cases she felt she had 
communicated her understanding of what the patients 
and their families said. As documented by the record, she 
brought Ms. A. to be evaluated on the night of her death 
out of an explicit concern that Ms. A. was considering 
suicide. In both cases the psychiatrists were well trained 
(two third-year residents in case 1 and a board-certified 
staff psychiatrist in case 2) and recognized that the 
patients were severely ill. In both cases the psychiatrist 
responsible had made home visits with the translator as 
part of the diagnostic evaluation; it did not appear that 
either psychiatrist was averse to working with Spanish- 
speaking patients. However, while all three psychiatrists 
diagnosed major mental illnesses requiring active inter- 
vention, none recognized the depth of despair and in- 
tensity of conscious suicidal feeling in Ms. A. or Mr. B. 


A HYPOTHESIS 


While two cases can at best only suggest a hypothesis, 
perusal of the notes kept during the course of treatment 
by the three English-speaking psychiatrists are consistent 
with a process I call "transformation of the familiar into 
the mysterious." In clinical terms this means empha- 
sizing the features of psychosis (thought disorder, bizarre 
behavior) at the expense of observations pertaining to af- 
fect (sadness, loss of hope, despair). This process is illus- 
trated clearly by the conclusion in the "present illness" 
section of the first admission note for Ms. A., written 18 
months before her death. 


Ms. A. got angry, felt alone, unloved, and abandoned. ... 
On Sunday evening and Monday morning she felt upset, was 
talking to herself, was disoriented, confused, feeling lonely 
and depressed and at times like hurting herself. She report- 
edly at one point attempted to choke herself. Because of this 
bizarre behavior [her friend] brought her to the hospital 
[italics mine]. 


The multiple references to a disturbed emotional state, 
culminating in description of a suicidal gesture, are mis- 
leadingly summarized as “bizarre behavior." The behav- 


ior, all too comprehensible in the light of her ultimate sui- 
cide, was surely interpretable as a reflection of Ms. A.’s 
feeling of hopeless despair. The English-speaking clini- 
cian distanced himself from an evocative picture of Ms. 


A. by categorizing the clinical presentation as "bizarre." : 


A similar process is reflected in the note written 18 
months later by a different psychiatrist (the emergency 
room officer who evaluated Ms. A. just before her sui- 
cide). 


She says she will die [if she could not have her son] but I 
cannot elicit a specific suicidal plan...she is not suicidal 
now.... Psychotic decompensation is likely in the event 
custody of Ms. A.'s son is taken from her. 


The psychiatrist was acting under Massachusetts law 
in presenting evidence pertaining to involuntary com- 
mitment—in his judgment Ms. A. was not acutely sui- 
cidal. Ms. A.’s statement that she would die if she lost her 
son was interpreted as a sign of psychotic thought, not as 
an expression of despair (“I can’t live without him") or of 
suicidal intent (“If I lose him I will die—by my own 
hand"). The emergency room psychiatrist, like the ad- 
mitting psychiatrist one and a half years earlier, empha- 
sized psychosis at the expense of fully recognizing Ms. 
A.’s affective state. 

Mr. B.'s record contains numerous references to his 
anxiety, sleep disturbance, jealousy, and suspiciousness 
but never to his hopelessness or his despair. On reviewing 
the case after Mr. B.’s suicide the psychiatrist recalled 
that the translator had told him that Mr. B.'s family 
thought he was tired of living and wanted to die. This in- 
formation, however, had somehow not guided his em- 
pathic sense of Mr. B.'s condition. The family had not 
denied his despair and suicidal potential, although Mr. B. 
ultimately thwarted their caretaking efforts (as can hap- 
pen even in the hcspital care of a suicidal person). The 
psychiatrist in the case, however, had unwittingly and un- 
characteristically denied this particular aspect of Mr. B's 
illness. 

More than 200 yzars ago, the philosopher David Hume 
Observed in A Treatise of Human Nature (3) that em- 
pathic recognition of the emotions of another person is 
keen when the persons are close and dim when they are 
distant. 


The sentiments of others have little influence, when far re- 
moved from us, and require the relation of contiguity, to 
make them communicate themselves entirely. The relations 
of blood... acquaintance... education and custom... when 
united together, convey the impression of consciousness of 
our own person to the idea of the sentiments or passions of 
others, and maker us conceive them in the strongest and 
most lively manner [italics mine]. (p. 318) 


Consistent with Hume, Schwab and associates (4) 
found in a recent study of medical inpatients that while 
amount of depressive symptomatology was inversely re- 
lated to class, the presumably middle-class medical staff 
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‘is prone to ignore depression in lower-class patients" (p. 
537). 

In the bilingual situation the English-speaking mental 
health worker comes into intimate linguistic contact with 
the translator but not with the patient. When clinician 
and translator collaborate well, as appeared to occur in 
these two cases, there will be abundant data. However, 
the despair that I believe was an important part of the ex- 
perience of Ms. A. and Mr. B. was not adequately appre- 
ciated by the English-speaking psychiatrists. Loss of 
hope and wish for death in another person is deeply pain- 
ful to behold and resonate with—perhaps especially so 
for a health professional, whose work is so dedicated to 
the maintenance of life. 

My hypothesis is that while translation allows trans- 
mission of data that promote diagnosis of psychosis, it 
may not reduce interpersonal distance enough to facili- 
tate vivid appreciation of the patient's affective state. Be- 
cause three separate clinicians (two psychiatrists with 
Ms. A. and one with Mr. B.) made the same clinical error 
independently of one another, I suggest that a tendency 
to avoid the pain entailed by recognizing another per- 
son's despair is abetted when clinical examination is 
done via translation. Because the clinicians showed good 
capacity to empathize with their English-speaking pa- 
tients, ineptitude is not an adequate explanation, and 
because the process of underestimating affective pain 
was so similar in each case, a specific countertransfer- 
ence was not likely to have been operating. 


CONCLUSIONS 


Given the potential risks involved in underestimating 
the affective components of the patient's condition even 
while recognizing and responding to other components of 
the illness, 1 propose that mental health clinicians and 
their translator colleagues take special precautions. We 
should recognize that while translation allows effective 
gathering of data on life history and behavior, allowing 
recognition of psychotic phenomena, the process may se- 
lectively mute our recognition of the patient's despair. 
This leaves us with a picture of a sick person afflicted 
with an illness but not with the more accurate perception 
of a hopeless person, hating life, and moving toward 
choosing to end it by suicide. 
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Journal Shredding Strikes a Responsive Chord 


Sig: Thomas Gutheil, M.D., in "Rapid Retrieval of Litera- 
ture for the Practicing Psychiatrist A Praciical Approach" 
(October 1974 issue) noted the difficulties in constructing a us- 
able filing system and proposed a system using an index deter- 
mined by individual interests. However, there are major prob- 
lems in this approach in developing appropriate subject 
headings and in cross-referencing. 

Fuller (1) described an alternative approach based on a nu- 
merical system with all cross-referencing done within the index. 
Textbooks in the physician's field(s) of interest are selected for 
the quality and clarity of their indexes, and a reference index is 
constructed by assigning a number in sequence to each textbook 
topic. Each article to be filed is given a number from the index 
and placed in the file folder bearing that number. Decimals can 
be used to expand each topic, making the system adaptable to 
changing interests. 

This indexing method has been used successfully to file as 
many as 45,000 articles, including lecture and conference notes, 
photostats, and reprints. It has the advantage of being infinitely 
expandable, flexible, and readily cross-referenced, and it is ap- 
plicable to the approach suggested by Dr. Gutheil. 
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JOHN M. RAINEY, JR., M.D., PH.D. 
Detroit, Mich. 


Sir: I have maintained a file such as Dr. Gutaeil described for 
about nine years. While categorization is the very basis of logic 
and the joys of filing are many, the problems of riddance are in- 
creased when one superimposes one’s own ordzr on the mass of 
psychiatric data. My file now occupies two four-drawer file cab- 
inets and appears to be growing exponential y. Articles from 
newspapers and magazines find their way to rest under my for- 
ever-subdividing subject headings, and the file is marvelous for 
collecting material for articles one hopes to write some day, 
ideas for projects, etc. I would suggest the following caveats to 
Dr. Gutheil and to his readers starting out: 

1. Old journals can be thrown away, but old files become 
classics that represent work and personal interest and should 
not be discarded. 

2. Start with no file headings, just a pile of blank folders and 
some folding envelopes to put them in. You'll soon expand, but 
think small as long as possible. 

3. As soon as you receive journals, tear out the one or two ar- 
ticles that warrant keeping. It is utter folly :o shred and file 
whole issues-—that’s what libraries are for. A:so, most articles 
are back-to-back with other articles, necessitating dilemmas of 
choice or of duplication. 

4. Let your choices of classic articles dictate your own sys- 
tem of classification. Use subdivisions only as files grow too 
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large. A general title, e.g., "Quackery," to cover all that you 
disapprove of but need to know about is useful at times. Keep a 
separate smaller file of nonpsychosomatic titles from medical 
journals (if you must) and throw it all away every three years. 

5. Since limiting my file to two cabinets, I have discovered 
that getting rid of old files is extremely painful, if not impos- 
sible. To do so, I pull out some of the thickest offenders, give 
them a number, e.g., Law |, and start a new file, Law 2. I then 
put the file numbered 1 in a box in a closet or in professional 
storage. If you have no recourse to these files in two years or so, 
they may be destroyed. Don't start a second file if the subject 
seems to be played out. Classic papers must be kept forever, but 
they can be weeded out when you have recourse to them for lec- 
tures. (Psychoanalytic journals are not easily torn apart and 
need not be filed. They are only quarterlies and may be kept for 
five years, then donated to a psychiatric library.) 

6. Never tear up journals in which you have published arti- 
cles. Keep special shelves for those issues, or tear up only the ex- 
tra complimentary copy the editor sends you. 

Interested readers who wish to learn how I miniaturized my 
process-note-keeping system and how I cured a recalcitrant 
stamp collecting habit may contact me. Please don't send com- 
plimentary reprints as an introduction. 


DaviD V. FORREST, M.D. 
155 West 68th St. 
New York, N.Y. 10023 


Sır: I have been using the device of journal shredding Dr. 
Gutheil described for many years. I use the numbering system 
in the table of contents of Freedman and Kaplan's Comprehen- 
sive Textbook of Psychiatry (1) as the basis of my index, assign- 
ing numbers to articles and creating new headings as needed. I 
mark the index number in the upper right corner of the first 
page of the article and the date of publication in the upper left. 
My file clerk then shreds the journal and files the article chron- 
ologically in the appropriately numbered folder. I can then re- 
trieve the article by referring to the headings in my index and 
pulling the numbered folder. 

However, the process of assigning numbers and cross-refer- 
encing takes a considerable amount of time. Consequently, my 
system chronically runs behind my good intentions, and I would 
predict that most people would have a similar problem with Dr. 
Gutheil's system. 

If the authors of Journal articles were requested to assign 
topic headings, cross-references, and numbers to their articles in 
the manner I have described, my file clerk could “shred” and 
file the Journal without waiting for my input and my system 
would not be delayed for my most important journal. 

Two more steps would make the “information explosion” 
more manageable. First, it would help if the Journal staff were 
to assign topic headings, cross-references, and numbers for is- 
sues within the last 10 years. Finally, and most importantly, 
perhaps the success of this endeavor might convince the editors 
of the remaining 39 publications I receive to use the same sys- 
tem so that their publications could be filed in similar fashion. 


As an individual who obviously suffers from a hopelessly in- 
curable variant of b4bliomania, I must confess that con- 
templating the implementation of this system sends me into 
raptures. 
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LEON I. SoNES, M.D. 
Beverly Hills, Calif. 


Editor's Note. We are most interested in these suggestions and 
proposals, and our s:aff is currently investigating the possi- 
bilities mentioned by Dr. Sones for facilitating literature re- 
trieval. We would welzome further suggestions. 


A Defense of the Nonmedical Model 


SIR: I feel that the models presented by Frank M. du Mas, 
Ph.D., in his article “Medical, Nonmedical, or Antimedical 
Models for Mental Health Centers?" (August 1974 issue) are 
outdated and, in many ways, inaccurate and misleading. 

Dr. du Mas states that group characteristics for nonmedical 
personnel are as follcws: less ability than M.D.s, less rigorous 
selecticn, greater heterogeneity, less formal education, less rig- 
orous training, and less scientific training than M.D.s. I think 
this journal has shown ample evidence that these characteristics 
do not apply to the Pn.D.s or M.S.W.s who have written for it. 
As regards training procedures, virtually all Ph.D. candidates 
must write dissertations in order to demonstrate research abil- 
ity, whereas M.D.s generally do not. The point is that a Ph.D. 
has much formal and scientific training, although it is often dif- 
ferent in kind from that of M.D.s. 

Dr. du Mas states ''By law and training they [M.D.s certified 
in psychiatry] are the only ones qualified to treat the whole per- 
son: with drugs, organically, surgically, psychologically, and so- 
cially." What other person is there but the whole person? It is 
absolutely untrue that qualified and licensed nonmedical per- 
sonnel are not competent to treat patients psychologically and 
socially. Many psychiatrists treat their patients only with ECT 
or with prescription medication, a subject that has appeared in 
the pages of this journal many times. 

Finally, I wonder why Dr. du Mas cited Freud's recommen- 
dation in favor of lay analysts—is he opposed to Freud's recom- 
mendation? 


HANS A. ILLING, PH.D. 
Inglewood, Calif. 


Dr. du Mas Replies 


Sir: Judging from correspondence and requests for reprints, 
my article is apparently being used as a teaching aid in both 
graduate and undergraduate courses. I wonder why such an 
"outdated, inaccurate, and... misleading" paper would be 
used in this way. 

My generalizations about the nonmedical model are based on 
rational, and in some cases “mathematical,” deductions. For 
example, a commun:ty mental health center (CMHC) I know 
of that operates under the nonmedical model had two full-time 
M.D.s, three Ph.D.s, and about 80 other personnel—a non- 
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doctorate to doctorate ratio of 16 to I. Service aides, thera- 
pists with B.S. degrees, etc., necessarily lower mean statistical 
parameters for group characteristics of - nonmedical-model 
personnel in regard to training, IQ, clinical experience, etc. 
In medical-model institutions such as hospitals, doctors are 
the only people with final responsibility for all therapy. 

Dr. Illing refers to the competency of "qualified and li- 
censed" nonmedical people. How many personnel in the typical 
nonmedical-model CMHC satisfy these two criteria? I would 
estimate approximately 10 to 20 percent, which means that, 
according to Dr. Illing's own criteria, 80 to 90 percent are of 
questionable competence, even in psychosocial therapy. 

It seems to me that Dr. Illing himself indirectly stated my 
own argument in his statements on the "whole person." He says 
that nonmedical people are qualified to treat the whole person 
psychologically and socially-—not chemically, surgically, genet- 
ically, etc. This part of the whole person must be left to the phy- 
sician. 

I am not opposed to Freud’s recommendation of lay analysts 
such as myself, provided they are sufficiently well trained to 
know their limitations and to place their patient's welfare first. 
There are few, if any, psychosocially derived symptoms that 
cannot be simulated by a single organic condition— organic 
brain syndrome. When nonmedical people treat a client without 
first ruling out organic, endocrinological, genetic, and other 
possibilities, our professional egos can literally jeopardize the 
lives of our clients. Therefore, M.D.s are more necessary to 
nonmedical mental health professionals than we are to them. 

The truth hurts—unless we are willing to use it to improve 
our nonmedical intrusion into what has been a medical domain 
for centuries. Let's share our knowledge, work together, and 
learn from each other. 


FRANK M. Du Mas, PH.D. 
Augusta, Ga. 


S. Weir Mitchell Rediscovered 


SIR: In his paper, “Brief Therapy of Conversion Reactions: 
An In-Hospital Technique" (May 1974 issue), Richard A. 
Dickes, M.D., stated that he searched the recent literature and 
found no treatment approaches identical to the one he de- 
scribed. It is indeed true that the enormous volume of material 
produced, Xeroxed, and computerized these days makes it al- 
most impossible for one to review recent as well as remote liter- 
ature about anything. 

Occasionally, literature from long ago can make a contribu- 
tion. In 1875, S. Weir Mitchell (1) described a regime, primarily 
for the treatment of hysterics, that was similar to Dr. Dickes’, 
although it was not identical. Thirty-three years later, Mitchell 
reported virtually a professional lifetime of experience with this 
treatment in an article entitled “The Treatment by Rest, Seclu- 
sion, etc., in Relation to Psychotherapy" (2). Although the 
"etc." included diet, massage, and electricity, Mitchell consist- 
ently put his primary emphasis on rest and seclusion. 

Plus ca change, plus c'est la méme chose. 
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Dr. Dickes Replies 


SIR: Dr. Aldrich has done me and the profession a service by 
highlighting S. Weir Mitchell’s contributions. Mitchell’s ap- 
proach differed from the one described in my article in several 
ways, the principal similarity between them being the use of bed 
rest and isolation. We did not duplicate the prolonged time 
course of bed rest Mitchell used; in fact, our patients were en- 
couraged to ambulate as rapidly as symptoms dissipated. 
Mitchell often avoided discontinuing bed rest if there was an 
initial loss of symptoms. 

We used none of the special diets, massage, or special nurses 
Mitchell used. Our efforts were directed toward reinforcing 
adaptive behavior and permitting the development of some in- 
sight. 

Mitchell’s patients for the most pari presented well-estab- 
lished, long-standing symptoms, while many of our patients had 
symptoms of more recent onset. We therefore had to consider 
preventing secondary gain from fixing the symptom in mental 
life. It was essential to keep the hospital setting from becoming 
more attractive than performance on duty. Prolonged bed rest 
would not have served this function and, as Mitchell was aware, 
lengthy bed rest has its own medical complications. 


RICHARD A. Dickes, M.D. 
Bronx, N.Y. 


Diagnosing Caffeinism 


Sir: In the October 1974 issue of the Journal, John F. Gre- 
den, M.D., pointed out the importance of checking the caffeine 
intake of individuals who complain of anxiety symptoms, espe- 
cially when these symptoms cannot be adequately explained by 
life circumstances and do not respond to ordinarily effective 
psychopharmacological agents (“Anxiety or Caffeinism: A 
Diagnostic Dilemma"). 

I recently saw an inmate at the Nevada State Prison who was 
complaining of severe anxiety symptoms that were unrelieved 
by high doses of minor tranquilizers or by other psychoactive 
agents. An inquiry about his intake of caffeine-containing sub- 
stances revealed that he was consuming approximately 50 cups 
of coffee a day. He had a hot plate and a constant supply of cof- 
fee in his cell and, having little else to do with his time, he made 
and drank coffee constantly. 

This patient originally expressed disbelief that his coffee in- 
take could have anything to do with his symptoms. However, he 
did substitute decaffeinated coffee, cutting his total coffee con- 
sumption by 60 percent, and reported marked improvement in a 
very few days. 

I would like to commend Dr. Greden for emphasizing the im- 
portance of this phenomenon and bringing it to the attention of 
clinicians. 


DONALD A. MOLDE, M.D. 
Reno, Ney. 


Sybil: Grande Hystérie or Folie à Deux? 


Sır: The proper diagnosis for multiple personality is grande 
hystérie, according to Dominick A. Barbara, M.D., in his re- 
view of Sybil (August 1974 issue). But the French have given us 
a still better diagnosis for this case—folie à deux. It is clear that 
the 16 selves said to be inhabiting Sybil's bodv were as real to 
her psychoanalyst as to Sybil herself. In fact, most of the time 
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Sybil refused to accept their existence, while the analyst be- 
lieved in their reality, even claiming to see and speak to them. 

Thus one of the novelties in this case is that the analyst tried 
for years to persuade the patient to believe in a complex de- 
lusional system. One can only wonder how often this happens. 
Perhaps the publication of Sybil will encourage others to reveal 
their unconventional therapeutic techniques. This possibility 
lends support to Dr. Barbara's suggestion that Sybil “is des- 
tined to stand as a significant landmark in psychiatry and litera- 
ture." 

We know that psychiatry as popular literature often resem- 
bles a fairy tale, and Sybil is no exception. Even though the 
book seems to be intended for a youthful audience, serious in- 
ferences may nonetheless be drawn from it. 

I would suggest that the likelihood of a diagnosis of multiple 
personality (or grande hystérie) being made is positively corre- 
lated with the romantic and fanciful tendencies of the diagnosti- 
cian. 

It is a kindness that Freud did not live to see Sybil’s fairy 
godmother identified in a scholarly psychiatric journal as a psy- 
choanalyst engaged in psychoanalysis of an "essentially Freu- 
dian" orientation. 


GEORGE VICTOR, PH.D. 
Livingston, N.J. 


Dr. Barbara Replies 


Sir: Dr. Victor's letter is a distortion of fact. He should know 
that multiple personality, an established medical entity, is not a 
"complex delusional system” or a delusion at all on the part of 
either the therapist or patient. The alternating selves provide a 
system of dissociation whereby the waking self is defended 
against intolerable and therefore buried emotions. Sybil was 
amnesic for parts of herself—the alternations—because they 
carried the burden of the memories she had repressed and de- 
nied. The alternating selves are thus the objectification and act- 
ing out of repressed materials, the usual arsenal of psychoanal- 
ysis. To say that '*most of the time Sybil refused to accept their 
[the alternating selves'] existence, while the analyst believed in 
their reality—even claiming to see and speak to them" is to 
misunderstand the dynamics of the case. Sybil refused to accept 
the existence of the memories she denied and therefore, by defi- 
nition, the unconscious caretakers of those memories. On the 
other hand, Dr. Cornelia B. Wilbur, the analyst, could talk to 
these alternations not because she had deluded herself intó 
being able to do so, but because "they" were parts of her 
patient. She not only talked to them but sometimes recorded 
what they said. There is nothing fanciful, mystical, or delusory 
about the "they," who represented dissociated parts of a real 
person. 

These parts, however, were differentiated by self-image, by 
the way they functioned, and by their speech. Flora Rheta 
Schreiber, the author of Sybil, is a professor of speech at the 
City University of New York's John Jay College of Criminal 
Justice. Listening to the tape recordings of Sybil’s alternations 
as part of her herculean research, Prof. Schreiber noted differ- 
ences in the alternations in diction and accent, as well as in vo- 
cabulary, grammar, and intonation. Why, since the selves are 
part of Sybil, do they speak with different voices? The answer is 
that the selves, on certain levels, were identifications with 
people in Sybil's life, and their voices coincided with the person 
with whom the identification was made. 

Contrary to what Dr. Victor says, it is too bad that Freud is 
not alive to read Sybil, which epitomizes some of his deepest 


convictions. The unconventional psychoanalytic techniques of 
Sybil’s therapist are reminiscent of those he himself employed 
in his patients’ analyses. In fact, Prof. Schreiber quotes Freud 
as follows: 


The whole multiplicity of the problems of consciousness 
can only be grasped by an analysis of the thought-proc- 
esses in hysteria... . Examples of every possible variety of 
how a thought can be withheld from consciousness or force 
its way into consciousness under certain limitations are to 
be found included within the framework of psycho-neurotic 
phenomena. 


She then adds, “If you translate ‘thoughts’ into ‘secondary 
selves,’ you have the analog [of the case of Sybil]" (p. 349). In 
conclusion, far from dealing with the fanciful, Sybil works 
within the framework of established Freudian concepts. 


DOMINICK A. BARBARA, M.D. 
Lawrence, N.Y. 


In Appreciation of the “New Chairman" 


Sir: This is a heartfelt word of appreciation for Dr. Arnold 
Mandell’s witty and penetrating analysis of the recent history of 
psychiatric education, particularly of the radically altered role 
of the departmental chairman (“The Changing Face of Chair- 
men of Psychietry Departments in America: An Opinion," Oc- 
tober 1974 issus). 

As one of the many academic psychiatrists who have consist- 
ently declined chairmanship offers—and for the very reasons so 
incisively stated by Dr. Mandell—I heartily concur that today's 
chairman is and should be a different breed of cat. 

Chairmansh:p search committees would be well advised to 
seek candidates with demonstrated managerial talent and polit- 
ical adeptness. | quite agree that there is little reason to expect 
the return of zhe charismatic, life-tenured “grand old man" 
chairman of the pre-1950s era. However, I cannot help but won- 
der if a great share of the teaching responsibility in psychiatry 
will not soon bz recovered by a cadre of biologically and medi- 
cally oriented, eclectic, experienced, and humanistic **grand old 
men" (or, at least, “good old guys"). 

If this happens, they will certainly need all the support and 
protection they can get from Dr. Mandell’s “new chairman.” 
This person may not be celebrated for his contribution to the 
literature or his teaching or clinical abilities, but those of us who 
are privileged to work under the direction of someone with the 
managerial vir:ues described by Dr. Mandell can approve and 
appreciate the -alents he does have rather than vilifying him for 
those he does not. It is to be hoped that we will soon stop look- 
ing upon the chairman as a necessary evil, regarding him in- 
stead as a truly necessary and welcome person. 


DONALD J. HOLMES 
Carefree, Ariz. 


Credit Where Credit Is Due 


Sir: | read Dr. Stanley Greenspan’s article “The Clinical Use 
of Operant Learning Approaches: Some Complex Issues" (Au- 
gust 1974 issue) with enthusiasm. He concisely phrased obser- 
vations about behavior therapy that I have labored to clarify. 
However, I was startled that he did not recommend help from 
psychoanalytic knowledge to accomplish the necessary task of 
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"understand[ing] the entire behavior pattern of an individual." 
His language is, with one exception, devoid of psychodynamic 
terms. The general concepts and problems he outlined have long 
been known and understood by psychoanalytic and psycho- 
dynamic psychotherapists, and many of his points are restate- 
ments of their knowledge. 

In asserting that the question of what should be treated in- 
volves both the therapist's input and the patient's choice of the 
areas he wants to work on, Dr. Greenspan noted that this mu- 
tual choice is made from a position of understanding the 
patient's total personality. This requires sufficient nondirective 
therapy to allow continuous reevaluation of goals; psycho- 
analysts might call this "listening with the third ear." Dr. 
Greenspan's structuring of a series of small, gradual steps in- 
volving changing goals that lead to desired results might be 
spoken of as working through successive layers of resistance 
and/or maturational phases. Being locked into a particular be- 
havior because of prematurely rigid goals resulting in a com- 
promise of the patient's attainment of true autonomy may be 
thought of as an impasse in treatment caused by counter- 
transference. 

Such comparisons transposing clinical or theoretical material 
from behavior principles to psychodynamic principles and back 
is easy to do and has become a frequent exercise for students. 
My point is simply that justice should be done to one's trail- 
blazers. 

However, Dr. Greenspan undoubtedly used good judgment in 
not including such comparisons in his article, as doing so would 
have encumbered and perhaps detracted from his thesis and 
might have irritated some of his readers. Nevertheless, I would 
like to acknowledge the psychodynamic formulations of the 
clinical observations Dr. Greenspan describes in behavioral lan- 


guage. 


R.W. BuRGOYNE, M.D. 
Los Angeles, Calif. 


Dr. Greenspan Replies 


Str: I would like to thank Dr. Burgoyne for his perceptive 
and sensitive comments. As he suggests, my discussion of oper- 
ant learning techniques derives in part from an understanding 
of personality organization stimulated by psychoanalytic con- 
cepts and methods of exploration. He is also correct in assum- 
ing that I avoided explicitly stating the psychodynamic contri- 
butions and points of comparison in the interest not only of 
clarity and conciseness but of communication with mental 
health professionals who do not use psychodynamic formu- 
lations. 

Most importantly, I tried to demonstrate the complexity of 
behavioral phenomena in strictly behavioral language to avoid 
the dichotomies stimulated by theoretical comparisons and to 
show that an understanding of the intricacies of behavior is es- 
sential, regardless of one's orientation in theory or practice. 

I have, however, attempted to deal with the theoretical and 
practical comparison and integration of behavioral learning 
and psychoanalytic models and techniques in other works (1-3). 

| would like to thank Dr. Burgoyne again for his helpful 
comments. 
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STANLEY I. GREENSPAN, M.D. 
Washington, D.C. 


A Perceptive Patient 


SIR: I was recently reminded of something we were all taught 
as residents—the need to choose our words carefully when 
speaking in front of catatonic patients, who are far more aware 
of their surroundings than their outward appearance suggests. 
On my daily visit to a physically ill, very deaf, and almost blind 
74-year-old catatonic patient, I waved my hand and put on a 
broad smile as I approached. I then leaned close and shouted 
my “good morning." She broke her usual silence with the only 
sentence of her day: “You have been eating onions." 


WILLIAM L. CLovis, M.D. 
Philadelphia, Pa. 


On the Rationale and Consequences of the “Illness” Label 


Sir: While reading Seymour Kety’s “From Rationalization 
to Reason" (September 1974 issue), I was reminded of the 
standard response of any bureaucrat when he is challenged on 
why he is performing a particular function: "I don't make the 
rules, I only follow them." Dr. Kety follows the rules of scien- 
tific methodology scrupulously, but apparently he has chosen to 
ignore the implications of his research and commentary. 

There may well be a set of behavioral responses determined 
by genetic as well as environmental and psychological factors 
that can be accurately recognized and labeled as the "illness" of 
schizophrenia, but any personality trait, attitude, cognitive 
style, etc., may have genetic components, just as there may be a 
genetic predisposition to diabetes. However, this begs the ques- 
tion: What should be done about this set of responses? Dr. Kety 
goes along with the rules, and labels the set an "illness." Well, 
homosexuality was an illness yesterday; what is it today? Mari- 
juana use is a symptom of an "illness" today; was this the case 
before the Marijuana Act of 1937? And what will society call it 
after it has been decriminalized? 

Neither rationalization nor reason will change current socie- 
tal attitudes toward illness. While society's response to one who 
is "ill" may range from revulsion and fear to pity and com- 
passion, all of these responses imply some form of avoidance or 
distance. As Dr. Kety repeatedly emphasized, illness is to be 
prevented, conquered, treated, and eliminated, but the implica- 
tion is that it is never to be tolerated. Is this a therapeutic atti- 
tude toward schizophrenic patients? 

The comparison of schizophrenia with diabetes is a weak tac- 
tic to avoid the implications of illness labeling. Not only are the 
sequelae of untreated diabetes entirely organic in origin, but 
they are unaffected by societal attitudes toward diabetes. In- 
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sulin, not society, determines the course of diabetes. Can the 
same be even intimated for schizophrenia? 

It should be noted that Dr. Kety's conclusions are cautious 
and well founded. But what would the information that there is 
a clearly demonstrable genetic predisposition to schizophrenia 
lead society to do? He implies that this question will not be 
asked or, if asked, that it should be answered by someone other 
than psychiatrists. After all, he tells us that “psychiatry is in an 
identity crisis precisely because it has branched out beyond 
mental illness into problems it is not especially qualified to 
handle. ..." I submit that if we do not anticipate these ques- 
tions and attempt to answer them within a frame of reference 
consistent with our profession, we are not only evading respon- 
sibility for the knowledge that we generate, we are leaving the 
answers to be formulated by members of other professions, 
such as politicians or policemen. 

Computers, questionnaires, and kappa values may exist in a 
social vacuum, but my patients do not. While I applaud the ex- 
cellent research conducted by Dr. Kety and others attempting 
to explain schizophrenia, I believe that focusing solely on “the 
salutary consequences that are an inherent part of the medical 
model..." and denying or ignoring the consequences for the in- 
dividual when schizophrenia is labeled an illness is to perpetuate 
psychiatry’s “identity crisis" with rationalization rather than 
with reason. 


THOMAS J. Kaiser, M.D. 
Camarillo, Calif. 


Misspellings and the Potential for Violence 


SIR: I wish to comment on Dr. Bernard L. Diamond’s review 
of my book, The Murdering M ind (September 1974 issue). Dr. 
Diamond is quoting me out of context when he mentions that I 
list habitual misspellings as probably relating to a potential for 
violence. Misspelling in and by itself is not a sign of potential vi- 
olence. What I have said is that this sign in conjunction with 
others may be an indication that an individual may later be- 
come violent. I have also mentioned, as Dr. Diamond states, 
that the signs listed may also indicate emotional disturbances 
that do not necessarily result in murder. As I stated in The 
Murdering Mind: 


The spelling errors are measurable symptoms which can, 
if confirmed in large-scale research data, be used as a 
means of detecting the potentially violent or murderous 
person. Where in addition we find habitual truancy and 
other early symptoms, as mentioned before, we must be on 
the alert for latent violence. (p. 28) 


A more serious problem is that Dr. Diamond did not mention 
the main thesis of my book, the intimate connection so often 
found between murderer and victim—the concept of victim- 
ology-—'"a link... which is most often overlooked or simply 
omitted when a case comes to trial." This oversight is most re- 
grettable. 


DAVID ABRAHAMSEN, M.D. 
New York, N.Y. 
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Messages of the Body, by John Spiegel and Pavel Machotka. 
New York, N.Y., Free Press (Macmillan Publishing Co.), 1974, 
426 pp., $17.95. 


This well-wr.tten book presents a method for studying how 
body movements, gestures, and postures function in human 
communication. Ít also reports on some experiments designed 
to show the effectiveness of this method. 

In the first three chapters, Dr. Spiegel reviews the literature 
on the function of body movements in human communication. 
One chapter is devoted to dance and another to mime. In the 
fourth chapter, he presents an excellent summary of the various 
scientific research strategies that have been used to study non- 
verbal communication. He specifically criticizes the idea that 
body communication functions in an analagous way to verbal 
communication. 

Dr. Spiegel presents his system for organizing and cate- 
gorizing body movements, which he terms “presenting behav- 
lors," and defines as consciously or unconsciously intentional 
arrangements af stimuli emitted in the presence of another per- 
son to evoke a desired response. He stresses the point that, al- 
though presenting behaviors function as observable links be- 
tween internal processes and external situations, they can be 
studied indeper.dently of both the inner state of the organism 
and its external situation. 

In the following chapters, Dr. Spiegel develops hypothetical 
categories for organizing and describing presenting behaviors 
as they occur consecutively through time. 

The concept of presenting behaviors is central to the book's 
method for studying nonverbal behavior. Linguists have called 
what Dr. Spiegel calls a presenting behavior an element in the 
structure of expression (1). This concept has been an important 
part of the linguistic method. 

In chapters $ through 16, Dr. Machotka presents the results 
of some experiments designed to test the usefulness of Dr. Spie- 
gel's hypothetical categories for organizing body presentations. 
Dr. Machotka studied how line drawings of certain body behav- 
iors were interpreted by a series of subjects. These subjects were 
asked to compare the meanings of drawings of human figures in 
systematically varying body presentations along several mea- 
surements using Osgood's Semantic Differential Scale. 

The data indicate the meaning the subjects attached to each 
specific alteration in body presentation. This method was used 
to study such presentations as genital-covering versus genital- 
exposing arm end hand positions, clothing versus nudity, and 
the effect of the direction of gaze on dominance within a group 
of people. 

In chapter 17, Paul Williams reverses the method used by Dr. 
Machotka. He asks subjects to position flexible wooden mani- 
kins to create body configurations that would communicate the 
specific idea or affect found by the subjects in Machotka's ex- 
periment. 

I have two major criticisms of this book's method for study- 
ing nonverbal communication. First, the categories used to or- 
ganize and describe presenting behaviors were selected a priori 
on the basis of theoretical assumptions. Second, the presenting 
behaviors themselves were arbitrarily selected from classical 
paintings. 

The book shows, however, that statistically reliable data can 


be compiled by the method described by Dr. Spiegel. The data 
themselves provide a useful estimate of the meanings of the 
roughly defined presenting behaviors. This book is a welcome 
addition to the literature on nonverbal communication. 
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About Behaviorism, by B.F. Skinner. New York, N.Y., Alfred 
A. Knopf, 1974, 256 pp., $6.95. 


In the introduction to this volume, B.F. Skinner refuses to ac- 
cept the mantle of the behaviorist that was worn by John B. 
Watson in the early part of this century. Despite this disclaimer, 
it appears to me that this mantle has been popularly bestowed 
upon Skinner and, like Watson, he ts reaping its benefits, both 
positive and negative. 

It is very stylish to be either for or against B.F. Skinner and 
whatever it is that he represents. In order to broadly concep- 
tualize an entire body of information on contingencies of rein- 
forcement, it is probably easier to subsume it under a single 
name, thus placing Skinner alongside Darwin, Newton, Freud, 
and many others who have been chosen to represent a particular 
thrust in science or philosophy. What is often lost in this global 
generalization is the actual contribution and thoughts of the 
man. [nstead one sees a conglomerate of widely varying contri- 
butions. often by many of lesser talent, that are attributed to the 
man himself. 

In most instances, comments concerning a “Skinnerian” 
view of human behavior do not reflect Skinner's work or 
thoughts but those of many investigators who use some of his 
ideas to approach a diversity of human problems. Nowhere is 
this clearer than in Skinner's concern about the use of aversive 
stimulation, the influence of a deprived environment on social 
behavior, and the use of behavioral strategies on captive popu- 
lations. His approach to these phenomena is inferred from the 
application by others of behavioral principles to self-destructive 
children, prison populations, juvenile detention facilities, and 
the retarded, but they are not derived from Skinner's actual be- 
havior. Skinner's being called fascist, antidemocratic, a pseu- 
doscientist, and a dehumanizer is based on presuppositions that 
bear little relationship to his experimental work and extrapola- 
tions to human behavior and its vicissitudes. Thus it is impor- 
tant that About Behaviorism is written by Skinner himself to 
correct some misapprehensions about what he represents and 
what contributions radical behaviorism can make to the under- 
standing of human behavior. 

The essence of this volume is an explication of 20 commonly 
held assumptions about behaviorism, including such diverse no- 
tions as that it ignores consciousness and feeling states, that it is 
dehumanizing, antidemocratic, and scientistic, and that it re- 
duces man to an automaton, neglects innate endowment, and 
does not account for cognitive processes. Although Skinner 
takes issue with many who represent these positions, he does 
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not disregard their findings. Rather, he suggests that the data 
can be examined from a much more economical perspective by 
examining actual behavior in the context of contingencies of 
survival and reinforcement rather than through the perspectives 
of “humanism,” *mentalism," and various forms of “‘struc- 
turalism." His arguments are compelling as he lays about in all 
directions to unhorse a group of authors whom he does not 
mention by name but about whom he states, 


I express my regrets if the authors would have preferred 
to be given credit, but I have applied the Golden Rule and 
have done unto others what I should have wished to have 
done [to me] if I had used such expressions. 


It does not take a great deal of imagination to recognize 
whom he is criticizing for using a mentalistic or structuralistic 
approach to human behavior when he discusses innate language 
mechanisms (Chomsky), ego, id, and superego conflicts 
(Freud), developmental unfolding (Piaget), and stages in the life 
of man (Erikson), to name a few. Nevertheless, his arguments 
are soundly reasoned and provide an extremely interesting view 
of human behavior, although the terms used to describe it do 
not carry the impact of the pathetic fallacy in literature or the 
commonly used phrases that endow man with a mental life 
glowingly called a thing of wonder and beyond all comprehen- 
sion. As Skinner points out, this latter view stops all investiga- 
tion of behavior and closes a neat tautological ring. 

One prerequisite for reading this book 1s some knowledge of 
the strategies and definitions of reinforcement learning. An- 
other is an open mind to more parsimonious explanations of hu- 
man behavior. There are some areas where one could take issue 
with Prof. Skinner. Despite his denials, he studiously avoids the 
"between-the-skin" space of the human being. He thus runs the 
risk of being unable to account for certain human peculiarities 
that in medicine are more obvious through their pathology than 
through their usual characteristics. Here I refer to the peculiar- 
ities of schizophrenia, manic-depressive disease, organic brain 
syndromes, childhood psychosis, and aphasia, where the usual 
operating contingencies of survival and reinforcement are 
uniquely distorted by what exists between the skin. 

Despite this reservation, I am strongly compelled by Skin- 
ner's arguments. It appears to me that his approach to under- 
standing human behavior will probably assume greater signifi- 
cance in the long run. For those who have an open mind 
concerning B.F. Skinner, this book should clearly show him as 
the consistently behaving philosopher of science who nonethe- 
less is an obvious romantic who can enjoy being human without 
having to explain it beyond his data. 


JAMES Q. SiMMoNS III, M.D. 
Los Angeles, Calif. 


Mental Health Care in the World of Work, by Hyman J. Wei- 
ner, Sheila H. Akabas, and John J. Sommer. New York, N.Y., 
Association Press, 1973, 182 pp., $8.95. 


Since the literature on mental health research in a work set- 
ting is sparse, the project described in this book is of special in- 
terest. Funded by the U.S. Department of Health, Education, 
and Welfare, the project involved workers in the men's clothing 
industry in New York City. Its primary focus was to offer men- 
tal health services to persons who found that emotional illness 
was hindering their job performance; the goal was to maintain 
them on the job, or, if they had stopped working, to return them 
to the job. 
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The authors do not suggest a cause-effect relationship be- 
tween the work setting and mental illness. Rather, they see the 
work environment as relatively neutral, even though many of 
the jobs in the men's clothing industry are. mechanical and re- 
petitive and there is a great deal of pressure to produce (most 
employees are paid on a piecework basis). 

One of the important findings of the research is that many 
mentally ill persons can continue working. “We were constantly 
amazed," the authors observe, by the way in which women and 
men with severe emotional disorders were able to function on 
the job" (p. 156). Noting that psychiatric case histories from 
other settings are replete with examples of workers who fell by 
the wayside, they suggest that “modest efforts at intervention 
could influence this tide” (p. 156). 

As far as actual treatment was concerned, the researchers 
found that in psychotherapy these blue-collar workers were usu- 
ally verbal and expressive, were able to develop a capacity for 
self-awareness, and often rejected psychotropic drugs as poten- 
tially habit forming. The authors had the impression (shared by 
those who have treated blue-collar workers in other settings) 
that the active, directive therapist is somewhat more successful 
than the one who adopts a relatively passive therapeutic pos- 


` ture. 


The authors observe that ours is one of the few industrialized 
countries lacking a work-renabilitation philosophy; the present 
system is one in which a vocational counselor usually places an 
individual on a job after his treatment program is completed. 
They advocate a view that "sees the world of work as the con- 
text and partner in the rehabilitation process" (p. 156). 

Not all of the experience gained in this project can be gener- 
alized to other work settings. Both the men's clothing industry, 
with its many small manufacturers, and the Amalgamated 
Clothing Workers union, whose representatives assisted in in- 
volving the mentally ill workers in treatment, have some char- 
acteristics that make the situation described by these authors 
unique. But this book will be useful to all those treating blue- 
collar workers and also to those involved in setting up compre- 
hensive mental health programs in many kinds of settings. 


EVELYN S. MYERS 
Washington, D.C. 


Benzodiazepines in Clinical Practice, by David J. Greenblatt, 
M.D., and Richard I. Shader, M.D. New York, N.Y., Raven 
Press, 1974, 293 pp., $14.50. 


Since they became clinically available in 1960, the ben- 
zodiazepines have emerged as the most frequently prescribed 
psychopharmacological agents for the distressing symptoms of 
anxiety. During one year's time, at least 1 in 10 Americans 
takes a benzodiazepine tranquilizer or hypnotic. There is there- 
fore an obvious need for a concise review of the voluminous lit- 
erature on these agents—ranging from their pharmacological 
properties to their clinical indications and usefulness. 

Drs. Greenblatt and Shader have splendidly distilled the liter- 
ature on benzodiazepines into a succinct volume that provides 
an excellent rational therapeutic guide for the practicing psy- 
chiatrist. They have reviewed the entire English literature on the 
benzodiazepines; 2,000 references are critically reviewed and in- 
corporated into this volume. Yet this is not a ponderous refer- 
ence work that focuses on minute details. It addresses itself di- 
rectly to clinical therapeutics. 

The book consists of 13 sections, 6 special appendices, and an 
index. Three sections provide a concise review of the biochemi- 
cal, neurophysiological, neuropharmacological, and behavioral 


pharmacology of the benzodiazepines. The authors cite what is 
known and what Is conjectural at this ume. 

The remaining sections—the bulk of the book—focus on 
treatment, indications, and experiences. The roles of the ben- 
zodiazepines in emotional disorders, neuromuscular and seizure 
disorders, sleep disturbances, alcoholism and other drug-depen- 
dent disorders, and surgical procedures (i.e., anesthesia) are se- 
quentially reviewed. 

The authors also review the effects of the benzodiazepines on 
organ systems and their relationships to experimental stress and 
performance. These two sections splendidly combine the ap- 
plied psychopkarmacological aspects of these agents to the 
body as a whole. They deal with effects of the drug on the differ- 
ent organ systems and on their allied performance boundaries. 
In uncluttered terms, the book notes that the benzodiazepines 
have few effects beyond the central nervous system. Accord- 
ingly, they can be used in the psychophysiological disorders to 
alter the target symptoms of anxiety without interfering with 
the status of the major organ systems—truly a blessing in the 
terribly complex management of so-called psychosomatic dis- 
orders. 

The section on stress pinpoints the noted physiological dys- 


functions (i.e., reaction time, coordination) of specific bodily re- * 


actions to the drug. Side effects are reviewed thoroughly; both 
tentative and firm guidelines are provided. There is a large 
abuse potentia. with the benzodiazepines, and the authors 
clearly document and underscore this dimension. This particu- 
lar section is a model of all the sections of this book: the mate- 
rial is presented tn a clear, concise, and-unbiased fashion replete 
with a concluding summary that synthesizes the essentials of 
this aspect of the benzodiazepines. 

This is a superb book, one that I believe will become a model 
for future reviews of the clinical "state of the art" of specific 
psychopharmacological agents. The two authors have brought 
together a readv resource guide for the psychiatric practitioner, 
family physician, and trainee. It should be read by all colleagues 
who pride themselves in keeping abreast of the major treatment 
approaches in modern psychiatry. 


FRANK J. MENOLASCINO, M.D. 
Omaha, Neb. 


Mental Health Programs for Preschool Children: A Field Study, 
by Raymond M. Glasscote, M.A., and Michael E. Fishman, 
M.D. Washing:on, D.C., Joint Information Service of the 
American Psycaiatric Association and the National Associa- 
tion for Mental Health, 1974, 182 pp., $7.00. 


This is an extremely important book for people concerned 
about young children and the programs available to them when 
they are in need. If it is true that | out of 10 children will be con- 
sidered emotionally impaired sometime during their childhood, 
then such programs are not a luxury but a necessity. 

This descriptive study of seven mental health programs for 
preschool children, the twelfth in a series by the Joint Informa- 
tion Service of the American Psychiatric Association and the 
National Assoc.ation of Mental Health, is an extension of a 
study of children served in community mental health cen- 
ters (1). It was found in the previous study that only 2 percent of 
the children served by eight community mental health centers 
were of preschool age. This current study was undertaken to 
raise the level of awareness of needs for this age group. It emi- 
nently succeeds in this endeavor. 

The book is divided into two parts. The first is a summary of 
more than 300 articles dealing with emotionally disturbed 
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young children and the emotional needs and development of all 
young children. Some of the works of Piaget, Provence, Eisen- 
berg, Erikson, Rabin, Roberts, Rowley, Fraiberg, Kanner, An- 
thony, and many others are condensed and organized by topic. 
Areas covered include principles, needs, the mother, beyond 
home and mother, and emotionally disturbed children. The sec- 


.tion is brief, concise, and well written. It provides the back- 


ground and principles for the major part of the book, which de- 
tails the programs themselves. 

Included in part 2 of the book are detailed descriptions of the 
Dubnoff Center for Child Development in North Hollywood, 
four interrelated programs in Topeka, Project Enlightenment in 
Raleigh, the Development Center for Autistic Children in 
Philadelphia, the Martin Luther King, Jr., Parent-Child Center 
in Baltimore, the Division of Child Psychiatry of Cedars-Sinai 
Medical Center in Los Angeles, and the Preschool Unit of the 
Cambridge-Somerville Mental Health and Retardation Center 
in Massachusetts. These centers were selected on the advice of 
"reliable people" and represent different goals, orientations, 
and philosophies. Each center is discussed in terms of its histo- 
ry, eligibility, geographic area served, philosophy, rationale, 
system employed, and administrative functioning. The latter 
includes a discussion of such areas as funding and record keep- 
ing, staff, physical plant, program, evaluation, and aspirations. 

After reading these descriptions, one feels intimately familiar 
with each center—its achievements, concern for children, cre- 
ative and resourceful use of facilities and manpower, and frus- 
trations. What becomes very clear is the need for follow-up and 
outcome studies to evaluate what is being done or not being 
done and the complex, often inadequate funding available to 
such centers. The demand of funding agencies to know results 
before they will fund programs, even though such programs 
seem right and are administered by competent, compassionate 
people, precludes a ready source of money. Added to this, of 
course, is the low priority our country generally gives to pre- 
school children. 

Most of the centers described are in a dilemma. They have 
barely enough funds to maintain their standards of care, let 
alone do outcome studies, which are becoming increasingly nec- 
essary for further funding. Few programs across the country 
have the luxury of built-in funds for longitudinal follow-up and 
outcome measures. At least one exception, fortunately, is the 
Brookline Early Education Project (2), which, however, deals 
with a general population of preschool children in terms of 
early educational intervention and identifying children at risk. 
This center follows children from birth to second grade. The 
study is done on a careful cost-accounting basis and outcome is 
a major part of the work. Such studies are needed for children 
identified as emotionally disturbed or at risk. 

If we assume that psychological intervention makes a differ- 
ence and that the earlier the intervention the more favorable the 
outcome, priority must be given to these young children. Com- 
prehensive services for the preschool child and evaluation of 
such services must be funded and provided. Humanity demands 
it; science demands it. 
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The International Pilot Study of Schizophrenia, vol. 1, by the 
World Health Organization. Geneva, Switzerland, WHO, 1973, 
412 pp., 56 Swiss francs (paper). 


The origins of this massive transcultural study date back to 
1959, when the World Health Organization (WHO) convened 
an expert committee on the epidemiology of mental disorders. 
This committee stressed the need for reliable and valid data on 
the incidence and prevalence of mental disorders and recom- 
mended WHO assistance in the international coordination of 
studies aimed at solving problems of observation, classification, 
‘recording, counting, and research design. 

Later publications and meetings led to a meeting of a WHO 
scientific group in 1964 that recommended the development of 
methods necessary to carry out transcultural research in psychi- 
atric epidemiology. In subsequent years the initial plan for the 
International Pilot Study of Schizophrenia (IPSS) was worked 
out and funds were made available by the U.S. National Insti- 
tute of Mental Health (NIMH) as well as by WHO and the col- 
laborating field research centers. 

The IPSS is part of WHO's long-term plan in psychiatric 
epidemiology and social psychiatry designed to implement the 
recommendations of the scientific group. This plan has four in- 
terlinked programs. Program A is concerned with the standard- 
ization of psychiatric diagnosis, classification, and statistics. 
Program B is intended to determine whether comparable cases 
of mental disorder can be identified in various populations 
throughout the world. Program C was seen as developing out of 
Program A and B and will consist of comprehensive epidemio- 
logical studies of specific mental ilinesses in defined popu- 
lations. Program D, also planned as a development of the ear- 
lier programs, will be an international research training 
program in psychiatric epidemiology and social psychiatry. 

The aims of the IPSS, the major vehicle of Program B, were 
to seek answers to such basic questions as the following: 

I. In what sense can it be said that schizophrenic disorders 
exist in different parts of the world? Do they differ in form or 
content? Does the clinical course differ? 

2. Can other functional psychoses also be recognized? Do 
they run a recognizably different course? 

3. Can techniques be developed for recording and classifying 
symptomatology reliably? 

4. Can teams of research workers be trained to use these 
techniques so that comparable observations can be made in 
both developed and developing countries? 

The design was that of a prospective follow-up study, with 
cases selected by a series of screening procedures and examined 
with standard instruments in nine field research centers located 
in different parts of the world. A modified version of Wing's 
Present State Examination (1) was the major psychiatric rating 
measure. This was carefully translated into the eight languages 
used by the collaborating investigators. Over 1,200 patients 
were included in the study, and approximately 1,600 items of in- 
formation were obtained for each patient. Thus about 2,000,000 
items of information had to be condensed into comprehensible 
proportions by a complex set of procedures. 

This volume details practical information on the manage- 
ment and operation of the project from its inception. There are 
chapters describing the instruments; the problems of translating 
psychiatric terms into languages as diverse as Chinese, Czech, 
Danish, Hindi, Russian, Spanish, and Yoruba; the methods of 
statistical analysis; the characteristics of the patients; and sev- 
eral methods of classification, including cluster analysis and 
clinical classification by computer. 

The results of the study show that the procedures chosen were 
adequate to find schizophrenia, manic and depressive psycho- 
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ses, and neuroses in the nine field research centers. The study 
also shows that the techniques used permit studies of schizo- 
phrenia to be carried out in different parts of the world with the 
assurance that results will be comparable. It was evident that 
similar groups of schizophrenics could be found in each of the 
nine centers, that valid and reliable research instruments could 
be developed for practical use in international psychiatric stud- 
les, and that teams of psychiatrists and other mental health 
workers from different theoretical backgrounds and widely sep- 
arated cultures and socioeconomic conditions could collaborate 
in a large-scale international study. 

This report presents the results of the detailed initial eval- 
uation phase only; follow-up evaluations at one and two years 
will appear in the future. The reader will be impressed by the 
scale of the study, the years of planning needed to ensure its suc- 
cess, the sheer volume of the data, and the intricate methods of 
statistical analysis. The international network of centers in 
countries at various stages of development can serve as a basis 
for future research and training in psychiatric epidemiology. It 
is to be hoped that funding will be available to continue re- 
search at these centers. 

This volume is reproduced by photo-offset from typescript 
and paperbound in an unsewn binding. This has the advantage 
of inexpensive and rapid production but the disadvantage of im- 
permanence; the pages cannot be expected to remain in the 
binding after one thorough reading, and library shelf life is 
likely to be short. If subsequent reports are to be similarly pro- 
duced, the collaborating investigators should be encouraged to 
prepare a hardbound volume to ensure the survival in print of 
this milestone of research in psychiatric epidemiology and so- 
cial psychiatry. 
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Changing Human Behavior: Principles of Planned Intervention, 
by Ralph K. Schwitzgebel and David A. Kolb. New York, 
N.Y., McGraw-Hill Book Co., 1973, 318 pp., $10.50. 


The main thrust of this book is the concern of the authors 
about the spiraling quantity of work being done with regard to 
human behavioral change, the lack of established basic guide- 
lines, and the need to upgrade the overall quality of this output. 
The authors claim to espouse no particular therapeutic ap- 
proach but, rather, to formulate basic principles for planned in- 
tervention into human systems. 

They formulate the following principles: 1) intervention in 
human systems should be based on scientifically verified prin- 
ciples of behavioral change; 2) the behavior should be empiri- 
cally defined and observed over a reasonable length of time; 3) 
procedures should be explained in ways that can be replicated 
by others; and 4) application of behavioral change should be 
directed toward meaningful and personally significant human 
behaviors as opposed to contrived laboratory situations. 

The book itself is divided into two basic parts. The first deals 
with specific theoretical approaches, their historical evolution, 
and suggested areas for further investigation. While many of 
these techniques are associated with “behavioral modification," 
the authors' use of the terminology is oriented toward research. 


The second secztion of the book deals with such research-ori- 
ented considera-ions as observation and recording of behavior, 
assessment of change, and ethics associated with human experi- 
mentation and manipulation. 

The authors ere to be commended for their efforts to present 
a measured appraisal of the field of behavioral change. The 
book is knowledgeable, well referenced, well organized, and 
readable. While the first half of the book would appeal more to 
the neophyte, tre second half is more interesting to the trained 
behavioral sciertist because it clearly delineates the pitfalls of 
human research and injects a note of humanity and human dig- 
nity. 

With the increasing encroachment of third-party-payment 
organizations into the physician-patient relationship, demon- 
strable efficacy of treatment will be of vital importance in the 
future. This bock raises important questions about the present 
state of the behavioral sciences and provides valuable guidance 
for continued refinements of research techniques geared toward 
achieving a more meaningful body of knowledge. While this 
book would have limited appeal for the full-time clinician, it 
should be required reading for anyone dealing in behavior 
change research. 


MAJ. THOMAS C. BoND, MC, USA 
Ft. Leavenworth, Kans. 


The Lesbian Myth, by Bettie Wysor. New York, N.Y., Random 
House, 1974, 423 pp., $8.95. 


This book should be of interest to many members of APA in 
light of the recent ruling by the APA Board of Trustees that ho- 
mosexuality '*bv itself does not necessarily constitute a psychi- 
atric disorder" and that changed the listing of homosexuality in 
the Diagnostic and Statistical Manual of Mental Disorders 
(second edition) to “sexual orientation disturbance." Ms. Wy- 
sor's theses, as stated in the introduction, are as follows: 


My research into the subject [lesbianism] had convinced 
me that there is actually no such thing as heterosexuality 
or homosexuality; there is only sexuality, upon which has 
been imposed a social and moral structure which demands 
sharply defined sex roles and ritual sexual behavior. . . . 

Only when people of varying life styles feel free to come 
into the oper—where they can exhibit their humanness, 
their worth and their usefulness to society —can people get 
to know then, stop mis-imagining, and realize that they 
can accept people who chose a different way of life without 
any threat to themselves or society. (pp. xi, xii, xvi) 


The book is divided into two parts. Part | deals with “The 
Scholars: Theology, Science, Literature" and part 2 deals with 
“The People: Discussions Among Lesbians." 

Part | is thouzht provoking and interesting, especially its first 
four chapters. The author has obviously devoted a good deal of 
time to careful research on the biblical sources of many contem- 
porary ideas and attitudes. These chapters and the biblio- 
graphic documentation held the most interest for me. The re- 
maining two chapters, on "Psychiatry, Homosexuality and 
Bisexuality" and "Lesbianism in Literature," are more per- 
vaded by Ms. Wysor’s particular point of view, 

Part 2 consists of four tape-recorded discussion groups, one 
of which was a therapy group. Approximately 30 different 
women who have fully or partially adopted the lesbian lifestyle 
took part in these discussions. The chapter titles in this section 
are often misleeding in that they represent the topic on which 


BOOK REVIEWS 


the leader had hoped to focus. All of the women lived in the 
area of New York City and most seemed to be of upper-middle- 
class background. This lack of heterogeneity left me with many 
doubts about the representativeness of their experience and 
views. 

Undoubtedly, as we move into the last quarter of this century 
psychiatrists will encounter many more patients who are openly 
bisexual and homosexual in their personal practices. Ms. Wy- 
sor's book may provide a starting place for those who wish to 
consider such patients and their sometimes deeply troubling 
problems. It also offers us a chance to hear first-hand the 
thoughts of some lesbian and bisexual women who do not see 
themselves in the role of patient. 


NANCY A. Durant, M.D. 
Plainfield, NJ. 


From Diagnosis to Treatment: An Approach to Treatment Plan- 
ning for the Emotionally Disturbed Child. Report 87, by the 
Committee on Child Psychiatry, Group for the Advancement of 
Psychiatry. New York, N.Y., GAP, 1973, 146 pp., $4.00 (pa- 
per). i 


This volume on treatment planning is one of a series of re- 
ports formulated by the Committee on Child Psychiatry of the 
Group for the Advancement of Psychiatry. A broad view of 
treatment is taken by the committee, the term being used to 
encompass “‘an extended range of curative, ameliorative, and 
health-promoting procedures." Treatment planning is defined 
as “the process which takes place between the diagnostic for- 
mulation and the ultimate treatment recommendations.” 

The principles of differential treatment planning, the assess- 
ment of therapeutic potential, and the communication of diag- 
nostic findings and therapeutic recommendations are discussed 
clearly and concisely. Of particular value, in my opinion, is the 
stress laid on the role of the community. The need to assess the 
therapeutic potential in the child’s community, the need to ac- 
curately communicate diagnostic findings and therapeutic rec- 
ommendations to the referring source in the community, and 
the need for a working knowledge of community resources are 
all properly emphasized. A model of how to attain this latter 
knowledge is presented by the Ginsburg Fellow on the com- 
mittee in a personal account of his efforts to ascertain the assets 
of his community on first entering practice as the only child psy- 
chiatrist in a midwestern state. 

The chapter presenting different treatment plans formulated 
for the same cases by consultants from markedly different clini- 
cal settings makes for stimulating and worthwhile reading, as 
does the chapter outlining 14 common stereotypes and miscon- 
ceptions about the psychiatric treatment of children. However, 
it appears to me that some of these stereotypes may be actually 
maintained in some sections of this report. 

For example, one stereotype listed is "Rapid symptom re- 
moval is bad." Yet symptom removal is not mentioned as one 
of the goals of therapeutic intervention (p. 604), and it is stated 
that on occasion symptom removal "does not allow us to get at 
the cause of the symptom, and the cause will then find another 
outlet." Evidence in the literature. for such. symptom sub- 
stitution is lacking. 

“The only good therapy is psychotherapy" is another stereo- 
type listed. However, a good deal of what is discussed in the vol- 
ume would appear to apply primarily to dynamically oriented 
psychotherapy. Statements like the following would seem to in- 
dicate that emotional problems of children can be conceptual- 
ized only in a dynamic framework: "Families deserve the pre- 
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sentation of a dynamic formulation . . ."' (p. 591); "The routine 
use of psychodynamic formulation . . . [is] a guide to optimal in- 
tervention" (p. 566). 

Finally, the point is well made that follow-up studies of un- 
treated children and children treated by different methods are 
lacking. Thus the treatment modality selected in most cases de- 
pends more on the subjective bias of the clinician than on hard 
evidence that the modality selected is the most effective for a 
particular emotional problem. This being so, it would seem that 
more stress should have been placed in this report on the need 
to systematically evaluate the effectiveness of treatment plans 
so that the data we sorely lack now will be available for future 
clinicians. 

Overall, this report will make worthwhile reading for profes- 
sionals of all disciplines involved in the care of emotionally dis- 
turbed children and their families. 


DENNIS P. CANTWELL, M.D. 
Los Angeles, Calif. 


The Measurement of Intelligence, by H.J. Eysenck, Ph.D., D.Sc. 
Baltimore, Md., Williams & Wilkins Co., 1973, 488 pp., $19.00. 


In these days when so much emotion is generated by any dis- 
cussion of intelligence, it is reassuring as a scientist to read a 
book whose author claims in the foreword that the main justifi- 
cation for the book is the belief that “‘facts are essential in com- 
ing to reasonable judgments.” 

Dr. Eysenck’s concern in this volume is with the facts gener- 
ated by the measurement of intelligence, not with their social, 
ethical, or political implications. These he puts aside for an- 
other day. He states that intelligence is not a thing but a con- 
cept, a working hypothesis, a model, or a paradigm. Its mean- 
ing is derived from the structure and coherence of the data 
resulting from its measurement. The question posed here is a 
simple one: Has the working concept of intelligence generated 
through its measurement any significant body of reliable, valid 
data to justify its use? The social, economic, ethical, and politi- 
cal value of these data is a matter for later consideration. | 

To get his answer Eysenck surveys the work on the measure- 
ment of intelligence over the last 50 years. He presents his sur- 
vey by selecting what he considers to be the most important 29 
papers from this period and reprinting them in this book. Arti- 
cles by Spearman, Burt, Thurstone, Thorndike, John Anderson, 
R.B. Cattell, Jensen, McNemar, Barbara Burkes, and others 
are organized into nine sections— History and Definition of the 
Concept, Measurement Problems, Developmental Aspects, 
Types, Analysis of Performance, two sections on Heredity and 
Environment, Social Class, and Biological Basis. Each section 
is preceded by an interpretive introduction by Eysenck. 

In the final part of the book, Eysenck concludes that the con- 
cept, or paradigm (his preferred term), of intelligence has been 
a fruitful one embracing many divergent facts, that it is quan- 
titative in nature and open to deduction and testing, and that it 
is perhaps one of the most productive paradigms for psychology 
in this century. He states that its essential features are best con- 
sidered at present as “innate, general, cognitive ability." 

This stark statement will infuriate many of the social, ethical, 
and political polemicists who become enraged at the threat to 
an egalitarian world of any individual differences in perform- 
ance. But if one follows Eysenck’s argument carefully, remem- 
bering that intelligence is not a thing but a working concept 
open to continual investigation and subsequent alteration, the 
threat disappears; there is room for environmental influence 
and for alternative hypotheses. 
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It is time we forgot semantics and returned to our basic scien- 
tific task, the measurement of human behavior. One can only 
hope that the critics of this book, and there will be many, will be 
objective in their evaluation and follow Eysenck’s example in 
eschewing social, ethical, and political considerations. These are 


‘matters demanding much more intricate experimental designs; 


final answers are best put aside until hard data of the kind “‘es- 
sential in coming to reasonable conclusions” are available. 
Eysenck has done a masterful job. Taken together with 
Matarazzo's Wechsler's Measurement and Appraisal of Adult 
Intelligence (1), which complements it on the clinical side, The 
Measurement of Intelligence offers an orientation to the mea- 
surement of intelligence that should satisfy anyone. The Wil- 
hams & Wilkins Co. is to be congratulated for publishing both. 
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Recent Advances in the Biology of Schizophrenia, by Thomas A. 
Ban, M.D. Springfield, II., Charles C Thomas, 1973, 105 pp., 
$12.50. 


Dr. Thomas Ban has again demonstrated his special tal- 
ents—his keen synthetic mind and his urge to set his thoughts to 
paper. This monograph was developed from lectures delivered 
by Dr. Ban at the Arizona State Hospital and at McGill Uni- 
versity. 

Regrettably, the title does not accurately reflect the contents 
of the book. Dr. Ban has taken research findings mainly from 
the 1950s and 1960s to construct an overview focusing on bio- 
logical factors and theories of the etiology of schizophrenia and 
their interface with biological treatments—especially psycho- 
tropic drugs. Conspicuously missing are some of the challeng- 
ing findings generated by Meltzer’s studies of muscle and 
muscle enzymes (1, 2). 

While I commend Dr. Ban for his efforts in digesting and or- 
ganizing the material contained in some 200 references, the 
physician or student wishing to be brought up-to-date in biolog- 
ical psychiatry will need to go beyond this monograph. 
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Opiate Addiction: Origins and Treatment, edited by Seymour 
Fisher and Alfred M. Freedman. New York, N.Y., Halsted 
Press (John Wiley & Sons), 1974, 233 pp., no price listed. 


This volume is based on the December 1972 meeting of the 
American College of Neuropsychopharmacology. It contains a 
number of review papers by leading American investigators in 
the field of opiate addiction. The strongest papers are on the 
biochemical underpinnings of addiction. It is well edited and 
referenced like a library reference book. It will provide inter- 


ested students an entré into many facets of the literature on ad- 
diction. 


GEORGE E. VAILLANT, M.D. 
Cambridge, Mass. 


The Technique and Practice of Intensive Psychotherapy, by 
Richard D. Ckessick, M.D. New York, N.Y., Jason Aronson, 
1974, 369 pp., £12.50. 


This book sezms to be aimed primarily at the beginner in psy- 
chotherapy in that it skims lightly over a broad range of topics. 
The reader learns of the pitfalls of a fancy office, especially if it 
includes a receptionist who loves to chatter and gossip with 
patients. How the decor and lighting of an office can have an 
undesirable effect as well as how privacy can be attained with- 
out "an expensive soundproofing job" are also proffered as 
practical tips for the uninitiated. | 

The entire history of psychiatry, from ancient Hindu texts 
and Greek proohets through Freud and Bleuler, is reviewed in 
the first 15 pages of the book. Psychoanalytic theory, deemed 
the basic scienze of American psychiatry, is presented in the 
second chapter from both the individual (Freudian) and the in- 
terpersonal (Sullivanian) viewpoints. The value of tranquilizers 
as adjuvants to the therapeutic process is assayed in four para- 
graphs, enough to dismiss mood-elevating drugs because they 
produce side effects and to recommend two minor tranquilizers 
by trade name while discouraging the use of a third. 

Not all of the book is folksy and homiletic, however. One 
chapter consis:s of an extensive discussion of Freud’s con- 
tradictory theories of narcissism, Balint's concept of primary- 
object love, anc the relationship of theory to the psychoanalytic 
treatment of narcissistic personality disorders. A chapter on 
metapsychiatry—a term the author claims to have invented — 
provides an unusually clear description of how destructive, re- 
strictive, and rralevolent introjects can be expunged by regres- 
sion of the ego :n the treatment setting. 


ROBERT J. CAMPBELL, M.D. 
Katonah, N.Y. 


Review of Child Development Research, vol. 3: Child Devel- 
opment and Social Policy, edited by Bettye M. Caldwell and 
Henry N. Ricc'uti. Chicago, IHl, University of Chicago Press, 
1974, 557 pp., $15.00. 


The editors state the purpose of this volume clearly and suc- ` 


cinctly in their introduction: 


This volume represents a plea for keeping open lines of 
communication between those whose work has relevance 
for social action and those who generate and institution-: 
alize such action. 


Consciousness raising has encouraged a rapprochement 
among researcaers, child care practitioners, and society at 
large. Three themes recur in many of these chapters, each of 
which deals with important areas of research and their appli- 
cations. First, words of caution are iterated concerning the pre- 
mature application of inconclusive and insufficiently validated 
research findings. Second, the complexity of human relation- 
ships precludes the prevention or remediation of developmental 
arrests and maladaptive behaviors by simple educational mea- 
sures or environmental manipulations. Third, intervention and 
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remediation have to be based on a thorough knowledge of de- 
velopmental milestones, an accurate assessment of the mutual 
relationships between parent and child, and an appreciation of 
socioeconomic and cultural realities and differences. 

Mary Ainsworth's chapter on the “Development of Infant- 
Mother Attachment" 1s a well-written, comprehensive review of 
studies on the precursors of infant-mother attachment, the criti- 
cal factors and phases for its successful establishment, and the 
various noxious effects of mother-child separations during the 
first years of life. In her summary she draws 11 inferences of 
great importance for practitioners working with children and 
mothers. 

Leonard Berkowitz’ "Control of Aggression” reviews factors 
likely to promote aggressive behavior and those apt to curb its 
primitive expression. He states that low tolerance for frustra- 
tion and a high level of anxiety easily lead to aggressive action. 
A proper balance between frustration and gratification in a con- 
sistent and warm parental climate that provides opportunities 
for learning nonaggressive responses to frustration is the best 
safeguard against violence. 

Elizabeth Herzog and Cecelia Suda conclude from their re- 
view of "Studies on Children in Fatherless Families" that the 
blanket generalizations made about consequences of the fa- 
ther's absence can probably be rejected and that the impact of 
the father's absence as a discrete variable in itself cannot be re- 
searched successfully. 

In “Social Class and Development," Cynthia Deutsch points 
out the complexity of the concept of socioeconomic status and 
describes the consequent methodological and conceptual prob- 
lems encountered in social-class developmental studies. She 
makes an eloquent plea for more exacting analysis of data and 
interrelationships and for a focus on the whole environment as 
it interacts with the organism. 

The chapter on "Operant Behavior Modification" by Todd 
Risby and Donald Baer offers a comprehensive review of the 
theory of operant conditioning and its technical application for 
developing, reinforcing, extinguishing, or modifying behavior. 

Among several important observations and recommenda- 
tions in "Effectiveness of Environmental Intervention Pro- 
grams" by Frances Horowitz and Lucile Paden are that in- 
tensive individualized programs for infants and young children 
are likely to produce the most impressive resuits and that more 
structured and educationally oriented preschool intervention 
programs show strong gains. The authors make a fervent plea 
that.the government consider needs rather than costs in its 
funding of interventive programs. 

In "Programs for Disadvantaged Parents" by Catherine 
Chilman; several important implications drawn from an ex- 
cellent survey are summarized, e.g., parent education programs 
are of limited practicality and effectiveness; basic income main- 
tenance is essential for any program that seeks to deal effec- 
tively with disadvantaged parents and children; and no satis- 
factory standardized instruments to measure change in parental 
attitudes have been developed. 

The chapter on *Adoption" by Edmund Meek and that on 
"The Child and the Law" by Margaret Rosenheim give both 
historical information on current philosophies and policies gov- 
erning adoptive practices and on existing laws dealing with 
child abuse, parents' rights, and juvenile delinquency. 

It is impossible to do justice in this short review to the rich 
and thoughtful content of this volume. I strongly recommend 
that it be read by all those who have a vital interest in preventive 
and rehabilitative services for children and families. 


SUZANNE T. VAN AMERONGEN, M.D. 
Boston, Mass. 
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Successful Aging: A Conference Report, edited by Eric Pfeiffer, 
M.D. Durham, N.C., Duke University Center for the Study of 
Aging and Human Development, 1974, 149 pp., $5.00 (paper). 


This volume represents the papers given at a conference titled 
“Successful Aging" held at Duke University on June 7-9, 1973. 
The conference was sponsored by the Older Americans Re- 
sources and Services Program of the Duke University Center 
for the Study of Aging and Human Development. It was sup- 
ported in part by the Administration on Aging. a social and re- 
habilitation agency of the U.S. Department of Health, Educa- 
tion, and Welfare. 

Most of the papers are brief and do not cover the subjects in 
depth. They give hints as to how one can age more successfully 
than by simply leaving matters to chance. Jennie Keith-Ross, 
an anthropologist, contributes a most interesting paper on suc- 
cessful aging in a retirement residence in France. 

Many of the articles are anecdotal in nature and many case 
. histories are presented. This report is recommended for those 
who wish to know the opinions and experiences of some of 
today's clinicians and research workers in the ever-expanding 
field of research on aging. 


JOHN A. BUEHLER, M.D. 
Kentfield, Calif. 


Research Advances in Alcohol and Drug Problems, vol. 1, edited 
by Robert J. Gibbins, Yedy Israel, Harold Kalant, Robert E. 
Popham, Wolfgang Schmidt, and Reginald G. Smart. New 
York, N.Y., John Wiley & Sons, 1974, 374 pp.. $22.00. 


The primary goal of this series of annual volumes will be the 
presentation of evaluative papers on significant topics regarding 
the drug problem from an interdisciplinary viewpoint, an ap- 
proach **widely advocated but seldom practiced," according to 
these editors. This first volume, edited by senior scientific staff 
members of the prestigious Addiction Research Foundation of 
Ontario, consists of eight chapters of literature reviews of re- 
cent research advances. These cover several disciplines, includ- 
ing biology, chemistry, psychology, epidemiology, and clinical 
studies. 

One chapter, titled “Animal Models for the Study of Drug 
Abuse," attempts to summarize “the conceptual framework for 
analyzing the behavior of self-administering drugs." The au- 
thors of this article use the concepts derived from studies based 
largely on operant conditioning and suggest the extrapolation 
from animal studies to human drug behavior. 

Another chapter, “Clinical Pharmacology of Marihuana" by 
Leo Hollister, offers a general and evaluative review of the lat- 
est research on marijuana. Most of the articles comment on 
pertinent. problems connected with investigative efforts and 
offer corrective suggestions for the future. Several papers men- 
tion the commendable purpose of trying to make some co- 
herent sense out of the expanding and overlapping literature 
about the particular topic covered. 

As a clinician, I was quite impressed with George Henry's 
"Treatment and Rehabilitation of Narcotic Addiction." Dr. 
Henry covers detoxification, opioid maintenance, the antago- 
nistic drugs, psychosocial approaches (e.g., Synanon), and the 
results of treatment. He concentrates on the critical aspects of 
recent developments—exactly what is needed to keep abreast of 
what is significant in the burgeoning literature. Two statements 
from this chapter are worth quoting: 


We do not know whether most [treatment methods] are 
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better than no treatment at all. ... We do not know what 
happens to drug dependent persons who are not treated or 
incarcerated. 


Another excellent paper, “The Epidemiology of Psychoactive 
and Hallucinogenic Drug Use,” is a descriptive essay that sur- 
veys methodological difficulties, morbidity and mortality asso- 
ciated with drug use, and the characteristics of drug users. It 
also offers some definitive conclusions and research directions. 

The entire volume represents high-quality efforts at con- 
densing and clarifying advances in drug research. Although the 
jacket states, "This book focuses on drug addiction," at least 
one-third of the book is concerned with alcohol. It should be a 
good reference volume for anyone searching for the latest mate- 
rial for teaching or research. The bibliographies are extensive— 
one chapter alone has 540 references. Finally, special mention 
should be made of the excellent 50-page index that greatly in- 
creases the book's usefulness. 


MANUEL M. PEARSON, M.D. 
Philadelphia, Pa. 


Psychiatric Diagnosis, by Robert A. Woodruff, Jr., M.D., Don- 
ald W. Goodwin, M.D., and Samuel B. Guze, M.D. New York, 
N.Y., Oxford University Press, 1974, 212 pp., $7.95; $4.95 (pa- 
per). 


This well-researched and well-organized book deals in some 
detail with the various diagnostic entities seen in the clinical 
practice of psychiatry. In their introduction, the authors point 
out: 


There are many diagnostic categories in psychiatry, but 
few are based on a clinical literature where the conditions 
are defined by explicit criteria and follow-up studies pro- 
vide a guide to prognosis. Lacking these features, such cat- 
egories resemble what sociologists call labeling. 


Simple labeling is avoided in this book. The authors show the 
usefulness of diagnosis based on specifically defined criteria in 
planning treatment and predicting outcome of illness. 

Each chapter is divided into several sections, including defi- 
nition, historical background, epidemiology, clinical picture, 
natural history, complications, family history, differential 
diagnosis, and clinical management. Statements are well docu- 
mented with references to the psychiatric literature, and the 
bibliography at the end of each chapter is extensive. At the 
end of the book there are two appendices, one in support of the 
medical model of psychiatric illness and the other a summary of 
diagnostic criteria for use in psychiatric research. 


PETER M. ZEMAN, M.D. 
Hartford, Conn. 


Disordered Thought in Schizophrenia, by Loren J. Chapman 
and Jean P. Chapman. New York, N.Y., Meredith Corp. (Ap- 
pleton-Century-Crofts), 1973, 347 pp., $15.00. 


The Chapmans have done an excellent job of presenting and 
summarizing the leading theories on disordered thought in 
schizophrenia. They pose a direct challenge to Arieti's Inter- 
pretation of Schizophrenia (1) in such statements as the follow- 
ing: 


Von Doma-us and Arieti erred in that the laws of Aris- 
totelian logic are not the laws of thought and are not even 
the laws of most reality-oriented adaptive thought. (p. 188) 


This book discusses the evidence for a number of theories 
concerning the rature of schizophrenic thought disorder. Much 
of the book is devoted to the problem of identification and 
measurement of cognitive symptoms as a reflection of dis- 
ordered thought. The Chapmans critically analyze the method- 
ological problems in research regarding the selection of schizo- 
phrenic subjects, measurement of disordered thought, and 
research designs. They report that most of the available re- 
search evidence on theories of schizophrenic disorder fail to use 
the most appropriate design for measuring cognitive deficit of 
matched tasks in order to delineate the subvarieties of schizo- 
phrenic thought disorders. 

The authors present the leading theories on disordered 
thought in schizophrenia carefully and historically, beginning 
with Bleuler's theory of broken associative threads. They de- 
scribe the theories of excessive yielding to normal biases, loss of 
abstract thinking, errors in syllogistic reasoning, and the phe- 
nomenon of overinclusion. They also discuss regression to an 
early stage of development in psychoanalysis, schizophrenic 
thought disorde- as a phase in response to emotional problems, 
the Shakow formulation of loss due to a major set, defects in at- 
tention and information processing, the drive theory, schizo- 
phrenic cognition, and theories based on schizomimetic condi- 
tions. They emphasize the heterogeneity of schizophrenia as the 
basic clinical rezlity of schizophrenic thought disorders. 

The authors zre trying to clear a field through the jungles of 
schizophrenic research for further objective study. They have 
come to three tactical conclusions. These are not startlingly new 
but will be helpful in redirecting the attention of research- 
ers, clinicians, teachers, and students of schizophrenia to the 
following efforts: 1) determining the different kinds of thought 
disorders in schizophrenia, 2) using measures of thought dis- 
order to compare different kinds of schizophrenic patients with 
one another, ard 3) discovering the subgroupings of patients 
within schizophrenia. (The authors' differential discussion of 
process and reactive schizophrenia, for instance, is exemplary.) 

One other strategic conclusion they come to is that the “‘in- 
vestigation of a possible schizophrenic defect in information 
processing seems promising." I agree with this statement, which 
points to a very fruitful approach. The apparent schizophrenic 
verbalizations are but a final common pathway of a manifesta- 
tion of information distortion that can occur at a genetic cellu- 
lar biochemical level or as a psychosocial distortion of con- 
sciousness and communication. 

The literature search and references in this book are exten- 
sive, but they fail to include more sophisticated nonclinical 
models of biochemical, neurophysiological, communicational, 
or cybernetic system theories, apart from the Broadbent model. 
The authors remain naturally biased in favor of the clinical 
psychological approach. 

I believe that the Chapmans may be overstating their case 
when they claim that “investigators can solve the problem if 
they use appropriate research designs and properly chosen 
patients." It is quite possible that the solution to the enigma of 
schizophrenia may come from outside of the clinical research of 
schizophrenic patients. 

The puzzle of schizophrenic thought might remain unsolved 
if we do not gain further understanding of the neurophysiologi- 
cal process of normal thinking—the interaction of system func- 
tion and information within the brain. Nevertheless, I recom- 
mend this boox not only as a good reference for clinical 
researchers and practitioners but also as a fine textbook for a 
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survey course for psychiatric residents and graduate students 
studying disordered- thought in schizophrenia. 


REFERENCE 


l. Arieti S: Interpretation of Schizophrenia. New York, Brunner/ 
Mazel, 1955 


H.C. Tren, M.D. 
Lansing, Mich. 


Camping Therapy: Its Uses in Psychiatry and Rehabilitation, 
edited by Thomas Power Lowry, M.D. Springfield, Ill., Charles 
C Thomas, 1974, 132 pp., $7.75. 


This collection of 18 articles describes camping programs for 
normal as well as emotionally and physically disordered chil- 
dren and adults. Each chapter is brief; many contain short case 
reports. 

Providing mental health care in more natural environments 
to promote integrity and growth has been a relatively neglected 
subject in psychiatry. Yet the pressures of technological society 
and its dehumanizing institutions cause many emotional casual- 
ties. This strongly suggests rich therapeutic possibilities in 
camping and its more basic lifestyle. 

This book reflects the infancy of camping therapy. It is a 
brief introduction to its practice and possibilities. The few refer- 
ences to the literature are, for the most part, dated. Several 
chapters are redundant, and the issue of reentry from the less 
structured camp setting back into the pressures of civ- 
ilization (1) is essentially neglected. Camping therapy is clearly 
fun for patient and staff alike; however, controlled studies and 
follow-up data are needed to evaluate whether it is effective, 
how costly it is in relation to its benefits, and what types of 
patients respond favorably to it. 


REFERENCE 


i. Muller DJ: Post-camping depression: a lethal possibility. Am J 
Psychiatry 128:109-111, 1971 


DaviD J. MULLER, M.D. 
Denver, Colo. 


Rorschach Responses in Old Age, revised ed., by Louise Bates 
Ames, Ph.D., Ruth W. Métraux, M.A., Janet Learned Rodell, 
Ph.D., and Richard N. Walker, Ph.D. New York, N.Y., Brun- 
ner/ Mazel, 1973, 211 pp., $12.50. 


This is a revised edition of the volume of the same name orig- 
inally published in 1953. The changes between editions consist 
of the insertion of a page and a half of material on scoring 
whole responses, an increase from 8 to 61 in the number of per- 
sons retested, the deletion of several individual case examples to 
make room for a new short chapter on supplementary tests, and 
the addition of 10 new citations to the references. 

Of the 200 aged persons whose tests form the basic data in 
this book, 140 were women. Most of the sample were well edu- 
cated, of upper- and upper-middle-class socioeconomic status, 
and between 70 and 100 years old. The Rorschach test was ad- 
ministered in the same way these researchers have given it to 
children (1). The cards were shown only once and inquiries were 
gathered immediately following a response. 

On the basis of scores approximating those expected of nor- 
mal younger adults and in the absence of certain qualitative 
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signs, the authors classed 20 percent of the records as normal, 
70 percent as presenile, and 10 percent as senile. Because of the 
authors’ thesis that old age is “reverse growth," they were sur- 
prised that such a large percentage of their subjects could be 
classed as normal on the basis of their Rorschach performance. 
However, it seems to me and to others who have studied aged 
persons in the 20 years since the first edition of this volume ap- 
peared that the presenile group merit the most attention. 

Both the number of persons classified in this book as pre- 
senile and the descriptions of their performance suggest that 
subgroups exist within this larger group. Two of the features at- 
tributed to presenile individuals—garrulousness and repetitive- 
ness—have been noted by other researchers. In this book Ames 
and associates give vivid descriptions of the transactional im- 
pact that presenile behavior has on others. 

The weaknesses of the book lie in its oversimplification of old 
age as a period of reverse growth and its efforts to locate indi- 
vidual aged persons at a single behavior level or level of in- 
tactness rather than using such concepts as dimensions or do- 
mains of behavior. The latter permit reference to complex 
interactions among traits, skills, functions, and decrements. 

The authors' findings are far more complex and fascinating 
than their concepts of levels. The merits of the book lie in the 
qualitative sign checklists devised by the authors. One list of 
signs consists of those found in childrens" Rorschachs that do 
not appear in Rorschachs of normal adults. A second list of 
signs is composed of those which the writers feel do not charac- 
teristically appear in either normal adults’ or normal childrens’ 
records. These checklists become central in ordering the find- 
ings of this research. 

In summary, one can recommend the sign checklists devised 
by the authors to quantify the qualitative features of Rorschach 
performance in aged persons without endorsing some of the the- 
oretical underpinnings of the volume. This book had much to 
offer when it first appeared 20 years ago and still does. 
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MARGARET THALER SINGER, Pu.D. 
Berkeley, Calif. 


Basic Concepts of Psychoanalytic Psychiatry, by Elizabeth R. 
Zetzel, M.D., and W.W. Meissner, M.D. New York, N.Y., Ba- 
sic Books, 1973, 305 pp., $10.00. 


Dr. Zetzel was engaged in collaborating on this book at the 
time of her sudden death in November 1970. Dr. Meissner had 
undertaken the task of rewriting, revising, and expanding lec- 
tures that Dr. Zetzel had presented in a series of seminars and 
public lectures in Boston over a span of several years to present 
a coherent and integrated account of the psychoanalytic per- 
spective. As the draft of each chapter was finished, Dr. Zetzel 
read and commented on possible changes. This process had 
been completed for the first 13 chapters at the time of her 
death. She had the final 3 chapters in hand and had made some 
comments about them to Dr. Meissner, but she had not re- 
viewed them as completely as she had the others. 

Drs. Zetzel and Meissner define the basic structure of this 
book as an account of the developmental process, including its 
inherent potentialities for progressive adaptation and regressive 
retrenchment. There is an integration of the dynamic, eco- 
nomic, structural, and adaptational points of view in this set- 
ting. 
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This volume might be viewed as a beginning textbook in psy- 
choanalytic psychiatry for psychiatric residents and allied 
personnel. It is a courageous attempt to weld together the vari- 
ous phases of Freudian psychoanalytic theory, more recent 
developments in ego psychology, the concepts of interpersonal 
theory and adaptational psychoanalysis, and some of the clini- 
cal observations in child development as well as in sleep and 
dream research. 

Such integration is a difficult task; no great measure of suc- 
cess is seen in these pages. Most of the material is devoted to 
iracing Freudian theory chronologically through the energic 
and structural contexts. The authors note that Freud heralded 
the importance of adaptation on many occasions. Chapter after 
chapter is devoted to Freudian theory; they cover anxiety, re- 
pression, and their interaction, primary and secondary process, 
and the developmental hypothesis, to name a few. 

The greatest number of references in the short bibliography 
(71 entries), after Freud, are to Erikson and David Rapaport. 
Hartmann and Kris are mentioned once. There are a number of 
references to contributions by various workers in the text that 
are not included in the bibliography, e.g., Kris's regression in 
the service of the ego and the sleep research of Aserinsky and 
Kleitman. In the latter context, neither Fisher nor Dement is 
even mentioned, There is also no allusion to Sandor Rado in the 
discussion of adaptational psychoanalysis. 

My impression is that the authors were torn between pur- 
suing their goal of a coherent and comprehensive account of 
psychoanalytic psychiatry and becoming liable to charges of 
apostasy in psychoanalytic thinking. Some of the writing is 
heavy and obscure—much less clear than the good translations 
of Freud and never approaching the style and conciseness of 
Erikson. 

Although the final three chapters were not fully reviewed by 
Dr. Zetzel, she approved their inclusion in principle. Each of the 
chapters, titled "Neurotic Development and Analyzability,” 
"An Approach to the Borderline Patient," and “Psychoanalysis 
As Therapy," presents a fitting topic for another volume. How- 
ever, each is necessarily given only superficial treatment and 
could be a source of confusion to the young psychiatrist. 


JAMES P. CATTELL, M.D. 
New York, N.Y. 


The Depressed Woman: A Study of Social Relationships, 5y 
Myrna M. Weissman and Eugene S. Paykel. Chicago, Ill., Uni- 
versity of Chicago Press, 1974, 279 pp., $10.00. 


This book describes an exploratory study in which 40 women 
with acute depression but with no physical illness or psychosis 
were compared with 40 women who were considered normal, 
i.e., free from psychiatric and physical illness. The two groups 
were matched as to age, religion, ethnic origin, and neighbor- 
hood. The social relations and symptomatology of both groups 
were studied at regular intervals over a 20-month period in 
the clinics of Yale University and Tufts University. 

Treatment for the depressed women included the use of an 
antidepressant (amitriptyline) as well as psychotherapy and 
counseling. Interview and questionnaire techniques were used in 
addition to the standard clinical interview. Six aspects of the 
subjects’ behavior were rated: behavior and performance at 
work, during leisure time, in the extended family, in the marital 
role, in the parental role, and in the family unit. Factor analysis 
and correction for reliability and validity were carried out. 

The results of this study clarify many of the conflicting ideas 
about depressed women that have been reported. This study 


found that althcugh these depressed women were moderately 
impaired in their daily lives and interpersonal relationships, 
their marital reletionships became the arena for the depression. 
Friction, poor communication, dependency, and diminished 
sexual satisfaction were evident. Acutely depressed women 
showed an increase in- hostility, especially toward their hus- 
bands and children. Remission of symptoms and improvement 
in social adjustment were more rapid during the first 2 months 
of the 20-month :reatment period. 

The normal subjects, by comparison, were well adjusted and 
experienced housework as satisfying, parent-child relations as 
warm and involved, and marriage as affectionate and harmoni- 
ous. 

The authors of this book are to be congratulated for their 
clear presentation of this carefully controlled research study. 
This work should serve as a reliable frame of reference for fur- 
ther research, not only of depression, but also of normal sub- 
Jects. This book should be of real value to all those who are in- 
volved in the day-to-day care of depressed women. 


HELEN B. CARLSON, M.D. 
Downey, Ill. 


Electroencephalagraphy (EEG) of Human Sleep: Clinical Appli- 
cations, by Robert L. Williams, M.D., Ismet Karacan, M.D., 
D.Sc., and Carolyn J. Hursch, Ph.D. New York, N.Y., John 
Wiley & Sons, 1274, 164 pp., $15.00. 


This book is a summary of about a decade of intensive work 
at the sleep laboratories of the University of Florida. The data 
represent over 6.000 all-night sleep EEGs on hundreds of nor- 
mal subjects aged 3 to 80 who slept in the laboratory on succes- 
sive nights. The purpose of the work was to develop an elec- 
trographic (EEG and eye-movement) atlas of normal sleep. The 
reader is given & variably adequate account of the laboratory 
procedures and equipment, which is critical for an understand- 
ing of the resultant tracings. 

The extensive bibliographies at the end of each chapter iden- 
tify supplemental reading. In the foreword, Dement likens the 
data on sleep recorded in this book to the familiar height-and- 
weight growth charts. He states that the data add a new dimen- 
sion to the assessment of normal development. 

Sleep EEGs aze recorded at a chart speed of 15 mm/second, 
which results in 1,000 or more pages a night for each patient. 
Some sort of data reduction is imperative, so the records are 
scored by one-m:nute epochs. This yields hundreds of scores for 
each night of sleep. Fortunately, it has been known since the 
1930s that there :s a more or less steady progression through the 
various stages of sleep. This permits classification of large 
blocks of time into pattern stages. Sleep researchers have 
achieved a moderate consensus about the criteria for stages 1 
through 4 and for the REM stage. 

There is less zgreement regarding number and placement of 
electrodes. This book, although written by researchers at one 
laboratory, shows a variability that complicates the understand- 
ing of illustrative sleep stages. There is also a puzzling tendency 
for recorded eye movements to be of variable phase and of 
higher voltage on the left side. 

This atlas is meant to be useful to a wide range of profes- 
sionals, who need a clear display of the electrographic features 
of the sleep stazes that would constitute a standard against 
which their own material could be rated. Such pattern recogni- 
tion is very substantially handicapped when the figures showing 
the data are priated at a reduced scale. Indeed, two different 
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scale reductions are used in this book, and the degree of reduc- 
tion Is not really precisely stated for either. The elimination of 
redundant labels and wasted white space in this book could 
have resulted in slightly shorter time samples that could have 
been displayed life-sized and therefore been much more useful 
to the reader wishing to adopt this classification system. To the 
degree that such illustrations are important, as they are in 
EEG, book size would better be adapted to figures than to text. 

The main and unique contribution of this work is contained 
in a long sequence of admirably clear tables and figures. From 
these one can determine time in bed, time from onset of sleep to 
final awakening as well as the percentage of this time spent in 
actual sleep, sleep onset latency, a sleep efficiency index, the 
proportion of time spent in each stage of sleep, and the duration 
of each such sleep stage. The tables and figures also show the 
appropriate statistical handling of this mass of data. Further, 
each of these categories is detailed by age groups, which are fur- 
ther contrasted as to sex. (The latter differences are largely non- 
significant.) The illustrative material is ingeniously plotted and 
easy to understand. The REM phenomena receive explicit 
treatment. 

How is the clinician to use this information in the diagnosis 
and treatment of the patient with a sleep disorder? One chapter 
of the book is devoted to the dyssomnias, which, together with 
headache, must comprise man's most benignly annoying dis- 
comforts. The enthusiasm of the authors for all-night sleep 
studies is not substantiated by present applications to most of 
the dyssomnias, however. There are some specific exceptions 
(epilepsy, narcolepsy, Kleine-Levin syndrome, and Pickwickian 
syndrome) where sleep EEG 1s indeed useful, although all-night 
sleep study is rarely required. 

The concluding chapter on future directions touches on the 
likelihood that biochemical variables will be important in sleep 
research. Stage 2 sleep, which makes up half of our sleep 
throughout life, also needs investigation. No doubt jet lag will 
be studied; it may be necessary then to record in homes, hotels, 
and airports. Also to be studied is the overwhelming drowsiness 
that occurs while one is sitting upright in a lecture hall. The au- 
thors recognize the fact that for these and other problems much 
help will be needed from computers. 

My final regret about this book is given with the hope that 
authors, editors, and publishers may yet mend their ways and 
present material so it is maximally easy to read and understand. 
I refer to the problem of reference citation within text. In this 
volume, references are identified by names and year, generally 
with the inclusion of all (up to six) authors and only occasion- 
al use of a welcome “et al." The use of the latter is not related 
to the number of authors. Since much sleep research appears 
under multiple authorship, and since many of the names are 
double- and even triple-hyphenated, the reader must scan 
through a veritable thicket of names and numbers to reach the 
text. There is a better way, and the resultant savings in cost and 
paper could be contributed to improved display of the primary 
electrographic data. 


CHARLES E. HENRY, PH.D. 
i Cleveland, Ohio 


The Administration of Mental Health Services, edited by Saul 
Feldman, D.P.A. Springfield, Hi., Charles C Thomas, 1973, 383 
pp., $18.75. 


The editor of this book attempts to compile the thinking of a 


number of persons whose expertise in the generic aspects of ad- 
ministration and whose specific knowledge of the mental health 
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field qualify them to adapt the principles of general administra- 
tion to the field of mental health. 

The primary point of the book is that administration in the 
mental health field is so modified by the environment in which it 
is applied that it is a specialized and individualized field of its 
own. In my opinion, inadequate emphasis is given to the fact 
that the principles of sound administration are generalizable; it 
is merely the technique of application of these principles that re- 
quires modification. 

The book states that mental health professionals, by training 
and by nature, fight the restriction and systematization of a 
strong administrative organization. While discipline within 
their practices may be well established, their lack of discipline 
in regard to established administrative procedures makes them 
a difficult group with which to cope. 

The book focuses on the field of government-funded mental 


health programs; little or no attention is paid to the private and 
proprietary areas of mental health. The various authors discuss 
the tremendous growth in size and complexity that has occurred 
in the mental health field and point out the obvious gap that de- 
velops when administrative procedures such as budgeting, per- 
sonnel management, financing, and management information 
do not catch up. However, they do not offer many solutions ex- 
cept to say that the overall field of mental health administration 
needs more emphasis. 

This book could serve as a sourcebook for readings in the 
area of mental health administration, but it is not the basic text 
that the jacket suggests it to be. 


EDWARD S. FLEMING, M.D. 
Washington, D.C. 


Submission of New Research Abstracts for the 1975 
Annual Meeting, May 5-9, Anaheim, California 


The 1975 annual meeting will again include a series of two New Research sessions. Those in- 
terested in presenting papers at these sessions should obtain an abstract form from the Office of 
the Chairman of the Program Committee, American Psychiatric Association, 1700 Eighteenth 
Street, N.W., Washington, D.C. 20009. It is not necessary to supply the full text of a paper sub- 
mitted for consideration for New Research sessions. Completed abstracts must be received in 
the Office of the Chairman of the Program Committee by March 1, 1975. 
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This Month s Reviewers 





FELIX F. Loes, JR., M.D., is Assistant Clinical Professor of Psychiatry, University of Califor- 
nia, San Diego, Calif. 


JAMES Q. Simmons III, M.D., is Chief of Child Psychiatry and Associate Program Director, 
Mental Retardation and Child Psychiatry Program, Neuropsychiatric Institute, University of 
California, Los Angeles, Calif. 


EVELYN S. Myers is Managing Editor of this journal and Coordinator, Psychiatric Care In- 
surance Coverage, APA. 


FRANK J. MENOLASCINO, M.D., is Professor of Psychiatry and Pediatrics, University of Ne- 
braska Medical Center, Omaha, Neb. 


JOHN E. O'MALLEY, M.D. is Assistant Professor, Harvard Medical School, and Associate in 
Psychiatry, Children’s Hospital Medical Center, Boston, Mass. 


A. ARTHUR SUGERMAN, M.D., MED.D.Sc., is Director of Research, Carrier Clinic Foundation, 
Belle Mead, N.J. 


MAI. THOMAS C. Bonp, MC, USA, is Chief Psychiatrist, U.S. Disciplinary Barracks, Ft. Leav- 
enworth, Kans. 


NANCY A. DURANT, M.D., is Director, Union County Psychiatric Clinic, Plainfield, N.J. 
DENNIS P. CANTWELL, M.D., is Director of Training in Child Psychiatry and Coordinator of 
Professional Education, Neuropsychiatric Institute, University of California, Los Angeles, 


Calif. 


WILLIAM A. Hunt, PH.D., 1s Emeritus Professor of Psychology, Loyola University of Chicago, 
Chicago, Ill. 


RICHARD I. SHADER, M.D., is Associate Professor of Psychiatry, Harvard Medical School, and 
Director of Clinical Psychiatry, Massachusetts Mental Health Center, Boston, Mass. 


GEORGE E. VAILLANT, M.D., is Associate Professor of Psychiatry, Cambridge Hospital, Cam- 
bridge, Mass., and Harvard Medical School, Boston, Mass. 


ROBERT J. CAMPBELL, M.D., is Medical Director, Four Winds Hospital, Katonah, N.Y. 


SUZANNE T. VAN AMERONGEN, M.D., is Associate Clinical Professor of Child Psychiatry, Bos- 
ton University Medical School, Boston, Mass. 


JOHN A. BUEHLER, M.D., is in private practice in Kentfield, Calif. 


MANUEL M. Pearson, M.D., is Professor of Clinical Psychiatry, University of Pennsylvania 
School of Medicine, Philadelphia, Pa. 


PETER M. ZEMAN, M.D., is Chief of Section, Institute of Living, Hartford, Conn. 
H. C. Tren, M.D., is Director, Michigan Institute of Psychosynthesis, Lansing, Mich. 


Davip J. MULLER, M.D., is Chief, Department of Psychiatry, Colorado Permanente Medical 
Group, Denver, Colo. 


MARGARET THALER SINGER, PH.D., is Professor and Lecturer, Department of Psychology, 
University of California, Berkeley, Calif. 
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JAMES P. CATTELL, M.D., is Associate Clinical Professor of Psychiatry, College of Physicians 
and Surgeons, Columbia University, New York, N.Y. 


HELEN B. CaRLSON, M.D., is Staff Psychiatrist, Downey Veterans Administration Hospital, 
Downey, UL 


CHARLES E. HENRY, PH.D., is Director, EEG Laboratory, Cleveland Clinic, Cleveland, Ohio. 


EDWARD S. FLEMING, M.D., is President, Psychiatric Institutes of America, Washington, D.C. 
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Books Received 





This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Bocks cannot be returned to the publishers. 


Marital and Sexual Counseling in Medical Practice, 2nd ed., ed- 
ited by D. Wiljred Abse, M.D., Ethel M. Nash, M.A., and Lois 
M.R. Louden, Ph.D. New York, N.Y., Harper & Row, 1974, 
558 pp., $14.95. 


The Healing Community: Dynamics of the Therapeutic Milieu, 
by Richard A'mond. New York, N.Y., Jason Aronson, 1974, 
406 pp., $17.50. 


Mental Retardation: Nature, Cause, and: Management, by 
George S. Baroff. Washington, D.C., Heniisphere Publishing 
Corp. (New York, N.Y., Halsted Press, John Wiley & Sons, 
distributor], 1374, 475 pp., $17.95. 


Research Strategies in Psychotherapy, by Edward SS. Bordin. 
New York, N.Y., Wiley-Interscience (John Wiley & Sons), 
1974, 256 pp., $16.95. 


Neurology of Infancy and Childhood, edited by Sidney Carter, 
M.D., and Arnold P. Gold, M.D. New York, N.Y., Appleton- 
Century-Crofts ( Prentice-Hall), 1974, 195 pp., no price listed. 


Irony in the Mind's Life: Essays on Novels by James Agee, 
Elizabeth Bowen, and George Eliot, by Robert Coles. Char- 
lottesville, Va., University Press of Virginia, 1974, 204 pp., 
$9.75. 


Administrative Techniques of Rehabilitation Facility Opera- 
tions, edited by John G. Cull, Ph.D., and Richard E. Hardy, 
Ed.D. Springfield, Ill, Charles C Thomas, 1974, 272 pp. 
$15.75. 


Organization and Administration of Drug Abuse Treatment Pro- 
grams: National and International, edited by John G. Cull, 
Ph.D., and Richard E. Hardy, Ed.D. Springfield, Il., Charles C 
Thomas, 1974, 335 pp., no price listed. 


Experimental Behaviour: A Basis for the Study of Mental Dis- 
turbance, edited by John H. Cullen. New York, N.Y., Halsted 
Press (John Wiley & Sons), 1974, 440 pp., $24.50. 


Manuel de Psychiatrie de l'Enfant, 2nd ed., by J. de Ajuria- 
guerra. Paris, France, Masson et Cie, 1974, 1,066 pp., 195 
French francs. 


The Culturai Drama: Modern Identities and Social Ferment, ed- 
ited by Wilton S. Dillon. Washington, D.C., Smithsonian Insti- 
tution Press 1974, 328 pp., $17.50. 


Manuel de Psychiatrie, 4th ed., by Henri Ey, P. Bernard, and 


Ch. Brisset. Paris, France, Masson et Cie, 1974, 1,212 pp., 160 
French francs. 


Divorce: The New Freedom. A Guide to Divorcing and Divorce 
Counseling, by Esther Oshiver Fisher, LL.B., Ed.D. New York, 
N.Y., Harper & Row, 1974, 198 pp.. $7.95. 


The Psychoanalysis of War, by Franco Fornari, translated by 
Alenka Pfeifer. Garden City, N.Y., Anchor Books (Anchor 
Press/ Doubleday), 1974, 270 pp., $2.95 (paper). 


Sex Differences in Behavior, edited by Richard C. Friedman, 
M.D., Ralph M. Richart, M.D., and Raymond L. Vande Wiele, 
M.D. New York, N.Y., John Wiley & Sons, 1974, 488 pp., 
$25.00. 


The Psychoanalysis of Dreams, by Ángel Garma. New York, 
N.Y., Jason Aronson, 1974, 220 pp., $10.00. 


Stigma: Notes on the Management of Spoiled Identity, by Er- 
ving Goffman. New York, N.Y., Jason Aronson, 1974, 147 pp., 
$7.50. 


A Guide to Psychiatric Diagnosis and Understanding for the 
Helping Professions, by Martin Goldberg, M.D. Totowa, N.J., 
Littlefield, Adams & Co., 1974, 176 pp., $2.95 (paper). 


Research on Methods and Programs of Drug Education. Inter- 
national Symposia on Alcohol and Drug Addiction 3, edited by 
Michael Goodstadt. Toronto, Canada, Addiction Research 
Foundation of Ontario, 1974, 187 pp., $6.25 (paper). 


The Silent Misery—Why Marriages Fail, by Gerald G. Griffin, 
Ph.D. Springfield, Ill, Charles C Thomas, 1974, 280 pp., 
$10.75; $6.95 (paper). 


Minimal Brain Dysfunction, by Mortimer D. Gross, M.D., and 
William C. Wilson, M.D. New York, N.Y., Brunner/ Mazel, 
1974, 202 pp., $10.95. 


Techniques and Approaches in Marital and Family Counseling, 
edited by Richard E. Hardy, Ed.D., and John G. Cull, Ph.D. 
Springfield, Hi., Charles C Thomas, 1974, 210 pp., no price 
listed. 


Madness Network News Reader, edited by Sherry Hirsch, Joe 
Kennedy Adams, Leonard Roy Frank, Wade Hudson, Richard 
Keene, Gail Krawitz-Keene, David Richman, and Robert Roth. 
San Francisco, Calif., Glide Publications, 1974, 192 pp., $5.95 
(paper). 
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Clinical Prediction in Psychotherapy, by Leonard Horowitz. 
New York, N.Y., Jason Aronson, 1974, 365 pp., $15.00. 


World History of Psychiatry, edited by John G. Howells, M.D., 
D.P.M. New York, N.Y., Brunner/Mazel, 1975. 728 pp., 
$25.00. 


Psychiatric Disorders in Adolescents, by Richard W. Hudgens, 
M.D. Baltimore, Md., Williams & Wilkins Co., 1974, 228 pp., 
$15.50. 


The Limbic System, by Robert L. Isaacson. New York, N.Y., 
Plenum Press, 1974, 279 pp., $14.95. 


The Psychology of Superstition, by Gustav Jahoda. New York, 
N.Y., Jason Aronson, 1974, 147 pp., 87.50. 


The Treatment of Alcoholism: Theory, Practice, and Evaluation, 
by EJ. Larkin, Ph.D. Toronto, Canada, Addiction Research 
Foundation of Ontario, 1974, 68 pp., $2.95 (paper). 


Shame and Guilt in Neurosis, by Helen B. Lewis, Fh.D. New 
York, N.Y., International Universities Press, 1974. 525 pp., 
$4.95 (paper). 


Troubled Children: Their Families, Schools and Trea:ments, by 
Leonore R. Love and Jaques W. Kaswan, with Daphne Blunt 
Bugental. New York, N.Y., Wiley-Interscience (John Wiley & 
Sons), 1974, 302 pp., $17.95. 


Cognition and Behavior Modification, by Michael J. Mahoney. 
Cambridge, Mass., Balinger Publishing Co. (J.B. Lippincott 
Co.), 1974, 337 pp., no price listed. 


Advances in Psychobiology, vol. 2, edited by Grant Newton and 
Austin H. Riesen. New York, N.Y., Wiley-Interscience (John 
Wiley & Sons), 1974, 312 pp., $24.95. 


Assessing Minority Group Children: A Special Issue ef Journal 
of School Psychology, edited by Dr. Beeman N. Philips. New 
York, N.Y., Behavioral Publications, 1973, 108 pp. no price 
listed. 
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René: The Biography of a Schizophrenic, by Elizabeth Plante, 
R.N. New York, N.Y., Vantage Press, 1974, 37 pp., $4.50. 


The Practical Management of Head Injuries, 3rd ed., by John 
M. Potter, M.A., D.M. Chicago, Ili., Year Book Medical Pub- 
lishers, 1974, 91 pp., $7.95 (paper). 


Learning Sex Roles: American and Scandinavian Contrasts, by 
Joseph E. Ribal. San Francisco, Calif., Canfield Press (Harper 
& Row), 1973, 266 pp., $4.95 (paper). 


Early Child Care in the United States of America. International 
Monograph Series on Early Child Care 3, by Halbert B. Robin- 
son, Nancy M. Robinson, Martin Wolins, Urie Bronfenbren- 
ner, and Julius B. Richmond. New York, N.Y., Gordon and 
Breach, 1973, 224 pp., $14.50. 


How Behavior Means, by Albert E. Scheflen, M.D. New York, 
N.Y., Jason Aronson, 1974, 208 pp., $12.50. 


Proceedings, 7th International Conference for Suicide Pre- 
vention, edited by Nico Speyer, M.D., Rene F.W. Diekstra, 
Ph.D., and Karel J.M. van de Loo, Ph.D. Amsterdam, The 
Netherlands, Swets & Zeitlinger, 1974, 642 pp., no price listed. 


Perspectives on Human Sexuality: Psychological, Social and 
Cultural Research Findings, edited by Nathaniel N. Wagner. 
New York, N.Y., Behavioral Publications, 1974, 508 pp., no 
price listed. 


Eminent Contributions to Psychology, vol. 1: A Bibliography of 
Primary References, edited by Robert I. Watson, Sr. New 
York, N.Y., Springer Publishing Co., 1974, 470 pp., $24.00. 


Psychoactive Drugs, Including Combinations. Data Processing 
in Medicine, vol. 3, by Francois Wider. New York, N.Y., S. 
Karger, 1974, 264 pp., $44.00. 


Narcotics and the Hypothalamus. Kroc Foundation Symposia 2, 
edited by Emery Zimmermann and Robert George. New York, 
N.Y., Raven Press, 1974, 266 pp., $18.95. m 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 





The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 









The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a "'Unilateral'' type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC lI— The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 


See us at Booth E6 at the Annual Meeting ; 
A31 


The long wait for low priced 
imipramine ends 





Introducing low cost 


SkK-Pramine. 


imipramine HCI 


Tablets: 10 mg., 25 mg., 50 mg. 





e Brand name quality you can depend on. 
e Savings your patients can bank on. 












| *The manufacturer's suggested list prices 
SK-LINE* to pharmacists for SK-Pramine' compared 
mum SK&F Quality at Low Cost to those for Tofranil* (imipramine HCI, 
; Geigy). Differences in pharmacy charges for 
Smith Kline & French Laboratories these products will vary, depending on location. 
Div. of SmithKline Corp., Phila., Pa. 


services offered, and other factors 


In the treatment of clinically significant depression... 


R, 








VIL 
(A MITRIETYLINE Hc//MSb) 











IL 


(. AMITRIPTYLINE Hcl /MSD) 





* An important alternative in fitting the * Greater patient compliance 
medication to the patient's needs The simplicity of once-a-day dosage at bedtime 
Once-a-day dosage at bedtime is an appropriate way makes it easier for patients to adhere to a regimen— 
to start—and maintain—many patients on therapy. an especially important consideration in depressed 
Of course, ELAVIL may be administered two, three, patients whose self-motivation may be at a low ebb. 
or four times as well as once a day. This dosage Should not be used during the acute recovery phase 
versatility allows prescribing precisely for the following myocardial infarction; in patients hyper- 
patient's needs. sensitive to it; in those who have received an MAOI 


within two weeks; or in children under 12. Patients 
with cardiovascular disorders should be watched 


* Once-a-day dosage schedule for adult closely. Safe use during pregnancy and lactation has 


outpatients not been established. The drug may impair mental 
Therapy should be initiated with 50 mg to 100 mg at or physical abilities required in the performance of 
bedtime. This may be increased by 25 or 50 mg hazardous tasks and may enhance the response to 
added to the bedtime dose as necessary to a maxi- alcohol. Since suicide is a possibility in any depres- 
mum daily dose of 150 mg. The usual maintenance sive illness, patients should not have access to large 
dose is 50 to 100 mg a day given at bedtime, quantities of the drug. Hospitalize as soon as possible 
though in some patients, 40 mg per day is sufficient. any patient suspected of having taken an overdose. 





once a day at bedtime 


Please see addendum on following page for other details of dosage and administration including 
divided daily doses, dosage in hospitalized patients, and dosage in elderly and adolescent patients. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCl | MSD) Dm 


For a brief summary of prescribing information, please see following page. HM 











ELAVIL 


(AMITRIPTYLINE HCI} MSD) 


added dosage versatility 
in clinically significant depression 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
@ monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase Inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, Initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution In patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or Increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularty with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilitles 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe usa during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may becoma 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. in 
these circumstances, the dose of amitriptyline HC] may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, Including 
epinephrine combined with local anesthetlcs, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barblturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs: this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline Is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial Infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
jusions; hallucinations; excitement; anxlety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; perlpheral neuropathy; 
incoordination; ataxia; tremors; selzures; alteraticn in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philla, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea In the female, increased or decreased libido, elevation and 
lowering of blood sugar levels, Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as.possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and suppartive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
Intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatlves, and 
water for Injection q.s. 1 ml. 

For more detailed information, consult your MSC representative or sea full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 
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dosage forms for differing 
patient needs 


29 mg (yellow) 


7 This tablet may prove use- 
oO ful for initial therapy in 
adult outpatients. Starting 
dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepreasant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


The 50-mg tablet may be 
ee) advantageous whenever 
higher dosages are re- 
quired, or when the single daily dose 
is given at bedtime, The 50-mg tablet 
may also be convenient for many bhos- 
pitalized patients who may need 100 
mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if neceesary. À small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 

satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per mi 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the tack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood’s 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 
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An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what mav be needed to enhance the 
mental good health of all young children . . . . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psvchiatric Services for Children 
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. Basic considerations 
in the management 
of insomnia... 


Prescribe sleep medication at the 
lowest effective dose... 


When you determine that sleep medication is indicated for a patient 
with insomnia, individualize dosage. In some cases, especially in mild 
insomnia or elderlv or debilitated patients, lower than usual 
dosage may effectively relieve symptoms. As patient contact is 
maintained during treatment, dosage can later be titrated | 
according to individual response. ti 


Treat pharmacologically only as long 
as necessary... 


Sleep medication should usually be considered a limited course 
of treatment. Whether insomnia is transient or chronic, 
chemotherapy should end as soon as possible. In this light, the 
number of prescription refills should depend on your 
evaluation of the patient. 


Select an agent known to be relatively 
safe, and effective for the presenting 
type of insomnia... 


Dalmane (flurazepam HC!) is useful for the three most 
common types of insomnia (see composite sleep profile). 
On average, Dalmane provides sleep within 17 minutes 
that lasts 7 to 8 hours with few nighttime awakenings! 
Also, Dalmane 30 mg (the usual adult dosage) has been 
shown consistently effective during 14 consecutive 
nights of administration without increasing dosage? 

Dalmane is relatively safe and generally well 
tolerated; morning “hang-over’ is infrequent. In 
the elderly and debilitated, initial dosage should 
be limited to 15 mg to preclude oversedation, 
dizziness or ataxia. 





TROUBLE TROUBLE TROUBLE Before prescribing Dalmane (flurazepam HCl), please consult complete 
FALLING STAYING SLEEPING : : s í 

ASLEEP ASLEEP LONG ENOUGH product information, a summary of which follows: 

Indications: Effective in all types of insomnia characterized by difficulty 
in falling asleep, frequent nocturnal awakenings and/or early morning 
awakening; in patients with recurring insomnia or poor sleeping habits; 
and in acute or chronic medical situations requiring restful sleep. Since 
insomnia is often transient and intermittent, prolonged administration is 
generally not necessary or recommended. 

Contraindications: Known hypersensitivity to flurazepam HCl. 
Warnings: Caution patients about possible combined effects with alcohol 
and other CNS depressants. Caution against hazardous occupations 
requiring complete mental alertness (e.g., operating machinery, driving). 
Use in women who are or may become pregnant only when potential 
benefits have been weighed against possible hazards. Not recommended 
for use in persons under 15 years of age. Though physical and 
psychological dependence have not been reported on recommended 
doses, use caution in administering to addiction-prone individuals or 
those who might increase dosage. 

Precautions: In elderly and debilitated, initial dosage should be limited 
to 15 mg to preclude oversedation, dizziness and/or ataxia. If combined 
with other drugs having hypnotic or CNS-depressant effects, consider 
potential additive effects. Employ usual precautions in patients who are 
severely depressed, or with latent depression or suicidal tendencies. 


| 1 2 
HUMTUUN BERE Periodic blood counts and liver and kidney function tests are advised 


COMPOSITE PROFILE OF THREE COMMON TYPES OF INSOMNIA during repeated therapy. Observe usual precautions in presence of 
impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, lightheadedness, staggering, 
ataxia and falling have occurred, particularly in elderly or debilitated 
patients. Severe sedation, lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, have been reported. Also 
reported were headache, heartburn, upset stomach, nausea, vomiting, 
diarrhea, constipation, GI pain, nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest pains, body and joint pains and 
GU complaints. There have also been rare occurrences of sweating, 
flushes, difficulty in focusing, blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, skin rash, dry mouth, bitter 
taste, excessive salivation, anorexia, euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, and elevated SGOT, SGPT, total 
and direct bilirubins and alkaline phosphatase. Paradoxical reactions, 
e.g., excitement, stimulation and hyperactivity, have also been reported 

in rare instances. 

Dosage: Individualize for maximum beneficial effect. Adults: 30 mg 
usual dosage; 15 mg may suffice in some patients. Elderly or debilitated 
patients: 15 mg initially until response is determined. 


Supplied: Capsules containing 15 mg or 30 mg flurazepam HCl. 
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A basic consideration when 
sleep medication 1s 1ndicated 


Dalmane 
urazepam HCI 


One 30-mg capsule h.s.— usual adult dosage 
(15 mg mav suffice in some patients). 
e One 15-mg capsule h.s.— initial dosage for 
elderly or debilitated patients. 
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Released from symptoms 
of psychotic depression... 
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Productive again. 


By helping to reduce the relatively rare with Navane 
frequency and intensity of (thiothixene). Extrapyramidal 
psychotic symptoms, Navane symptoms have been 
(thiothixene) often permits reported, but are usually 
resumption of more normal, controlled by reduction in 


more productive living. dosage and/or administration 
The antipsychotic of antiparkinson drugs. 
effectiveness of Navane— Once you ve controlled 
with relatively little acute psychosis or psychotic 
drowsiness—helps patients depression, some patients can 
remain more active, more be maintained on a simple 
alert, better able to meet the — once-a-day dose. This once-a- 
ordinary demands of life. day regimen can reduce the 


Cardiovascular side effects risk of missed 
such as hypotension and doses withno ROeRIG «CZ» 
nonspecific EKG changes are loss of efficacy. NewYork Newvor 10017 e" 
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Navane 


(thiothixene) (thiothixene hydrochloride) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg./Cofícentrate 5 mg./cc. 
Once-a-day- to help control 
symptorns of psychosis 


For prescribing information, including adverse reactions and contraindications please see following page of this advertisement. 
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N avane (thiothixene) (thiothixene hydrochloride) 


PRESCRIBING INFORMATION 
Navane® (thiothixene 


‘Concentrate 5 me./cc., Intramuscular 2 mgcc. 
Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
Piperazine phenothiazines and differences from the 
phatic group of phenothiazines. Navane's mode 

of action bas not been clearly established, 

Indications. Navane is effective in the manage- 

ment of manifestations of psychotic disorders. 
ons. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
Indicated in individuals who have shown hyper- 
sensitivity to the drug. It 1s not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 

sibility should be considered. 

arnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
shed. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the treat- 
ment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane 
(thiothixene), there was some decrease in concep- 
tion rate and litter size, and an increase in resorp- 
tion rate in rats and rabbits, changes which have 
been similarly reported with other psychotropic 
agents. After repeated oral administration to rats 
(5 to 15 mg./kg./day), rabbits (3 to 50 mg./kg./ 
day), and monkeys (1 to 3 mg./kg./day) before 
and during gestation, no teratogenic effects were 
seen, (See Precautions.) 

Usage in children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially haz- 
ardous tasks such as driving a car or operating 
machinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tloned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS-depressanta and with 
alcohol. - 
Precantions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
(thiothixene) may mask signs of overdosage of 
toxic drugs and may obscure conditions such as 
intestinal obstruction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should be 
used in patlents with a history of convulsive dis- 
orders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is adminis- 
tered n E 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution in 
patients who are known or suspected to have glau- 
coma, or who might be exposed to extreme heat, 
or who are receiving atropine or related drugs. 
ducis with caution in patients with cardiovascular 

asc, 

Also, careful observation should be made for 
pigmentary retinopathy and lenticular pigmenta- 
tlon (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
{thiothixene] for prolonged periods). Blood dys- 
crasias (agranulocytosis, pancytopenia, thrombo- 
cytopenic purpura), and liver damage (jaundice, 
billary stasis), have been reported with related 


drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane (thiothixene hy- 
drochloride) Intramuscular should be injected well 
within the y of a relatively large muscle. The 
preferred sites are the upper outer quadrant of 
the buttock (1.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well 
developed such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower- and mid-thirds of the 


Capsules: 1 mg., 2 mg., 
5 mg., 10 mg., 20 mg. 


upper arm. As with all intramuscular injections, 
iration 1s necessary to help avold inadvertent 
injection into a blood vessel. 
Adverse Reactions. Note: Not all of the follow- 
ing reactions have been reported with Navane. 
However, since Navane has certain chemical and 
pharmacologic similarities to the phenothlarines, 
all of the known side effects and toxicity associ- 
ated with oe therapy should be borne 
in mind when Navane (thiothixene) is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness and syncope. In the event 
hypotension occurs, epinephrine should not be 
used- as a pressor agent since a paradoxical fur- 
ther lowering of blood pressure may result. Non- 
specific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The clinical significance 
of these changes 18 not known. 

CNS effects: Drowsiness, usually mild, may 
occur, although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears to be to that of the piperazine 
group of phenothiazines, but less than that of 
certain aliphatic phenothiazines. Restlessness, agi- 
tation and insomnia have been noted with Navane. 
Seizures and paradoxical exacerbation of psy- 
chotic symptoms have occurred with Navane io- 


ES bi 

yperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
jede depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent, More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis. 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: Although not re- 
ported with Navane, certain antipsychotic agents 
have been assoclated with persistent dyskinesias, 
Tardive dyskinesia may appear in some patients 
on long term therapy or may aeo after drug 
therapy has been discontinued. The risk seems to be 
greater in elderly patients on high dose therapy, 
especialy females. The symptoms are persistent 
and in some patients appear to be irreversible. 
The syndrome is characterized by rhythmical in- 
voluntary movements of the tongue, face, mouth 
or jaw (e.g. protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involun- 
tary movements of extremities. 

There is no known effective treatment for tar- 
dive dyskinesia; antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents bo 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
ar increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
edome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transami- 
nase and alkaline phosphatase, usually transient, 
have been infrequently observed in some patients. 
No clinically confirmed cases of Jaundice attrib- 
utable -o Navane (thiothixene) have been reported. 

Hemmtologic effects: As true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 

nophilia, hemolytic anemia, thrombocytopenia 
and pan openia. 

Allergic reactions: Rash, pruritus, urticaria, 

hotosensitivity and rare cases of anaphylaxis 
ave been reported with Navane. Although not 
experienced with Navane, exfoliative dermatitis 
and contact dermatitis (in nursing pe recuneM have 
been reported with certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane, If 
persistent, this may necessitate a reduction in dos- 
age or the discontinuation of therapy. Phenothla- 
zines nave been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal rongestion, constipatlon, increased sweat- 
ing, increased salivation, and impotence have 
occurred infrequently with Navane therapy. Phe- 
nothiazines have been associated with miosis, my- 
driasigs and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, 
nausea, vomiting, dlarrhea, increase in appetite 
and weight, weakness or fatigue, polydipsia and 


Concentrate: 5 mg./cc. 
Intramuscular: 2 mg./cc. 


peripheral edema. 

NOTE: Sudden deaths have occasionally been 

reported in patients who have received certain 
phenothtazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration because safe conditions for its use 
have not been established. 
Dosage and Administration. Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response, 

Usage in children under 12 years of age is not 
recommended. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of behavior is desirable, the intramus- 
cular form of Navane (thiothixene hydrochloride) 
may be indicated. 1t is also of benefit where the 
very nature of the patient's symptomatology, 
whether acute or chronic, renders oral administra- 
tion impractical or even impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medi- 
cation, the usual dose is 4 mg. of Navane Intra- 
muscular administered 2 to 4 times daily. Dosage 
may be increased or decreased depending on re- 
po Most patients are controlled on a total 

aily dosage of 16 to 20 mg, The maximum rec- 
ommended dosage is 30 mg./day. An oral form 
should supplant the Injectable form as soon as 
possible. It may be necessary to adjust the dosage 
when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for 
Navane Capsules and Concentrate appear in the 
following paragraphs. 

Navane Capsules: Navane Concentrate—In 
milder conditions, an initial dose of 2 mg. three 
times daily. If indicated, a subsequent increase to 
15 mg./day total daily dose is often effective. 

In more severe conditions, an initial dose of 
5 mg. twice daily. 

The usual optimal dose is 20 to 30 mg. daily. 
If indicated, an increase to 60 mg./day total daily 
dose is often effective. Ex g & total daily 
dose of 60 mg. rarely increases the beneflcial re- 
sponse. 

Some patients have been successfully maintained 
on once-a-day Navane (thlothixene) therapy. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and sup- 
piede For Navane oral, early c lavage 

helpful. For Navane oral and intramuscular, 
keep patient under careful observation and main- 
tain an open airway, since involvement of the 
extrapyramidal system may produce dysphagia 
and respiratory difficulty in severe overdosage. 
If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. 
fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most sultable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor action of these agents 
and cause further lowering of blood pressure. 

If CNS depression is present, recommended 
stimulants inciude amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picrotoxin 
or pentylenetetrazol should be avoided. Extrapy- 
ramidal symptoms may be treated with antipar- 
kinson drugs. 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg., 2 mg., 5 mg., and 
10 mg. in bottles of 100 and 1,000. Navane is also 
available as capsules containing 20 mg. of thio- 
thixene, in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 cc. (4 oz.) bottles with 
an accompanying dropper calibrated at 2 mg., 4 
mg., 5 mg. mg. 8 mg. and 10 mg. Each cc. 
contains thiothixene hydrochloride equivalent to 
5 mg. of thiothixene. Contains alcohol, U.S.P. 
7.096 v/v. rem loss unavoidable). 

Navane (thlothixene hydrochlorlde) Intramus- 
cular Solution is available in a 2 cc. amber glass 
vial In packages of 10. Each cc. contains thiothix- 
ene hy hloride equivalent to 2 mg. of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v. 
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New APA Task Force Reports 


Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy. its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk. M.D., John Paul Brady, M.D. Alan J. Rosenthal, M.D, 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D.. Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 Single copy $3.50 





Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 


Delivery of Mental Health Services 


This report marks the first formal statement the Association has ever issued delineating the vital role of its 
private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 
public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 
Illness. Stresses the theme that any national system for the delivery of mental health services must be a 
balanced mix" of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W. 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 29 pages, June 1973 Single copy $2.00 


Megavitamin and 
Ürthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale 

clinical trials cf NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Ban. Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No. 7 54 pages, June 1973 Single copy $3.00 
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When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patieris suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... FRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1} When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


with depression 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 


presence of evidence of bone marrow depression. 


MSD 
For a brief summary of prescribing 
information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
Ri AV I D perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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when patients exhibit moderate to marked anxiety or agitation with depression 


‘Iriavil 4-25 


Each tablet contains 
4 mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Aiso Available: 
TRIAVIL® 2-25: Each tablet contains 
2mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL* 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAO! drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
Increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pera: including amitriptyline HCI, particularly in high doses, have 
een reported to produce arrhythmias, sinus tachycardia, and 
id anl of conduction time. Myocardial infarction and stroke 
ave been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous :asks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 


ng ESTOS mE TM l 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
In patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or Intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 
its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL shouid be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. . 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such TM pata The tranquilizing effect of 
TRIAVIL seems to reduce the likelinood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, Td epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. 

ution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
pets treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCI. 

Amitriptyline HC! may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may Increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 
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henothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu 
ogyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia 
ataxia, parkinsonism) can usually be controlled by th comitan 
use of effective antiparkinsonian drugs and/or by reduction in dos 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some Salas on long-term ther 
apy or may occur after drug therapy with phenothiazines and relatec 
agents has been discontinued. The risk appears to be greater ir 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements ol 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing ol 
cheeks, puckering of mouth, chewing movements). Involuntary move 
ments of the extremities sometimes occur. There is no known treat 
ment for tardive dyskinesia; antiparkinsonism agents usually do nol 
alleviate the symptoms. It is advised that ail antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu 
ted, or dosage of the particular drug increased, or another drug sub 
stituted, the syndrome may be masked. It has been suggested thal 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching 

erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension 
Miedo on tachycardia, and ECG abnormalities (quinidine-like 
etfect); reactivation of Rips processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache 
anorexia, nausea, vomiting, constipation, obstipatíon, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor 
neal and lenticular pigmentation; occasional lassitude, muscle weak 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; anc 
failure of Fan 
Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension: 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth 
mias; heart block; stroke. CNS and Neuromuscular: Confusionai 
states; disturbed concentration; disorientation; delusions; hallucina 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb 
ness, tingling, and paresthesias of the extremities; periphera 
neuropathy; incoordination; ataxia; tremors; seizures; alteration ir 
EEG patterns; extrapyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth; blurred vision; disturbance of accommodation; constipa 
tion; paralytic ileus; urinary retention; dilatation of urinary trac! 
Allergic: Skin rash; urticaria; photosensitization; edema of face anc 
tongue. Hematologic: Bone marrow depression including agranulc 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas 
trointestinal; Nausea; epigastic distress; vomiting; anorexia 
stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue 
Endocrine: Testicular swelling and gynecomastia in the male; breas: 
enlargement and galactorrhea in the female: increased or decreasec 
libido; elevated or lowered blood sugar levels. Other: Dizziness 
weakness; fatigue; headache; weight gain or loss; increased perspi 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecie 
Withdrawal Symptoms: Abrupt cessation after prolonged administra 
tion may produce nausea, headache, and malaise. These are no 
indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an ovel 
dosage should be admitted to a hospital as soon as possible. Trea’ 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-3 mg of physostigmine salicylate has beer 
reported to reverse the symptoms of tricyclic antidepressant poisor 
Ing. On this basis, in severe overdosage with perphenazine-am 
triptyline combinations, symptomatic treatment of centra 
anticholinergic effects with physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 
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Mental Illness 
in 
Later Life 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patien-. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 


"Ihe 12 wel written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
ship to mertal functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest is primarily 


PRONTA: ALEXANDER SIMON, M.D. 
Professor and Chairman 
Department of Psychiatry, 
University of California, School 
of Medicine, San Francisco 


308 pages $7.00 for paperback/$9.00 for case-bound 
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Address 
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Send Coupon to: American Psychiatric Association 
Publications Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 2TSAJP 
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Almost any tranquilizer 
might calm her down... 


but at her age, 
estrogen may be what 
she really needs. 


Throughout a womanss life, periods of low 
endogenous estrogen production often coincide 
with heightened levels of anxiety and tension. 

In the menopause, many of these symptoms — 
tension, irritability, headaches, undue fatigue, 
depression, and insomnia — may respond, at least 
initially,to minor tranquilizers and antidepressants. 

But these symptoms, when caused by declining 
menopausal estrogen levels, may also be relieved 
with PREMARIN, which treats the underlying cause 
by providing adequate estrogen replacement. 

And that's something tranquilizers can't do. 

In many cases, prolonged use of tranquilizers 
will not be necessary; patients taking PREMARIN 
alone often report relief of emotional symptoms 
due to estrogen deficiency...and an improved 
sense of well-being. 

At the same time, PREMARIN helps relieve 
concomitant vasomotor symptoms, such as hot 
flushes and sweats...reverse genital tissue atrophy 
...Fetard postmenopausal osteoporotic changes? 

A simple therapeutic trial is often all that's 
needed to distinguish between estrogen-related 
and purely psychogenic symptoms. 

PREMARIN. 

For what's really missing in the menopause. 
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Conjugated Estrogens Tablets have been evaluated as "probably effective" 
for postmenopausal osteoporosis 
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Make . 
psychiatric 
history! 


Up here in Mane, we're making some of the most exciting 
innovations in America. 

We're the Augusta Mental Health Irstitute, Northern 
New England's outstanding JCAH — accredited hospital. 
Right now, we need a special breed of Board Eligible or 
Certified Psychiatrists to join us and help us make history. 
AMHI is a unitized, participatory management institution 
that's already a national model for providing services to 
a rural society. 

We ve done a lot already and we're not finished yet. 

We want only "lexible, creative types interested in making 
great professional strides in treatmert. 

After a 40-hour schedule you can develop a private 
practice. You' | receive all normal stete benefits and an 
unusually good retirement plan — even possibility of 
splendid low-cost, on-grounds housirg. Salary up to 
$35,401. Want more details about how you can help 


write psychiatric history? Augusta 
Mental Health 
Institute 


Write or phone: Mr. Roy Ettlinger, Superintendent 
Augusta Mental Health Institute 
Augusta, Maine 04330. Phone: 207-622-3751 
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Milwaukee Psychiatric Hospital — Intensive, dynamic 
psychotherapy for adults and adolescents, individually- 
planned activ ty therapy. 


Adolescent Therapy Unit — Designed for the problems of 
today's emotionally disturbed youth. Patients attend ac- 
credited Kradwell High School on the grounds... excel- 
lent teaching staff ... credits are transferrable. 


Dewey Center — Acute detoxification and inpatient treat- 
ment for persons with dependency on alcohol and other 
drugs, daily schedules, broad supportive services. 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geriatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 
Non-Sectarian * Non-Profit 


Units of MILWAUKEE SANITARIUM FOUNDATION 


Fo- information contact Executive Director 
1220 Dewey Avenue * Wauwatosa, Wis. 53213 * (414) 258-2600 


Participating Member Blue Cross-Blue Shield * approved for participation under Medicare 














PSYCHIATRISTS 


Riverside Center seeks board eligible 
and board certified Psychiatrists for 
225 bed community oriented program. 
Salaries from $25,640 to $33,512 
depending on qualifications. 


Also seeking Clinical Services Director. 
Salary up to $37,751. Prefer board cer- 
tified Psychiatrist. Would accept well 
qualified board eligible. 


Pleasant, progressive community near 
Grand Rapids and East Lansing, seat of 
Michigan State University Medical 
School. Convenient to wide range of 
shopping, recreational, and cultural 
facilities. Outstanding fringe benefits 
provided by Michigan Civil Service. 
Send resume to: 


Arthur H. Long, Personnel Officer 
Riverside Center 

777 West Riverside Drive 

lonia, Michigan 48846 






AN EQUAL OPPORTUNITY EMPLOYER 


PSYCHIATRISTS 


Board eligible and board certified to 
fashion positions within innovative 
programs. New medical school af- 
filiation with medical students and 
residents training within clinical 
programs. Research and formal 
teaching opportunities are available. 
Positions in the  Triage-Crisis 
Intervention, Acute Psychiatry and 
Intermediate Psychiatry, Out-patient 
Psychiatry Programs. Salaries from 
$29,846 to $36,000 based upon 
qualifications. No discrimination in 
employment. 


Apply to: 
Chief of Psychiatry 
VA Hospital 
Downey, Illinois 60064 


Exploring the Nondrug Parameters ot Iranquilizer Ettectiveness No. | 


How individual patient variables influenc 


Itis now well established 
that certain nondrug factors can 
affect response to antianxiety 
medication. Thus, even with 
agents of proven efficacy, such 
as Librium (chlordiazepoxide 
HC], different patients may 
exhibit varying degrees of 
symptomatic relief from 
excessive anxiety and tension. 





l. Rickels K, Lipman RS, Park LC, Covi L, 
Uhlenhuth EH, Mock JE: 
Psychopharmacologia 20:128-152, 1971 

2. Hollister LE: Ann Intern Med 79:88-98, 
July 1973 

3. Greenblatt DJ, Shader RI: Ibid., 77: 
91-100, July 1972 

4. Rickels K, Downing RW, Howard K: 
Clin Pharmacol Ther 12:263-273, Mar-Apr 
1971 





Socioeconomic status 





Apart from the effect of the 
physician's personality and 
prescribing attitudes on patient 
response, there are certain 
significant patient variables, 
e.g., personality type, severity 
and duration of anxiety, 
socioeconomic status, attitude 
toward medication and insight 
into the nature of the condition 
under treatment? ' Thus, some 
clinical experience suggests that 
physically active extroverts, for 
whom abatement of anxiety 
may decrease the will to achieve 
or take action, may respond 





negatively — resulting in 
exacerbation of anxiety? On the 
other hand, more passively 
anxious individuals with 
intellectual and esthetic 
inclinations have been shown t 
benefit from antianxiety 
medications. 

When medication is 
indicated in the latter group, 
many psychiatrists place a high 
value on the benzodiazepines — 
of which Librium (chlordiaz- 
epoxide HCI) was the first in 
clinical use — for their antianxic 
effectiveness, broad usefulness 
and wide margin of safety >’ 
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Intellectual 





he effectiveness of antianxiety therapy 





Demonstrated predictors of Statistical analysis revealed and drug therapy responded 
favorable response to Librium that the greatest drug-placebo significantly better to Librium 
(chlordiazepoxide HC!) difference in relieving anxiety than to the placebo. On the 


occurred among patients who other hand, patients of lower 


In a double-blind, controlled were more severely ill, thosein socioeconomic status, with less 


study" of psychoneurotic a higher socioeconomic class insight and greater readiness to 
patients with moderately severe andthose whose illness had accept medication alone as 
anxiety, 111 patients were —- persisted foratleastsix months. sufficient therapy, tend to show 
treated with Librium in a daily The more educated patient a moderately favorable response 
losage of 30 to 40 mg, and 201 with high verbal ability, greater to both drug and placebo. 


patients received a placebo. insight and 


Jutcomecriteriaincludeda an accepting FOr proven effectiveness against 


slobal improvement measure ttitude t d : « 
LO widmet. euecdub obstructive anxiety 
+-week change score of a 10-item psychotherapy adj unctive 
;»hysician questionnaire. 


Librium 
chlordiazepoxide HCI! 


10 mg, 25 mg capsules 


Please see following page 
for summary of product information. 
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Effective adjunct in psychotherapy 
Libriunr (chlordiazepoxide HCl 


10 mg, 25 mg capsules/up to 100 mg daily in severe anxiety 


While drowsiness, ataxia 
and confusion are the most 
frequently occurring side 
effects, physicians should be 
aware of the possibility of 
more serious reactions. 
Before prescribing, please 
consult complete product 
information, a summary of 
which appears below. 

When anxiety has been 
reduced to useful, appropriate 
levels, Librium should be 
discontinued. 


Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 


Contraindications: Patients with known 
hypersensitivity to the drug. 


Warnings: Caution patients about 
possible combined effects with alcohol 
and other CNS depressants. As with all 
CNS-acting drugs, caution patients 
against hazardous occupations requiring 
complete mental alertness (e.g., operating 
machinery, driving). Though physical and 
psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage; withdrawal symptoms 
(including convulsions), following 
discontinuation of the drug and similar to 
those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age 
requires that its potential benefits be 
weighed against its possible hazards. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less 
per day) to preclude ataxia or oversedation, 
increasing gradually as needed and 
tolerated. Not recommended in children 
under six. Though generally not 





Wide margin safety 





performance 








recommended, if combination therapy 


with other psychotropics seems indicated, 


carefully consider individual 
pharmacologic effects, particularly in use 
of potentiating drugs such as MAO 
inhib:tors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation 
and acute rage) have been reported in 
psychiatric patients and hyperactive 
aggressive children. Employ usual 
precautions in treatment of anxiety states 
with evidence of impending depression; 
suicical tendencies may be present and 
protective measures necessary. Variable 
effects on blood coagulation have been 
reported very rarely in patients receiving 
the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in 
the elderly and debilitated. These are 
reversible in most instances by proper 
dosage adjustment, but are also 
occasionally observed at the lower dosage 
ranges. In a few instances syncope has 
been reported. Also encountered are 
isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 


Minimal likeli- 4 
hood of impairing Å 
mental acuity and 


SARS 


Dependable antianxiety action 


symptoms, increased and decreased libido 
—all infrequent and generally controlled 
with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have 
been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 
Usual Daily Dosage: Individualize for 
maximum beneficial effects. Oral— 
Adults: Mild and moderate anxiety and 
tension, 5 or 10 mg t.i.d. or q.i.d.; severe 
states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.) 


Supplied: Librium” (chlordiazepoxide 
HCl) Capsules, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500; Tel-E-Dose* 
packages of 100. Libritabs* (chlordiaz- 
epoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to 
clinical activity, capsules and tablets are 
indistinguishable. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


DIRECTOR 
EMERGENCY SERVICES 


The West Philadelphia Community Mental 
Health Consortium, Inc., a large established 
Community Mental Health Center in Philadelphia 
is seeking a creative Board Eligible or Certified 
Psychiatrist to direct its Emergency Services. 
Combination of administrative and clinical 
responsibilities for a 24 hour Emergency Service 
and Home Visiting Team, liason with other Ser- 
vice Directors, and participation in top manage- 
ment team. 


Position carries possible affiliation with Depart- 
ment of Psychiatry of University of Pennsylvania, 
depending on qualifications. Competitive salary, 
plus excellent fringe benefits. 


Contact Herbert Diamond, M.D., Medical Direc- 
tor, West Philadelphia Community Mental Health 
Consortium, P.O. Box 8076, Philadelphia, Penn- 
sylvania 19101. 


FPSYCHIATRIST ¥ 


Lutheran General Hospital is 

seeking a full time staff psychiatrist 

to assist in developing a new out- 

patient psychiatric program. The 

Division of Psychiatry has 139 beds 
Y 








including 74 beds in the nationally 
acclaimed Alcoholic Rehabilitation 
Center. The hospital is a university 
affiliated Acute Care teaching 
hospital located in an attractive sub- 
urb of Chicago. The total 675 bed 
capacity offers a full range of ser- 
vices. Professional and personal 
rewards are outstanding. The 
hospital believes in and practices 
the concept of Human Ecology. 
Please contact: 


L. James Wylie 
Vice President Human Resources 


LUTHERAN 
GENERAL 
HOSPITAL 


E 1775 Dempster St. 5 
Park Ridge, lllinois 60068 
Phone (312) 696-6011 








ANSWER: 
SINEQUAN 


DOXEPIN HCl 


ORAL 
CONCENTRA 


10 mg./ml., 120-ml. (4-oz.) bottles 
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BRIEF SUMMARY 

Sinequan? (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersen- 
sitivity to the drug, and in patients with glaucoma or a tendency to urinary 
retention. 

Warnings. Usage in Pregnancy: This drug has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal 
reproductive studies have not resulted in any teratogenic effects. 

Usage in Children: Usage in children under 12 years of age is not recom- 
mended, because safe conditions for its use have not been established. 

MAO inhibitors: Serious side effects and even death have been reported 
following the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cau- 
tious initiation of therapy with this drug. The exact length of time may vary 
and is dependent upon the particular MAO inhibitor being used, the length of 
time it has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 
mg. per day, Sinequan can be given concomitantly with guanethidine and re- 
lated compounds without blocking the antihypertensive effect. At doses of 
300 mg. per day or above, Sinequan does exert a significant blocking effect. In 
addition, Sinequan was similar to the other structurally related psychothera- 
peutic agents as regards its ability to potentiate norepinephrine response in 
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[1 Effective in the treatment of 
clinical depression/anxiety 
O Eliminates potential for 'cheeking" 
medication 


[] Colorless, tasteless following dilution 
O Contains no alcohol or sugar 
[] Easily mixed with water or juices 


the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usually 
occurs early in the course of treatment, and tends to disappear as therapy is 
continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients 
have been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to 
three weeks, antianxiety activity is rapidly apparent. 
Supply. Available as capsules containing doxepin HCI equivalent to 10 mg., 
25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and unit-dose 
packages of 100 (10 x 10's). Sinequan (doxepin HCl) 25 mg. and 50 mg. also 
available in bottles of 5000. Sinequan Oral Concentrate (10 mg./ml.) is avail- 
able in 120 ml. bottles with an accompanying dropper calibrated at 5 mg., 
10 mg., 15 mg., 20 mg., and 25 mg. 

More detailed professional information available on request. 


Pfizer LABORATORIES DIVISION 
PFIZER INC. 


©1974, PFIZER INC. 





patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms, 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 








TABLETS: 0.5 mg, 1 mg, and 2 mg 
INJECTION: 1.0 mg/ml 


COGENTIN 
(Benztropine Mesylate | MSD) 


helps alleviate most 
phenothiazine-induced 





extrapyramidal symptoms 


In a recent study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
pyramidal symptoms.’ Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 


1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 
extrapyramidal side effects: single or multiple daily doses? Curr Ther Res 14:246. 
May 1972. 


impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly: 
reduce gradually. When benztropine mesylate is used with levodopa the usual dose of 
each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
as tardive dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 


containing 1.0 mg benztropine mesylate and 9.0 sodium chloride per ml, in 2-ml ampuls. 


For more detailed information, consult your MSD representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 

















Facts about dosage 
schedules of 

COGENTIN 

(Benztropine Mesylate | MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see full prescribing information. 
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ds belief would have it that "aging" 
nd "existing" are the same, both 
narked by deteriorated ability — physi- 
‘al and mental. But is successful aging 


ast existing? 
Jr is it the 


most of one’s 
abilities? 


More than just surviving the changes 
ind obstacles of old age, successful 
iging is adapting to the changes and 
»vercoming the obstacles. Consider the 
rry fortunate aging individuals who 
continue active, productive, even so- 
jally significant lives. Picasso, painting 
ind sculpting until his death at the age 
x 91. Stokowski still conducting at 92. 
Viargaret Mead, an active author and 
inthropologist at 73. Consider, too, 
hose who lack prominence and popular 
icclaim, but still lead personally satis- 
ying lives. Thus adding meaning to 
heir prolonged existence by following 
nterests and abilities. 

How then, can some age so success- 
ul, others less so, and still others 
nerely survive? One reason: individual 
lifferences. Not only in abilities, but in 
jxpportunities and situations that can 
sither nurture or suffocate ability. 

Aging doesn't have to mean ailing 
;»odies and failing minds. True, the cell 
oss of old age extends to the brain. But 





the loss of brain cells doesn't invariably 
lead to loss of intelligence and alertness. 


For 
Although the 
decrease in 


brain volume 
is well known, enormous 


reserves of cerebral cells help compen- 
sate for loss with age. Disease and injury, 
more than advancing age, actually 
lessen cerebral capacity. 

And lack of use contributes to the 
decline; mental and physical functions 





that are utilized tend to persist and those 
not utilized tend to disappear So, if used, 
the mind often can remain alert. And, 
in fact, 


Some now 

believe that 
intellectual decline 
can be minimal. 


One theory isolates two basic types of 
intelligence: “fluid” and “crystallized” 
Both increase into adolescence, but fluid 
intelligence, formless and independent 
of education, begins to decline during 
the twenties. Crystallized intelligence — 
experience refined through education — 
continues to grow, and does not decline 
or even level off during old age. So, 
accordingto this theory, total intelligence 
changes qualitatively. Quantitatively, it 
remains relatively constant. 

But we still see senility and seeming 
mental decline, sometimes caused by 








injury to the brain from accident or a 
disease like cerebral arteriosclerosis In 
some cases, the reason may be per- 
sonality frustration even more than 
actual brain deterioration: a decline in 
performance generated by severe stress 
more than a decline in cognitive ability 
Clinically significant anxiety, alone or as- 
sociated with underlying organic dis- 
ease, is common in the elderly, and can 
cripple the aged mind, and interfere with 
the adaptive process. But 


When such anxiety 
is controlled tte elderly 


patient may become more responsive to 
personal interests and social activities. 


Totherapy and counselling. To adapting 
to the changes of age. 

If antianxiety therapy adjunctive to 
your counsel and reassurance is de- 
sirable, consider Serax (oxazepam). 
Serax has been found valuable, partic- 
ularly in the older patient, in the manage- 
ment and control of clinically significant 
anxiety, tension, agitation and irritability 

Special care must of course be taken 
in prescribing antianxiety agents for 
elderly patients, especially where 
cardiac complications might ensue from 
a drop in blood pressure. And careful 
attention must be paid to dosage recom- 
mendations and follow-up observation. 

More than eight years of clinical ex- 
perience have shown Serax to be 
especially useful in many geriatric pa- 
tients. Its dosage flexibility* generally 
permits adjustment to individual patient 
needs, making Serax a logical choice in 
the management of clinically significant 
anxiety in the elderly patient. 


In Brief 

Indications: Oxazepam is indicated for the 
management and control of anxiety, tension, 
agitation, irritability and related symptoms. Such 
symptoms are commonly seen in patients with a 
diagnosis of psychoneurotic reaction, psycho- 
physiological reaction, personality disorder or 
in patients with underlying organic disease 
Anxiety associated with depression is also re- 
sponsive to oxazepam therapy. This product has 
been found particularly useful in the manage- 
ment of anxiety, tension, agitation and irritability 
inolder patients. Alcoholics with acute tremulous- 
ness, inebriation or with anxiety associated with 
alcohol withdrawal are responsive to therapy. 


*See package circular for full prescribing information 


Wyeth 
makers of Serax (oxazepam) 
for use in clinically significant anxiety 


Contraindications: History of previous hyper- 
sensitivity to oxazepam. Oxazepam is not in- 
dicated in psychoses 


Warning: Use in Pregnancy: Safety for use in 
pregnancy not established. 


Precautions: Hypotensive reactions are rare, 
but use with caution where complications could 
ensue from a fall in blood pressure, especially 
in the elderly. Withdrawal symptoms upon dis- 
continuation have been noted in some patients 
exhibiting drug dependence through chronic 
overdose. Carefully supervise dose and amounts 
prescribed, especially for patients prone to self- 
overdose, excessive, prolonged use in suscepti- 
ble patients (alcoholics, ex-addicts, etc) may 
result in dependence or habituation. Reduce 
dosage gradually after prolonged excessive 
dosage to avoid possible epileptiform seizures. 
Withdrawal symptoms following abrupt discon- 
tinuance are similar to those seen with barbitu- 
rates. Caution patients against driving or 
operating machinery until absence of drowsiness 
or dizziness is ascertained. Warn patients of 
possible reduction in alcohol tolerance. Not in- 
dicated in children under 6 years; absolute 
dosage for 6- to 12-year olds not established 


Adverse Reactions: Therapy-interrupting side 
effects are rare. Transient mild drowsiness is 
common initially; if persistent, reduce dosage. 
Dizziness, vertigo and headache have also oc- 
curred infrequently; syncope, rarely. Mild para- 
doxical reactions (excitement, stimulation 
of affect) are reported in psychiatric patients. 
Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy, 
edema, slurred speech, tremor and altered 
libido are rare and generally controllable by 
dosage reduction. Although rare, leukopenia 
and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood 
counts and liver function tests are advised 
Ataxia, reported rarely, does not appear related 
to dose or age. These side reactions, noted with 
related compounds, are not yet reported: para- 
doxical excitation with severe rage reactions, 
hallucinations, menstrual irregularities, change 
in EEG pattern, blood dyscrasias (including 
agranulocytosis), blurred vision, diplopia, incon- 
tinence, stupor, disorientation, fever and euphoria 


Availability: Capsules of 10, 15 and 30 mg. 


oxazepam, tablets of 15 mg. oxazepam. 


Wyeth Laboratories - pniaceipnia. pa 19101 





MOVING? 
PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 

RAME UO Ln o eEEMUI Sp ees 
DEPARTMENT 

ORGANIZATION eiae: 
"STHBET . eem 


. CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Elghteenth Street, N.W. 
Washington, D.C. 20009 
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BRATTLEBORO RETREAT 
BRATTLEBORO, VERMONT 05301 
Tel. (802) 254-233 
Founded 1834 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 


tion for ages commencing with adolescence 


a Wes ME T > 
x X Spa pm en imum 


tie ait ipn : 222 ses 


\ — center [or 
mental illness. including programs 
adolescence. alcoholism, 
macological, a 
occupational therapy. 

The Retreat’s 1600 acres includes 


Intensive 


and geriatrics. 

Prescribed treatment includes individual, group. phar- 
rt, drama, music, dance, greenhouse, and 
a small lake. golf 
course, tennis courts, cross country ski trails; camp-out 


and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., 


treatment of 
problems of 


OSCAR ROZETT, M.D., 


Medical Director 


Medical Administrator 


GRANVILLE L. JONES, M.D., Director of Research 


areas, and hiking trails offering opportunities for planned 


ational ther; ipy for 
Vecredited by Joint Commission on 
Hospitals. 
William B. 

Director 


Felix Sommer. 


adolescents and 


adults. 
Accreditation of 
\pproved for Medicare participation. 

Beach, J 


r.. M.D. 


M.D. 


Director of Medical Services 


\ddress inquiries to: 
\dmissions Office 


Miss M. M. KENNEDY, 
Nursing Service 


Electro shock 


coma therapy 


therapy. 


psychotherapy 


DONALD H. GENT, M.D., Chief, Adolescent 


Program 


R.N., B.S, Director, 


Indoklon shock therapy. Insulin 
Individual and Group 


Recreational and 


Pharmaco therapy. 
Complete Occupational, 
Social Service Departments. 


For descriptive literature write 


THOMAS P. PROUT, JR., Administrator 


Five Separate Campuses 


Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 
environment and individualized 
treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. : 


THE OAKS- intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years:of age. Coeducational, 
Austin. 


Brown Hall - 90 ACRES- Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 


Write: The Director of Admissions/ 
Department C-0/THE BROWN 
SCHOOLS /P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 » 
From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric 
Director 

James L. Boynton, M. D. /Director, The Oaks 
Residential Treatment Center 

John L. Carrick, M.D./Psychiatric Director, 
San Marcos Units. 

Other Medical Staff: Thomas F. Caldwell, 
D.D.S /Patrick A. Cato, M.D./Orrie L. Forbis, 
Jr., M.D./Willis M. Thorstad, M.D. 
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1800 staff — 
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promise 
of 


happy tomorrows. 


¿THE DEVEREUX FOUNDATION 
DEVON, PA. 


Sixty ars HR service to exceptional children 
have reassured us that the latest educational tool 
is second to the value of the human resource, 


=> >) A NON-PROFIT ORGANIZATION 
Helena T. Devereux, `- Marshall H. Jarvis, ~ cee THE DEVEREUX FOUNDATION 


Founder and Consultant President 4 
" E f i i 

FOR'INFORMATION AND LITERATURE: . .  . Charles J. Fowler, Director of Admissions 
Devereux ae Devon, Pennsylvania ILEEK. 

PENNSYLVANIA, MASSACHUSETTS, CONNECTICUT , 
$ Ellwood M. Smitt Lisinissions Officer, Devon, Pa. 19333 
CALIFORNIA ..... ( Keith A. Seáton, Admissions,Officer, Box 1079,"Satta Barbara 93102 
TEXAS .......:f: 7, Robert Ẹ. Worsley, Adimissfons Officer, Box 2666 YVictoria - 77901 
y, P on F. Eden, Ed.D., Diregtor, 6404 E. Sweetwater, Scottsdale 85254 
GEORGIA D Ralph B Fornar Director, 1980 Stanley Road, N.W., Kenriesaw~ 30144 
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e unsurpassed clinical experience 
* widely researched and documented - 
e 18 dosage forms and strengths for maximum flexibility 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 





















Indications 


Based on a review of this drug by the National 
Academy of Sciences — National Research 
Council and/or other information, FDA has 
classified the indications as follows: 


Effective: For the management of manifesta- 

tions of psychotic disorders. For control of the 

manifestations of manic-depressive illness 

(manic phase). 

Probably effective: For the control of 

moderate to severe agitation, hyperactivity or 

aggressiveness in disturbed children. 

Possibly effective: For control of excessive 

anxiety, tension and agitation as seen in 

neuroses. 

Final classification of the less-than-effective 

indications requires further investigation. 
H 


Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. ` 

Warnings: Avoid using in patients hypersensitive 
(e.g., blood dyscrasia, jaundice) to any pheno- 
thiazine. Caution patients about activities requir- 
ing alertness (¢.g., operating vehicles or 
machinery) especialty during the first few days 
therapy. Avoid concomitant use with alcohol. 


©1967, 1968, 1969 SmithKline Corporation 


May counteract antihypertensive effect of. 
guanethidine and related compounds. 


Use in pregnancy only when essential, There are 
reported instances of jaundice or prolonged 
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THE MALPRACTICE OF PSYCHIATRISTS: Malpractice 
in Psychoanalysis, Psychotherapy and Psychiatry by Donald 
J. Dawidoff, Practicing Attorney, New York. The author 
describes possible areas of malpractice by psychiatrists and 
examines both the nature of and remedy for malpractice in 
the verbal therapies of psychoanalysis and psychotherapy. 
The difficulties awaiting application of the canons of 
malpractice to such therapy are explored at length. Also. 
canons of malpractice to such therapy are explored at 
length. Also, the specialized legal theories of breach of 
fiduciary duty, undue influence and words negligently 
spoken are applied to psychotherapy and psychoanalysis. A 
sampling of psychiatric literature is set forth to indicate the 
doctrinal recognition of concepts described. '73, 184 pp., 
$9.75 


EPIDEMIOLOGICAL PSYCHIATRY by Brian Cooper, 
Univ. of London, London, England, and H. G. Morgan, 
Univ. of Bristol, Bristol, England. Foreword by Michael 
Shepherd. Written primarily for psychiatrists in training or 
in clinical practice, this book demonstrates that the 
improved perspective gained through the epidemiological 
approach can answer many questions regarding the nature 
and treatment of mental illness. A review of the principal 
ways in which epidemiological research has contributed to 
current knowledge of the distribution, natural history and 
causes of psychiatric morbidity is presented. Possible future 
developments are assessed, particularly in relation to the 
impact on epidemiology of new clinical laboratory and 
statistical research techniques. '73, 232 pp., 13 iL, 40 
tables, $12.50 


A PRACTICAL HANDBOOK OF PSYCHIATRY edited by 
Joseph R. Novello, University of Michigan, Ann Arbor, 
Michigan. (17 Contributors) Part | of this handy text provides 
an immediate source of sound, practical information for use 
on the “firing line” of everyday work by psychiatrists, other 
medical practitioners and medical students. Part H presents 
reading lists, available psychiatric journals and training op- 
portunities in some of the subspecialties. A final section is a 
concise compilation of addresses of professional organiza- 
tions and institutions related to psychiatry. This is a hand- 
book containing a maximum of clinically useful information 
with a minimum of verbiage in a brisk and readable format. 
74, 648 pp., 10 il, 47 tables, $16.75 


INDECENT EXPOSURE by John M. Macdonald, Univ. of 


Colorado, Denver. Chapter by N. K. Rickles. This book is 
based not only upon a study of offenders and their victims, 
but also upon analysis of the Denver Police Department re- 
cords on 200 consecutive reports of indecent exposure. 
Psychological aspects of exhibitionism receive particular at- 
tention and one chapter considers the mothers of exhibition- 
ists and their role in promoting this unusual behavior. Police 
raids on nudist camps, criminal investigation of indecent 
exposure, legal aspects of this problem, sexual psychopath 
laws and the punishment of offenders are reviewed. A con- 
cluding chapter on treatment includes recent advances in be- 
havior therapy. 73, 180 pp., 10 tables, 87.95 
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A PSYCHIATRIC STUDY OF MYTHS AND FAIRY 
TALES: Their Origin, Meaning and Usefulness. An Enlarged 
and Thoroughly Revised Second Edition of A Psychiatric 
Study of Fairy Tales (2nd Ed.) by Julius E. Heuscher, 
Stanford Univ., Stanford, California. The images of myths 
and fairy tales remain familiar to the child within us, to the 
artist within our soul. Thus they may, even today, help the 
adult's quest for harmony and wholeness that is threatened 
by onesidely intellectual and sensory orientations. These 
images may also be introduced beneficially in psycho- 
therapy. The adult who develops a fine awareness for their 
potential depth and power can communicate to the child 
the content of this lost and yet always young language. '73, 
448 pp., 11 il, 14.95 


LIFE STRESS AND ILLNESS edited by E. K. Eric 
Gunderson, Univ. of California, San Diego, and Richard 
Rahe, Univ of California, Los Angeles. (19 Contributors) 
This book is based upon contributions to the NATO-spon- 
sored Symposium on “Life Stress and Illness” held in Beito, 
Norway. It critically examines relationships between stress- 
ful life events and various types of illness. A major emphasis 
in the book is the development of quantitative techniques 
for the measurement of life stress and the scaling of specific 
life events which have special significance for the onset of 
disease. The physiological and psychological effects of 
severe stress, such as prison confinement, are described as 
well as the effects of milder everyday stress. '74, 276 pp., 
25 il, 27 tables, $19.50 


OCCUPATIONAL STRESS edited by Alan McLean, New 
York Hospital, White Plains. This book is the first to 
present widely held concepts of occupational stress in a 
singe volume. The purpose of the Occupational Mental 
Health Conference at the Center for Occupational Mental 
Health was to bring together representatives from the many 
concerned disciplines to present their viewpoints so that a 
picture of current thinking could be obtained and the 
various definitions of the term understood. Based upon this 
conference, this book presents theoretical concepts, re- 
search results and various specific suggestions for coping 
with stress-related problems. Psychiatric, psychoanalytic 
and psychophysiological considerations are discussed as 
stemming from role theory. '74, 128 pp., 21 il, 9 tables, 
$9.75 


A NEUROPHYSIOLOGICAL MODEL OF EMOTIONAL 
AND INTENTIONAL BEHAVIOR by John L. Weil, 
Harvard Medical School, Boston. Researchers, theoreticians 
and clinicians will be interested in the presentation of this 
model of behavior constructed in answer to the current 
need for establishing lines of communication between the 
fields of neurophysiology, experimental psychology and 
clinical psychiatry. The clarity of the colored illustrations, 
diagrams, flow charts and tables will be welcomed by 
students in medicine and physiological psychology as well 
as by the reader who is seeking to understand central 
nervous system processes pertaining to the interaction of 
emotion, cognition and intention. '74, 204 pp. (7 x 10), 50 
il. (24 in full color), 28 tables, $15.75 
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Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964— and they, too, are providing a remarkably comprehensive program. 


Is your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 
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Please send me n copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 


Send coupon to: Li bil me [J remittance enclosed 
Publications Service Division 
American Psychiatric Association Na uu uti UD A RM ee en is 
1700 18th St. N.W., Washington, 
D.C. 20009 
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MONTEFIORE HOSPITAL AND MEDICAL CENTER 
The Department of Psychiatry 


Department of Psychiatry, Albert Einstein College of Medicine 
offers 


FELLOWSHIPS 


in 


A POST-DOCTORAL RESEARCH TRAINING PROGRAM 


Fellowship positions are available through N.I.M.H.-supported programs that provide basic 
preparation for research in areas relevant to mental health, the brain and behavior. The 
program is available to psychiatrists who have completed training and to individuals who have 
completed the requirements for a doctorate degree. 


Emphasis is on acquiring proficiency in the fundamental principles of research strategy, 
methodology and techniques currently employed in laboratory and clinical studies in psychiatry. 
The traineeships stress active participation in research work under the supervision of faculty 
preceptors, supplemented by a curriculum of seminars and workshops. 


Appointments are full-time and may extend to two years. 


For details, write to: 


Herbert Weiner, M.D., Chairman 
Department of Psychiatry 

Montefiore Hospital and Medical Center 
111 East 210th Street 

Bronx, New York 10467 


The April 1975 issue of 


The American Journal of Psychiatry 


will feature 


€ Lee Gurel on 


Psychiatric Residency Training Programs 


In the treatment of clinically significant depression... 
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* An important alternative in fitting the * Greater patient compliance 


medication to the patient's needs The simplicity of once-a-day dosage at bedtime 
Once-a-day dosage at bedtime is an appropriate way makes it easier for patients to adhere to a regimen— 
to start—and maintain—many patients on therapy. an especially important consideration in depressed 
Of course, ELAVIL may be administered two, three, patients whose self-motivation may be at a low ebb. 
or four times as well as once a day. This dosage Should not be used during the acute recovery phase 
versatility allows prescribing precisely for the following myocardial infarction; in patients hyper- 
patient's needs. sensitive to it; in those who have received an MAOI 


within two weeks; or in children under 12. Patients 
with cardiovascular disorders should be watched 


* Once-a-day dosage schedule for adult closely. Safe use during pregnancy and lactation has 


outpatients not been established. The drug may impair mental 
Therapy should be initiated with 50 mg to 100 mg at or physical abilities required in the performance of 
bedtime. This may be increased by 25 or 50 mg hazardous tasks and may enhance the response to 
added to the bedtime dose as necessary to a maxi- alcohol. Since suicide is a possibility in any depres- 
mum daily dose of 150 mg. The usual maintenance sive illness, patients should not have access to large 
dose is 50 to 100 mg a day given at bedtime, quantities of the drug. Hospitalize as soon as possible 
though in some patients, 40 mg per day is sufficient. any patient suspected of having taken an overdose. 





once a day at bedtime 


Please see addendum on following page for other details of dosage and administration including 
divided daily doses, dosage in hospitalized patients, and dosage in elderly and adolescent patients. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 
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For a brief summary of prescribing information, please see following page. M 
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ELAVIL 


(AMITRIPTYLINE HCI! VSD) 


added dosage versatility 
in clinically significant depression 


Contralndications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HC! cautiously with gradual increase In 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyrold patients or 
those receiving thyroid medication. May impair mental and/or physical abillties 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patlents, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop Increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HC! may be reduced or a major 
tranqullizer, such as perphenazine, may be administered concurrently. 

When given with antichollnefgic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient dellrium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; thls type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Mote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial Infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A/lergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia In the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malalse; these are not 
indicative of addiction. 

Overdosage: Hospitallze as soon as.possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the Intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per mi: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for Injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or sae full prescribing 
information. Marck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 
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[AMITRIPTYLINE HC! | MSD) 


dosage forms for differing 
patient needs 


29 mg (yellow) 


This tablet may prove use- 

ful for initial therapy in 

adult outpatients. Starting 
dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


Ə The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 

quired, or when the single daily dose 

is given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 

pitalized patients who may need 100 


mg a day initially. In these patients, 


dosage may be increased gradually to 
200 mg a day if neceesary. A small 
number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appear more rapidly than 
with oral administration. 





Usage in Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 


ON DISPLAY AT BOOTH B6! 


INC PRESS. 


Psychiatric Aspects of 
Neurologic Disease 


Edited by D. Frank Benson, M.D. 
and Dietrich Blumer, M.D. 


The contents cover: The Borderland of Neurology and 
Psychiatry; Organic Brain Syndromes; Acute Mental Con- 
comitants of Physical Disease; EEG Evaluation of the Patient 
with Dementias; The Hydrocephalic Dementias; Dementia, 
Depression and Pseudo-Dementia; Disorders of Verbal Expres- 
sion; Disorders of Mental Functioning Related to Frontal Lobe 
Pathology; Personality Changes with Frontal and Temporal 
Lobe Lesions; Temporal Lobe Epilepsy and its Psychiatric Sig- 
nificance; The Neural Basis of Sexual Behavior; Spontaneous 
and Drug-Induced Movement Disorders in Psychotic Patients; 
Psychiatric Syndromes of Huntington’s Chorea; Organic Brain 
Disease Mistaken for Psychiatric Disorder. 

August 1975, 336 pp., illus. abt. $18.75/£9.05 


"A Seminars in Psychiatry” reprint ISBN 0-8089-0860-X 


A Concise Handbook of 
Community Psychiatry and 
Community Mental Health 
Edited by Leopold Bellak, M.D. 


Topics discussed: Meeting Community Health Center Prob- 
lems; Current Special Problems and S»ecial Services in Com- 
munity Mental Health; and Beyond -he Community Mental 
Health Center. 


1974, 256 pp., $11.00/£5.30 ISBN 0-8089-0833-2 


On Behalf of Children 


By William Hetznecker, M.D. and 
Marc A. Forman, M.D. 


Separate sections cover: Clinical Services; Consultation; 
New Manpower Resources; Overview. 


1974, 216 pp., $9.74/£4.70 ISBN 0-8089-0844-8 


Current Psychiatric Therapies 
Volume XIV 


Edited by Jules H. Masserman, M.D. 
1974, 336 pp., $21.50/£10.30 ISBN 0-8089-0839-1 
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Marital and Family Therapy 


By Ira D. Glick, M.D. and 
David R. Kessler, M.D. 


Intended as an introductory textbook in marital and family 
therapy, this volume presents some of the core concepts rele- 
vant to an understanding of families; a frame of reference for 
planning and carrying out family therapy strategies; and a sum- 
mary of current research on family process and treatment. 
1974, 176 pp., $12.50/£6.00 ISBN 0-8089-0854-5 


The Problem Oriented 
Record in Psychiatry 
And Mental Health Care 
By Ralph S. Ryback, M.D. 


The first compilation of the problem oriented approach for 
the mental health field —this timely volume stresses the need for 
a more efficient restructured record system and a standardized 
mental health language which would allow all mental health 
disciplines to communicate easily. 


1974, 192 pp., $12.50/£6:00 ISBN 0-8089-0849-9 


Social Psychiatry, Volume 1 
An Annual Publication of the American 
Association for Social Psychiatry 


Edited by Jules H. Masserman, M.D. 
and John J. Schwab, M.D. 


1974, 216 pp., $13.50/£6.50 ISBN 0-8089-0001-3 


GRUNE & STRATTON, INC. 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 Fifth Avenue, New York, New York 10003 
24-28 Oval Road, London, NW1 7DX, England 
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ORPRAMIN 


desipramine hydrochloride 





NORPRAMIN 


desipramine hydrochloride 





naiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment. Anxiety as a symptom secondary to 
depression may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to depression will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and symptomatic anxiety starves. 


IN BRIEF: 


Indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others. 

Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow- 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility. 

Warnings: 1. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication, 
(d) with a history of seizure disorder. 2 
This drug is capable of blocking the 
antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin^ 
(desipramine hydrochloride) is not rec- 
ommended for use in children. 5. This 
drug may impair the mental and/or phy- 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly 

Precautions: This drug should be dis- 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 
resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age. or alter treatment, if serious ad- 
verse effects occur. Norpramin" 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
cause exacerbation of phychosis_ in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres- 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects. Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke. Psychi- 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurological 
paresthesias of extremities; incoordina- 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms; sei- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic 
skin rash, petechiae, urticaria, itching, 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic: agranulocytosis, eosinophilia, 
purpura, thrombocytopenia. Gastrointes- 
tinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis, 
black tongue. Endocrine: gynecomastia; 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: Jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea 
headache and malaise 

Dosage and Administration: The usual 
aduit dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary. 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug. 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers 
If heart failure is imminent, digitalize 
promptly. 


LAKESIDE LABORATORIES 
Division of Richardson-Merrell Inc 
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It always happens so fast. 
And, this time, you're 
right. It did happen to "the 

other guy." 

You know: The guy who 
wouldn't hurt a fly, turn 
down a friendly drink—or 
take a cab home instead of 
driving. A nice guy who'd 
now and then smoke in bed, 
maybe swim out a little too 
far, sometimes hurry a 
little down the stairs. 

We know you knew him. 
And that you'll miss him. 

We just don't want you to 
join him. 

"Oops" is a pitiful 
epitaph. 





Safety (P) 
Council ^^ 


If you don't like 
thinking about safety, 
think where you'd be 
without it. 


A reminder from the National 
Safety Council. A non-profit, 
non-governmental public 
service organization. Our only 
goalis a safer America. 





Akineton hydrochloride 
(biperiden hydrochloride) 
Tablets /Ampules 


Contraindications: The only known 
contraindication is sensitivity to 
Akineton hydrochloride. 


Warnings: Isolated instances of mental 
confusion, euphoria, agitation and dis- 
turbed behavior have been reported 
in susceptible patients. 


Precautions: Caution should be ob- 
served in patients with manifest glau- 
coma, though no prohibitive rise in 
intraocular pressure has been noted 
following either oral or parenteral ad- 
ministration. Patients with prostatism 
or cardiac arrhythmia should be given 
this drug with caution. Occasionally, 
drowsiness may occur. 


Adverse reactions: Adverse reactions 
encountered are primarily dry mouth 
and blurred vision. These side effects 
are usually slight and can be over- 
come by judicious reduction of dos- 
age. If gastric irritation occurs, it can 
be avoided by administering during or 
after meals. 


Dosage and Administration: Doses re- 
quired to achieve therapeutic goal 
are variable and must be individually 
and gradually adjusted. 


Parkinson’s disease: 1 tablet, 2 mg. 
three or four times daily. 


Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 


How Supplied: 

Akineton hydrochloride tablets, 
2 mg. each, bisected—bottles of 
100 and 1000. 

Akineton lactate ampules, 1 ml. each 
containing 5 mg./ml. in an aque- 
Ous 1.4 percent sodium lactate 
solution. No added preservative. 
Boxes of 10. : 


Additional literature available upon 
request. 


Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 


® 





EXTRAPYRAMIDAL REACTIONS 


k 


e Early control of drug-induced 
extrapyramidal reactions 

often without reduction in 
dosage or discontinuance of the 
psychotropic agent 


e Efficacy demonstrated in 
more than a decade of clinical 
experience 


e Minimal anticholinergic side 
effects 









May be the start of a 


better | 


About nine out of ten epileptics suffer their first 

seizure in childhood. Certain physical and psychic 

postseizure evidence —a badly bitten tongue, bro- 
ken or dropped objects, amnesia, exhaustion — may 

suggest grand mal. Once the diagnosis of epilepsy 

has been established, MYSOLINE (primidone) may 

mean the start of a seizure-free life. 





Early therapy for control of grand 
mal, focaland psychomotor epilepsy. 
Used alone or as concomitant therapy, MYSOLINE 
may reduce the frequency and severity of major 


ife for the epilepti 


motor seizures —or even eliminate them. Basec 
years of clinical success, MYSOLINE has ear: 
the reputation of being an excellent drug for | 
trol of grand mal epilepsy.?^ But its usefulnes 
not confined to this type alone: MYSOLINE 
proved to be valuable for control of psychomoto 
and focal epilepsy? as well. 


Improves response to concomita 
therapy. When other anticonvulsants prove 
be inadequate, adding MYSOLINE to the regin 
can improve seizure control in grand mal and. 





















chomotor epilepsy. A double-blind comparative 
study^ shows that the combined use of phenobar- 
bital, diphenylhycantoin,and MYSOLINE may have 
additive anticonvulsant effects without additive 
side effects. 


Effective changeover therapy. Unsat- 
isfactory performance or important side effects 
may force discontinuation of the patient's existing 
anticonvulsant therapy. For more effective control, 
MYSOLINE may be added to the patient's present 
regimen, then gradually substituted for the origi- 
nal medication. The changeover to MYSOLINE is 
frequently warranted when grand mal is refractory 
to phenobarbital, with or without diphenylhy- 


dantoin.’ 
M 
vsoline 
2 See last page of 


$ ; 
Dr 1 m idonel Vect sri uo tion. 
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ysoline’ (primidone) 
May be the start of a better 
life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEF SUMMARY 


(For full prescribing information, see package circular. | 


MYSOLINE s: PRIMIDONE 


Anticonvulsant 


INDICATIONS: MYSOLINE, either alone or in combina- 


tion, is indicated in the control of grand mal, psychomotor, and 


focal epileptic seizures. It may control grand mal seizures refrac- 


tory to other anticonvulsant therapy. 


PRECAUTIONS: The total daily dosage should not exceed 


2 Gm. Since MYSOLINE therapy generally extends cver prolonged 


periods, a complete blood count and a sequential multiple analysis- 


12 (SMA-12) test should be made every six months. 

Use in pregnancy: The effect of primidone on the human 
fetus has not been studied, and the benefit of administration of any 
drug during pregnancy must be weighed against any possible effect 
on the fetus. 

Neonatal hemorrhage. with a coagulation defect resembling vita- 
min K deficiency, has been described in newborrs whose mothers 


were taking MYSOLINE and other anticonvulsants. Pregnant wom- 


en under anticonvulsant therapy should receive propEylactic vita 
min K , therapy for one month prior to, and during, delivery. 


In nursing mothers: There is evidence that in mothers 


treated with MYSOLINE, the drug appears in the milk in substan- 


tial quantities. Since tests for the presence of primidone in bio 
logical fluids are too complex to be carried out in the average clinical 
laboratory, it is suggested that the presence of undue somnolence 
and drowsiness in nursing newborns of MYSOLINE-trea-ed mothers 
be taken as an indication that nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to disappear 
with continued therapy, or with reduction of initial dosage. Occa- 
sionally, the following have been reported: nausea, anorexia, vomit- 
ing, fatigue, hyperirritability, emotional disturbances. diplopia, 
nystagmus, drowsiness, and morbilliform skin eruptions. On rare 
occasion, persistent or severe side effects may necessitate with- 





drawal of the drug. Megaloblastic anemia may occur as a rare idio- 
syncrasy to MYSOLINE (primidone) and to other anticonvulsants. 
The anemia responds to folic acid, 15 mg. daily, without necessity 
of discontinuing medication. 

DOSAGE AND ADMINISTRATION: The aver- 
age adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg. 
Increments of 250 mg. are added, usually at weekly intervals, to 
tolerance, or therapeutic effectiveness, up to daily doses not exceed- 
ing 2.0 Gm. A typical dosage schedule for the introduction of 
MYSOLINE is as follows: 


Adults and Children Over 8 Years of Age 


t Week 2nd Week 
250 mg. de aily at bedtime 250 mg. b.i.d. 


3rd Week 
250 mg. t.i.d. 


4th Week 
250 mg. q.i.d. 


In children under 8 years of. age, maintenance ives 
are established bya similar schedule, but at one-half the adult dosage. 
It is best to begin with 125 mg., with gradual weekly increases of 
125 mg. a day. to a daily total usually between 500 mg. and 750 mg. 


In patients already receiving other anticonvul- 
sants: MYSOLINE should be gradually increased as dosage of 
the other drug(s) is maintained or gradually decreased. This regi- 
men should be continued until satisfactory dosage level is achieved 
for combination, or the other medication is completely withdrawn. 
When therapy with this product alone is the objective, the transi- 
tion should not be completed in less than two weeks. 

MYSOLINE 50 mg. Tablet can be used to practical advantage when 
small fractional adjustments (upward or downward) may be re- 
quired, as in the following circumstances: for initiation of com- 
bination therapy; during "transfer" therapy; for added protection 
in periods of stress or stressful situations that are likely to precipi- 
tate seizures (menstruation, allergic episodes, holidays, etc. ). 
HOW SUPPLIED: MYSOLINE Tablets — No. 430—Each 
tablet contains 250 mg. of primidone (scored), in bottles of 100 
and 1,000. Also in unit dose package of 100. No. 431 — Each tablet 
contains 50 mg. of primidone (scored), in bottles of 100 and 500. 
MYSOLINE Suspension —No. 3850—Each 5 cc. (teaspoonful) 
contains 250 mg. of primidone, in bottles of 8 fluidounces. 


References: 1. Livingston, S., and Pruce, I.: Pediatr. Ann. 
2:10( Aug.) 1973. 2. Livingston, S., and Pruce, I.M.: Drug Therapy 
for Epilepsy, Springfield, Ill., Charles C Thomas, 1966, p. 23. 
3. Scholl, M. L., in Conn, H. F.: Current Therapy 1973, Philadel- 
phia, Saunders, 1973, pp. 675-7. 4. Metrick, S.: C.M.D. 37:49 
( Jan.) 1970. 5. Forster, F. M.: Med. Clin. North Am. 47:1579 
(Nov.) 1970. 6. White, P. T.: Wis. Med. J. 68:178 (Apr.) 1969. 
7. Millichap, J. G.: Drug Ther. 7:15 (Oct.)1971. 
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FromThe Free Press 


THE 
DRUG 
EPIDEMIC 


Ari Kiev 


MAGIC, FAITH, 
AND HEALING 


Edited by Ari Kiev 


TRANSCULTURAL 
PSYCHIATRY 


Ari Kiev 


MENTAL HEALTH 
IN THE 
DEVELOPING WORLD 


A Case Study in Latin America 
Mario Argandoña and Ari Kiev 


CURANDERISMO 


Mexican-American 
Folk Psychiatry 
Ari Kiev 





Emphasizing the patterns of initiation into drug abuse, 
complications, deterioration of personal habits, and the 
development of criminal behavior, this important study 
outlines the general pattern of development of drug 
abuse of all types. From pot smokers and acid heads to 
hard-core heroin addicts and prostitutes, unique 
personal accounts provide vividly realistic evidence to 
support Dr. Kiev's treatment of the entire problem's 
natural evolution. 
288 pages $8.95 
"The basic manual for the modern medicine man..." 
—The Nation 


"...Warmly recommended both for the intriguing and 
fascinating material which it contains as well as for the 
illumination that some of the more startling customs 
may throw on our own “native healers.” 

— International Journal of Social Psychiatry 


475 pages $2.95, paper 


"With the publication of this book, transcultural 
psychiatry makes a formal debut as a field that claims... 
a body of knowledge that has general and far-reaching 
practical applications." 

—Transcultural Psychiatric Research Review 


223 pages $2.95, paper 


Describes some of the aspects of Latin America society 
that affect mental health: the social climate, the 
traditions of the non-Western societies that populate 
Latin America, urban and rural development, organizing 
and planning of social programs, and medical and folk 
psychiatry. Investigating the Pilot Plan of Social 
Psychiatry in Colombia, they assess the relevance of this 
plan to all of Latin America. 


192 pages $7.95 


"...a readable, interesting, and informative book which 
could be read with benefit by anyone who is interested 
in social psychiatry or the efficacy of different 
therapeutic techniques.” —The Psychoanalytic Quarterly 


‘“... contains a wealth of valuable information.” 
—American Journal of Psychiatry 
$2.45, paper 


207 pages 
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"Insomnia 
often occurs when a 
patient is troubled by a 
problem for which he 
is not prepared. 


Passing on a valid point: 
a sense of continuity from one gene 


E " 
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ration of psychiatrists to another. 








Insomnia 
isaproblem for which 
NOLU DAR 300 
(methyprylon) @ 
is prepared 


Effectiveness. A single capsule of 
Noludar 300 generally provides an uninterrupted 
night's sleep of from 5 to 8 hours duration. 

Sleep is usually induced within 45 minutes. 


e While Noludar 300 is a Schedule III 
Safe medication, it is not a barbiturate or a 
methaqualone. Administer with caution to 
individuals known to be addiction-prone or 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 
INDICATION: As a hypnotic for relief of insomnia of 
varied etiology. 
CONTRAINDICATIONS: Patients with known hyper 
sensitivity to the drug. 
WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiri Pompe 
mental alertness, such as operating 
driving a motor vehicle shortly after ingesting nd drug. 
Physical and sel aba Ln Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 

resemble those associated with withdrawal of bar- 
biturates and should be treated in a similar fashion. 
Use caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the d on their own initiative. Repeat 
prescriptions should be limited without adequate 

ical supervision. 


those whose history suggests they may increase 
the dosage on their own initiative. 


Reliability. Noludar isa reliable hypnotic 


in use for over 19 years. It can help the insomniac 
patient sleep and wake refreshed to meet the 
new day, usually with little or no morning-after 
‘hang-over.’ At recommended dosages (one 
capsule before retiring), paradoxical excitation 
has been rare. 


Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
PEE age against possible hazards to mother and 


Usage in Children: Not recommended in children 

under 3 months of age. 

PRECAUTIONS: Total daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods 

ADVERSE REACTIONS: Àt recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 

and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug. 
SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


Evaluative 
IMethods in 
Psychiatric 
Education 


A New Publication of the 
American Psychiatric Association 


Editors: Hyman L. Muslin, M.D. 
Robert J. Thurnblad, M.D. 


Bryce Templeton, M.D. 
Christine H. McGuire, M.A. 


".. The authors offer us a panoply of differing and different approaches to 
evaluation... This volume will be of distinct value to all institutions. ...” 
—tfrom the forword by 
APA President Alfred Freedman 


220 pages, hardcover. Single copy $10.00 
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Please send me... ...  .copy(ies) of order #182, Evaluative Methods in Psychi- 
atric Education, ($10.00 per copy 


[| BIH Me [] Check Enclosed 
(Please Print) 
Name 
Address 
Gr —— —— À— a 107: |< ERES a eee EE Ao 
Send Coupon to: American Psychiatric Association 
Publication Sales 


1700 Eighteenth St. N.W. 
Washington, D.C. 20009 375AJP 


Dear Doctor: 


What happens to your patient when he/she has 
completed their period of intensive psychiatric 
hospitalization? 


Do you feel that he is ready to assume the 
responsibilities of daily living in an unstructured 
environment? Or do you feel certain that a 
period of time with supervision would ensure a 
more stable adjustment to family life? 


There is just such a facility. 

Nursing supervision is available. 
Recreational therapy is creative and chal- 
lenging. 
Dining is superb — Therapeutic diets avail- 
able. 

. Companionship. 

. Charming decor. 


For further information — 
Please call Mrs. Brown at 203-359-2000 


THE COURTLAND GARDENS RESIDENCE 


59 Courtland Avenue 
Stamford, Conn. 06902 





A private, fully accredited, Psychiatric Hospital, north of Boston, set among 
130 peaceful acres of meadow, lake and wood. Active treatment 
for psychoses, neuroses, alcoholism and drug addiction. 


Baldpate, not just a hospital..... an attitude 


Medical Director: Patrick J. Quirke, M.D. Clinical Director: Ibrahim Bahrawy, M.D. 
FOR BROCHURE, CONTACT: JAMES K. McKINIRY, ADMINISTRATOR, BALDPATE, INC. GEORGETOWN, MA. 01830 





ANSWER: 


SINEQUAN 


DOXEPIN HCI 


ORAL 
CONCENTRATE 


10 mg./ml., 120-ml. (4-0z.) bottles 





BRIEF SUMMARY 

Sinequan® (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who nave shown hypersen- 
sitivity to the drug, and in patients with glaucoma or a tendency to urinary 
retention. 

Warnings. Usage in Pregnancy: This drug has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal 
reproductive studies have not resulted in any teratogenic effects. 

Usage in Children: Usage in children under 12 years of age is not recom- 
mended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported 
following the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cau- 
tious initiation of therapy with this drug. The exact length of time may vary 
and is dependent upon the particular MAO inhibitor being used, the length of 
time it has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clin cal dosage, 75 to 150 
mg. per day, Sinequan can be given concomitantly with guanethidine and re- 
lated compounds without blocking the antihypertensive effect. At doses of 
300 mg. per day or above, Sinequan does exert a significant blocking effect. In 
addition, Sinequan was similar to the other structurally related psychothera- 
peutic agents as regards its ability to potentiate norepinephrine response in 












O Effective in the treatment of 
clinical depression/anxiety 
O Eliminates potential for 'cheeking" 


medication 


c 


O Colorless, tasteless following dilution 
O Contains no alcohol or sugar 
[] Easily mixed with water or juices 


the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usually 
occurs early in the course of treatment, and tends to disappear as therapy is 
continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients 
have been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to 
three weeks, antianxiety activity is rapidly apparent. 
Supply. Available as capsules containing doxepin HC! equivalent to 10 mg., 
25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and unit-dose 
packages of 100 (10 x 10's). Sinequan (doxepin HCl) 25 mg. and 50 mg. also 
available in bottles of 5000. Sinequan Oral Concentrate (10 mg./ml.) is avail- 
able in 120 ml. bottles with an accompanying dropper calibrated at 5 mg., 
10 mg., 15 mg., 20 mg., and 25 mg. 

More detailed professional information available on request. 


Pfizer] LABORATORIES DIVISION 
PFIZER INC. 


©1974, PFIZER INC. 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 
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rHy NATIONAL 
i LOGRAPHK 
MAGAZIN! 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 lbs. Locks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 





EXPERIMENTAL APPROACHES TO 
PSYCHOPATHOLOGY 


edited by MITCHELL L. KIETZMAN, SAMUEL SUTTON and 
JOSEPH ZUBIN 


A Volume in the 
PERSONALITY AND PSYCHOPATHOLOGY 
Series 


This volume contains empirical and theoretical chapters 
both by active researchers in experimental psychopathology, 
and by researchers in other fields relevant to experimental 
psychopathology. 


PARTIAL CONTENTS: Arousal: R. Hernández-Péon, Some 
Neurophysiological Models in Psychopathology. M. H. Lader, 
Arousal Measures and the Classification of Affective 
Disorders. Attention: J. Zubin, Problem of Attention in 
Schizophrenia. G. Horn, Attention and the Orientation 
Response. Learning: K. Salzinger, Behavior Theory Models 
of Abnormal Behavior. N. E. Miller, Some Clinical 
Implications of Visceral Learning. Methodological Issues: H. 
E. Lehman, Types and Characteristics of Objective Measures 
of Psychopathology. H. E. King, Psychomotor Correlates of 
Behavior Disorder. 


1975, 486 pp., $19.00/ £9.10 


Announcing a New Serial Publication 


PROGRESS IN BEHAVIOR MODIFICATION 


edited by MICHEL HERSEN, RICHARD M. EISLER and 
PETER M. MILLER 


This new serial publication will publish invited original 
critical surveys and evaluations of new developments in 
methods, clinical practice, theory, and research. It will cover 
a wide range of problem areas involving several disciplines, 
including psychology, psychiatry, social work, education, 
and remedial education. 


Topics to be covered include: treatment modalities; 
application in clinical practice; modification of classroom 
behavior; description of animal analogues; social influences 
on behavior; measurement and modification of addictive 
behaviors; control of psychophysiological processes; use of 
drugs in behavioral approaches; remedial education; and 
research methodology. 


VOLUME 1/1975, about 400 pp., in preparation 


APPLICATIONS OF 
BEHAVIOR MODIFICATION 


edited by TRAVIS THOMPSON and 
WILLIAM S. DOCKENS, III 


This volume is perhaps the largest collection of original 
contributions by significant investigators in the field to 
appear to date, and covers an unusually broad range of 
topics. The papers apply behavior modification principles to 
remedial education, marriage and sex counseling, drug 
abuse, child rearing, and various psychiatric problems. 


Topics covered include: treating anxiety; modification of 
maladaptive social and somatic behaviors; modification of 
preacademic and academic skills in children; behavior 
modification with disturbed children; modifying behavior of 
retardates and psychotics; modifying drug-related behavior 
problems; theoretical and ethical issues; training behavior 
therapists; and control and countercontrol: a panel discus- 
sion. 


1975, 554 pp., $28.50/ £13.70 


Prices subject to change without notice. 


ACADEMIC PRESS 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 Fifth Avenue, New York, N. Y. 10003 
24-28 Oval Road, London NW1 7DX 





The long wait for low priced 
imipramine ends 





Introducing low cost 


SK Pramine. 


imipramine HCI 


Tablets: 10 mg., 25 mg., 50 mg. 


e Brand name quality you can depend on. 
e Savings your patients can bank on. 











*The manufacturer's suggested list prices 
SK-LINE® to pharmacists for ‘SK-Pramine’ compared 
mm SK&F Quality at Low Cost to those for Tofranil® (imipramine HCI, 
: Geigy). Differences in pharmacy charges for 
Smith Kline & French Laboratories these products will vary, depending on location, 
Div. of SmithKline Corp., Phila., Pa. 


services offered, and other factors. 





The TRIAVIL Potential 

in the management of 
moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 


TRIAVIL can often be a useful adjunct. 


...TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CINS depression and in the 
presence of evidence of bone marrow depression. 


For a brief summary of prescribing 
information, please turn to the following page. 
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when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
RIAVI Dn perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 


when patients exhibit moderate to marked anxiety or agitation with depression 


Ariavil 4-2 





Each tablet contains 
4mg perphenazine and 
25 mg amitriptyline HCI 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Avallable: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HZ 


TRIAVIL® 2-10: Each tablet contains 
2mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous systam depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivry to phenothiazines or 
amitriptyline, Do not give concomitantly with MAO! drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
ies, then initiate therapy with TRIAVIL cactiously, with gradual 
ncrease in dosage until optimum response is achieved. Not recom- 
Masse for use during acute recovery phase following myocardial 
nfarction. 
WARNINGS: TRIAVIL should not be given with guanethidine dr simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, Increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
eee. Including amitriptyline HCI, particularly in high doses, have 
een reported to produce arrhythmias, sinus tachycardia, and 
PIOS of conduction time. Myocardial irfarction and stroke 
ave been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing haza-cous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
menta! and/or physical abilities. Not recommended in children or dur- 


PRÉCAUTIONS ibility i i 
CAUTI : Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 
Perphenazine: Should not be used indiscriminetely. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure «ids of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis af disorders such as 
brain tumor or intestinal obstruction. A signlicant, not otherwise 
explained, rise In Magi temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should nat be employed, as 


its action is blocked and partially reversed by perphenazine. Pheno- : 


thiazines may potentiate the action of central nervous system depres- 
sants (oplates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of thesa, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, cepressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranold symptomatology may have 
an exaggeration of such symptoms. The ae Na ect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCl is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. 

aution is advised if patients receive large dcses of ethchlorvynol 
concurrently. Transient delirium has been repo' ted in patients who 
pec treated with 1 g of ethchlorvynol and 75-152 mg of amitriptyline 

l. 

Amitriptyline HCI may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HDI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery If possible. Eleva- 
tion and lowering of blood sugar levels have both b3en reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 


A34 


henothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
ogyric crisis, Miu dystonia, akathisia, acute inesia, 
ataxia, parkinsonism) can usually be controlled by the Concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and In some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown e Ms may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, gaio 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
DOLES. tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or Incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil- 
la); liver damage (jaundice, blilary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial Infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
states; disturbed concentration; disorientation; delusions; hallucina- 
tions; excitement; anxiety; restlessness; Insomnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus. Antichclinergic: 
Dry mouth; blurred vision; disturbance of accommodation; constipa- 
tion; paralytic ileus; urinary retention; dilatation of urinary tract. 
Allergic: Skin rash; urticaria; photosensitization; edema of face and 
tongue. Hematologic: Bone marrow depression including agranulo- 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas- 
trointestinal: Nausea; epigastic distress; vomiting; anorexia; 
stomatitis; pecura taste; diarrhea; parotid swelling; black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male; breast 
enlargement and galactorrhea in the female; increased or decreased 
libido; elevated or lowered blood sugar levels. Other: Dizziness, 
weakness; fatigue; headache; weight gain or loss; increased perspl- 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecia. 
Withdrawal Symptoms: Abrupt cessation after prolonged administra- 
tlon may produce nausea, headache, and malaise. These are not 
indicative of addiction. 

OVERDOSAGE: Al! patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat- 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-3 mg of physostigmine salicylate has been 
reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptylIne combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 
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Released from symptoms 
of psychotic depression... 
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Productive again. 


By helping to reduce the relatively rare with Navane 
frequency and intensity of (thiothixene). Extrapyramidal 
psychotic symptoms, Navane symptoms have been 
(thiothixene) often permits reported, but are usually 
resumption of more normal, controlled by reduction in 


more productive living. dosage and/or administration 
The antipsychotic of antiparkinson drugs. 
effectiveness of Navane— Once you've controlled 
with relatively little acute psychosis or psychotic 
drowsiness—helps patients depression, some patients can 
remain more active, more be maintained on a simple 
alert, better able to meet the — once-a-day dose. This once-a- 
ordinary demands of life. day regimen can reduce the 


Cardiovascular side effects risk of missed 
such as hypotension and doses withno  ROeRIG GE» 
nonspecilic EKG changes are. loss of efficacy. Aarre oTi frameceiticai 
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Navane 
(thiothixene) (thiothixene hydrochloride) 


Capsules 1 mg, 2 mg, 5 mg, 10 mg, 20 mg/Concentrate 5 mg/ml 


Once-a-day- to help control 
symptoms of psychosis 


For prescribing information, including adverse reactions and contraindications please see following page of this advertisement. 
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Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


PRESCRIBING INFORMATION 

Navane? (thiothixene) 

Capsules 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 
(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane's mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Sate use of 
Navane during pregnancy has not been estab- 
lished, Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the 
treatment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane. 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
larly reported with other psychotropic agents, 
After repeated oral administration to rats (5 to 
15 mg/kg/day), rabbits (3 to 50 mg/kg/day), and 
monkeys (1 to 3 mg/kg/day) before and during 
gestation, no teratogenic effects were seen, (See 
Precautions.) 

Usage in Children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established, 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially hazard- 
ous tasks such as driving a car or operating ma- 
chinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol, 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
may mask signs of overdosage of toxic drugs and 
may obscure conditions such as intestinal ob- 
struction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should 
be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is admin- 
istered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution 
in patients who are known or suspected to have 
glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

Use with caution in patients with cardiovascu- 
lar disease. 

Also, careful observation should be made for 
pigmentary retinopathy, and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agran- 
ulocytosis, pancytopenia, thrombocytopenic pur- 
pura), and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane Intramuscular 
should be injected well within the bodv of a rela- 
tively large muscle. The preferred sites are the 
upper outer quadrant of the buttock (i.e., gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well de- 
veloped, such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower and mid-thirds of the 
upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
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injection into a blood vessel. 

Adverse Reactions, Note: Not all of the following 
adverse reactions have been reported with Navane 
(thiothixene). However, since Navane has certain 
chemical and pharmacologic similarities to the 
phenothiazines, all of the known side effects and 
toxicity associated with phenothiazine therapy 
should be borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness, and syncope. In the event 
hypotension occurs. epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspe- 
cific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The incidence of these 
changes is lower than that observed with some 
phenothiazines. The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur although H usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain 
aliphatic phenothiazines. Restlessness, agitation 
and insomnia have been noted with Navane. Sel- 
vures and paradoxical exacerbation of psychotic 
symptoms have occurred with Nàavane infre- 
Guently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dvstonia have been 
reported, Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all anti- 
psychotic agents tardive dyskinesia may appear in 
some patients on long term therapy or may occur 
after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on 
high-dose therapy, especially females, The symp- 
toms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth. 
chewing movements). Sometimes these may be 
accompanied by involuntary movements of ex- 
tremities, 

There is no known effective treatment for tar- 
dive dyskinesia: antinarkinsonism agents usually 
do not alleviate the symptoms of this syndrome, 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment. 
or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum trans- 
aminase and alkaline phosphatase, usually tran- 
sient, have been infrequently observed in some 
patients. No clinically confirmed cases of jaun- 
dice attributable to Navane have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
crugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Undue exposure 
to sunlight should be avoided, Although not ex- 
perienced with Navane, exfoliative dermatitis and 
contact dermatitis n nursing personnel) have 
been reported with certain phenothiazines, 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane, If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglvcemia, and glvcosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have oc- 
curred infrequently with Navane therapy. Pheno- 
thiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorex- 
ja, nausea, vomiting, diarrhea, increase in appe- 
tite and weight, weakness or fatigue, polydipsia 
end peripheral edema. 


Although not reported with Navane, evidence 
indicates there is a relationship between pheno- 
thiazine therapy and the occurrence of a systemic 
lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been 
reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
Of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration. 

Dosage and Administration, Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 

Usage in children under 12 years of age is not 
recommended because safe conditions for its use 
have not been established. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of acute behavior is desirable, the intra- 
muscular form of Navane may be indicated, It is 
also of benefit where the very nature of the pa- 
tient's symptomatologv, whether acute or chronic, 
renders oral administration impractical or even 
impossible. 

For treatment of acute svmptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dos- 
age of 16 to 20 mg. The maximum recommended 
dosage is 30 mg/day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navane Cap- 
sules and Concentrate appear in the following 
paragraphs. 

Navane Capsules; Navane Concentrate—In 
milder conditions, an initial dose of 2 mg three 
times daily. If indicated, a subsequent increase to 
15 mg/day total daily dose is often effective, 

In more severe conditions, an initial dose of 5 
mg twice daily. 

The usual optimal dose is 20 to 30 mz daily. If 

indicated, an increase to 60 mg/day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg rarely increases the beneficial 
response, 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or 
coma, 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage is 
helpful. For Navane oral and Intramuscular, keep 
patient under careful observation and maintain an 
open airway, since involvement of the extrapyra- 
midal system may produce dysphagia and respira- 
tory difficulty in severe overdosage. If hypoten- 
sion occurs, the standard measures for managing 
circulatory shock should be used (I. V, fluids and/ 
or vasoconstrictors), 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 
agents and cause further lowering of blood pres- 
sure, 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picro- 
toxin or pentylenetetrazol should be avoided, Ex- 
trapyramidal symptoms may be treated with anti- 
parkinson drugs, 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg, 2 mg, 5 mg, and 10 
mg. of thiothixene in bottles of 100 and 1,000. 
Navane is also available as capsules containing 
20 mg of thiothixene in bottles of 100 and $00. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 ml (4 oz.) bottles with an 
accompanying dropper calibrated at 2 mg, 4 mg, 
5 mg, 6 mg, 8 mg, and 10 mg. Each ml contains 
thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P, 7.095 v/v 
(small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular solution is available in a 2 ml amber glass 
vial in packages of 10. Each ml contains thio- 
thixene hydrochloride equivalent to 2 mg of thio- 
thixene, dextrose 5% w/v, benzyl alcohol 0.9% 
w/v, and propyl gallate 0.0295 w/v, 

More detailed professional information avail- 


able on request. R ; RI G Pfizer 


A division of Pfizer Pharmaceuticals 
New YOrk New York 10017 
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Aging successfully: 
is the goal just 
survival? 

Popular belief would have it that "aging" 
and "existing" are the same, both 
marked by deteriorated ability — physi- 
cal and mental. But is successful aging 


just existing? 
Or is it the 


most of one’s 
abilities? 


More than just surviving the changes 
and obstacles of old age, successful 
aging is adapting to the changes and 
overcoming the obstacles. Consider the 
very fortunate aging individuals who 
continue active, productive, even so- 
cially significant lives. Picasso, painting 
and sculpting until his death at the age 
of 91. Stokowski still conducting at 92. 
Margaret Mead, an active author and 
anthropologist at 73. Consider, too, 
those who lack prominence and popular 
acclaim, but still lead personally satis- 
fying lives. Thus adding meaning to 
their prolonged existence by following 
interests and abilities. 

How then, can some age so success- 
fully others less so, and still others 
merely survive? One reason: individual 
differences. Not only in abilities, but in 
opportunities and situations that can 
either nurture or suffocate ability. 

Aging doesnt have to mean ailing 
bodies and failing minds. True, the cell 
loss of old age extends to the brain. But 
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the loss of brain cells doesn't invariably 
lead to loss of intelligence and alertness. 


For 
Although the 
decreasein 


brain volume 
is well known, enormous 


reserves of cerebral cells help compen- 
sate for loss with age. Disease and injury, 
more than advancing age, actually 
lessen cerebral capacity. 

And lack of use contributes to the 
decline; mental and physical functions 





that are utilized tend to persist and thos 
not utilized tend to disappear So, if usec 
the mind often can remain alert. Anc 


in fact, 


Some now 

believe that 
intellectual decline 
can be minimal. 


One theory isolates two basic types 
intelligence: “fluid” and ‘crystallizec 
Both increase into adolescence, but flui 
intelligence, formless and independer 
of education, begins to decline durin 
the twenties. Crystallized intelligence- 
experience refined through education- 
continues to grow, and does not declin 
or even level off during old age. S 
according to this theory, total intelligenc 
changes qualitatively. Quantitatively, 
remains relatively constant. 

But we still see senility and seemin 
mental decline, sometimes caused k 








3jury to the brain from accident or a 
lisease like cerebral arteriosclerosis. In 
ome cases, the reason may be per- 
onality frustration even more than 
ctual brain deterioration: a decline in 
erformance generated by severe stress 
nore than a decline in cognitive ability 
clinically significant anxiety, alone or as- 
ociated with underlying organic dis- 
ase, is common in the elderly, and can 
ripple the aged mind, and interfere with 
1e adaptive process. But 


Vhen such anxiety 
s controlled the elderly 


atient may become more responsive to 
ersonal interests and social activities. 


Totherapy and counselling. To adapting 
to the changes of age 

If antianxiety therapy adjunctive to 
your counsel and reassurance is de- 
sirable, consider Serax (oxazepam). 
Serax has been found valuable, partic- 
ularly in the older patient, in the manage- 
ment and control of clinically significant 
anxiety, tension, agitation and irritability. 

Special care must of course be taken 
in prescribing antianxiety agents for 
elderly patients, especially where 
cardiac complications might ensue from 
a drop in blood pressure. And careful 
attention must be paid to dosage recom- 
mendations and follow-up observation. 

More than eight years of clinical ex- 
perience have shown Serax to be 
especially useful in many geriatric pa- 
tients. Its dosage flexibility* generally 
permits adjustment to individual patient 
needs, making Serax a logical choice in 
the management of clinically significant 
anxiety in the elderly patient. 


In Brief 

Indications: Oxazepam is indicated for the 
management and control of anxiety, tension, 
agitation, irritability and related symptoms. Such 
symptoms are commonly seen in patients with a 
diagnosis of psychoneurotic reaction, psycho- 
physiological reaction, personality disorder or 
in patients with underlying organic disease 
Anxiety associated with depression is also re- 
sponsive to oxazepam therapy. This product has 
been found particularly useful in the manage- 
ment of anxiety, tension, agitation and irritability 
inolder patients. Alcoholics with acute tremulous- 
ness, inebriation or with anxiety associated with 
alcohol withdrawal are responsive to therapy 


*See package circular for full prescribing information 


Wyeth 
makers of Serax (oxazepam) 
for use in clinically significant anxiety 


Contraindications: History of previous hyper- 
sensitivity to oxazepam. Oxazepam is not in- 
dicated in psychoses 


Warning: Use in Pregnancy: Safety for use in 
pregnancy not established 


Precautions: Hypotensive reactions are rare, 
but use with caution where complications could 
ensue from a fall in blood pressure, especially 
in the elderly Withdrawal symptoms upon dis- 
continuation have been noted in some patients 
exhibiting drug dependence through chronic 
overdose. Carefully supervise dose and amounts 
prescribed, especially for patients prone to self- 
overdose, excessive, prolonged use in suscepti- 
ble patients (alcoholics, ex-addicts, etc.) may 
result in dependence or habituation. Reduce 
dosage gradually after prolonged excessive 
dosage to avoid possible epileptiform seizures. 
Withdrawal symptoms following abrupt discon- 
tinuance are similar to those seen with barbitu- 
rates. Caution patients against driving or 
operating machinery until absence of drowsiness 
or dizziness is ascertained. Warn patients of 
possible reduction in alcohol tolerance. Not in- 
dicated in children under 6 years; absolute 
dosage for 6- to 12-year olds not established. 


Adverse Reactions: Therapy-interrupting side 
effects are rare. Transient mild drowsiness is 
common initially; if persistent, reduce dosage. 
Dizziness, vertigo and headache have also oc- 
curred infrequently; syncope, rarely. Mild para- 
doxical reactions (excitement, stimulation 
of affect) are reported in psychiatric patients 
Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy, 
edema, slurred speech, tremor and altered 
libido are rare and generally controllable by 
dosage reduction. Although rare, leukopenia 
and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood 
counts and liver function tests are advised. 
Ataxia, reported rarely, does not appear related 
to dose or age. These side reactions, noted with 
related compounds, are not yet reported: para- 
doxical excitation with severe rage reactions, 
hallucinations, menstrual irregularities, change 
in EEG pattern, blood dyscrasias (including 
agranulocytosis), blurred vision, diplopia, incon- 
tinence, stupor, disorientation, fever and euphoria 


Availability: Capsules of 10, 15 and 30 mg. 
oxazepam, tablets of 15 mg. oxazepam. 


Wyeth Laboratories . Pniaseionia Pa 1910: 
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First day in the hospital and 
all efforts will be directed toward 
returning her to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
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The Psychotherapist’s Search for Self- Renewal 


BY TRACEY MCCARLEY, M.D. 


The role of psychotherapist carries with it special stresses 
to which many professionals react with depressive 
feelings, particularly in mid-life. Psychotherapists who 
participated in small group sessions at two annual 
institutes of the American Group Psychotherapy 
Association revealed their depressive feelings in a 
striking way. Some were able to relate these feelings to 
early family dynamics that motivated their choice of a 
caretaking career. The groups concluded that there is a 
continuing necessity for the caretaker to acknowledge 
and seek care for his emotional needs. Planners of 
continuing professional education for psychotherapists 
should make these needs a central concern. 


THE NOTION THAT the role of the psychotherapist carries 
special stresses is a truism that we all acknowledge. We 
accept the beginning therapist’s need for personal ther- 
apy to help him master and use his empathic understand- 
ing of his patients and of the individual and group process 
and to aid him in handling his personal conflicts. How- 
ever, the therapist’s need for emotional support and re- 
clarification and renewal of self-understanding in the 
later years of his practice is inadequately recognized. Per- 
haps the disturbingly high number of suicides among psy- 
chiatrists could be reduced were it not for the prevalent 
feeling that what was acceptable in the early years of 
training is net acceptable in mid-career. In "Analysis 
Terminable and Interminable" Freud (1) recommended 
that the psychoanalyst “enter analysis once more at in- 
tervals of, say, five years, and without any feeling of 
shame in so doing." But Freud’s advice in this regard is 
rarely followed. 

There are formidable internal and external forces op- 
posing the mature, practicing psychotherapist's return to 
therapy or analysis. The internal factors include the feel- 
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ing of humiliation or embarrassment at again identifying 
oneself as a “patient” and the reluctance to assume a de- 
pendent role. The external deterrents include the problem 
of having social relationships with the colleagues to 
whom one might choose to go for therapy. A further dif- 
ficulty is the prevailing myth expressed in the statement, 
“He was analyzed by so and so." The implication is that 
the process has been completed and that it is a reflection 
on either the analysand or the analyst if further therapy is 
undertaken. 


THE NEED FOR SELF-RENEWAL 


Stresses of Middle Age 


Erikson (2) has shown us how different stages of life 
present us with different adaptational tasks. This means 
that the solution one has worked out in analysis or ther- 
apy during the training period may not be appropriate for 
coping with what Marmor (3) has called the crisis of 
middle life. Marmor pointed out that in mid-life come 
such stresses as the physical signs of aging, i.e., the loss of 
hair and skin tone and the battle against weight gain, in- 
timations of one's own mortality, and the deaths of 
friends and relatives. During this period, one very pow- 
erful stress for most people is the recognition that they 
may never achieve the high goals they had set for them- 
selves. And all of these stresses come at a time when there 
is the greatest demand on one's earning capacity to meet 
the needs of the family, including school-age children. 

When one adds to these the kinds of stresses inherent 
in the practice of psychotherapy, ie. the daily con- 
frontations with patients' depressions, rages, and de- 
mands for support and nurturance, it is obvious that one 
has a formidable emotional load to carry. 

A positive reason favoring the return of the psycho- 
therapist in mid-career to some form of renewing emo- 
tional and educational experience is the fact that having 
now dealt with a great number and variety of patients, he 
has a rich lode of experience, counterreactions, and coun- 
tertransferences to examine and learn from. In this area, 
introspection can carry one just so far, and there comes a 
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time when the calm view of a colleague with no personal 
ax to grind is needed to restore perspective. This view can 
be provided by the special relationship that we call thera- 
peutic but by other settings as well. The kind of group ex- 
perience described in this paper could be useful period- 
ically to almost all therapists, and it might provide a kind 
of “preventive maintenance" that would make formal 
therapy unnecessary. 


Group Experiences 


Group experiences of various kinds are currently very 
popular with psychotherapists. They frequently attend 
weekend workshops, marathons, encounter grcups, etc., 
which are held at training centers, nearby resorts, or right 
at home when a traveling exponent of one of the "newer 
methods" comes around. The practicing therapist's wish 
to learn something about Gestalt therapy, transactional 
analysis, or some other technique may fuse with his legiti- 
mate need for some “emotional feeding" and a chance to 
reexplore feelings. More traditional meetings, with their 
rigid formats, do little to fill the need that some of these 
newer group experiences try to meet. 

In contrast to the short-term, intensive nature of the 
weekend meeting is the leaderless therapy group of expe- 
rienced psychoanalysts reported by Kline (4). Kline felt 
that the once-a-week meetings of this group, which con- 
tinued for three years, were successful in facilitating the 
further maturation of these already trained psycho- 
analysts. 

There are many other situations in which a psycho- 
therapist may find the opportunity to ventilate and reex- 
amine his feelings, i.e., at lunch with colleagues and at 
committee meetings, but it is the clinical group at the an- 
nual institute of the American Group Psychotherapy As- 
sociation (AGPA) that I would like to examine with 
these considerations in mind. My experience indicates 
that a substantial number of the participants in this an- 
nual activity of the AGPA come with a consciously artic- 
ulated goal of “learning something about group ther- 
apy, but their more important, although unconscious, 
goal is to receive some attention for their more personal 
emotional needs and conflicts. Psychotherapists tend to 
feel an excessive responsibility for helping people, and 
they have a proclivity for spurring themselves to greater 
and greater effort to "rescue" their patients. This paper 
will present some observations made on a few therapists 
in a short-term, intensive educational group experience. 

In this group the more pronounced depressive trends in 
some of the older members were matched by similar dy- 
namics in some of the younger participants. From this in- 
teraction there developed a dominant group theme that 
has an urgent relevance to our profession's plans for con- 
tinuing education programs and projects. 


OBSERVATIONS 
The clinical group at the annual institute of tne AGPA 


Is composed of no more than 15 participants who have in- 
dicated on their applications their desire for a learning 
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experience that will include, to varying degrees, both di- 
dactic and experiential components. These applicants are 
matched with a group leader who has indicated on his 
questionnaire that he favors a comparable mix of the two 
elements. For the two consecutive years that I conducted 
the clinical group I indicated my expectation that"the 
principal type of learning would be experiential but that 
there would also be a substantial amoünt of time devoted 
to didactic material. Sometimes it was not possible to 
match the preferences of the applicants and group leader. 
Hence some of the group members had requested a more 
didactic type of leader. At the other end of the continuum 
were a number of participants who had stated that they 
came to have an "emotional experience." The majority, 
however, had simply indicated that they came to learn 
about group therapy, a modality with which they had 
limited experience. 

Both years the clinical group met morning and after- 
noon on two consecutive days for sessions of three or four 
hours in duration. I told the group at, the beginning that 
our purpose was to learn about group therapy by ex- 
periencing, observing, and reflecting together upon what 
happened in our group during the two days that we were 
together. In each of the meetings, after the group had 
worked for a while on a theme, I called a halt to the in- 
teraction and invited the members to reflect on what had 
happened. It is some of the material that came out before 
this point, when the group was functioning as a working 
therapy group, that led me to the conclusions regarding 
depression that I have stated. 

The dominant theme that emerged each year con- 
cerned the participants' oppressive feelings of being over- 
whelmed by the responsibilities of caring for psychiatric 
patients and their deep feelings of discouragement. 


The First Year 


During the first year this theme emerged as one group 
member, a psychiatrist in his early 50s, described his rea- 
sons for coming to the institute. He came to learn about 
group therapy so that he could add this technique to his 
therapeutic armamentarium. He said that he felt dis- 
couraged with what he was able to do for his patients and 
wanted to learn about group therapy so that he might be 
able to be more helpful to them. 

As he talked, his sense of discouragement and depres- 
sion became more apparent. As this feeling was explored 
he began to talk about his situation back home, where he 
had become a sort of father-confessor to almost every- 
one, it seemed. He spoke of his professional colleagues 
and their wives and families, all of whom came to him 
with urgent personal crises. Since he had assumed this 
role in the small community, he felt there was no one to 
whom he could go to talk about his feelings. He had had 
some therapy many years earlier, but he now was in part- 
nership with the man who had been his therapist, so he 
did not want to talk with him about his feelings of dis- 
couragement and deprivation. He was in a kind of down- 
ward spiral in which the more depressed he felt, the more 
he had to spur himself to try to do more for others. The 
more he did for others, the more deprived he himself felt. 


In the group he became more aware of this strong feel- 
ing of deprivation and realized that he seldom asked for 
attention to his own needs. He found it hard to accept the 
view, which was expressed almost unanimously by the 
group, that he appeared depressed. However, after some 
gentle insistence, he began to accept the idea that his 
needs had as much validity as those of his patients. He 
began to see that he was living by a kind of double stan- 
dard since he took the stance that his patients should ac- 
cept without shame their need for help, but he could not 
do this himself. 

This man’s discussion of his dilemma sparked another 
participant’s statement that she felt she was also shoul- 
dering too great a load of responsibility in her life be- 
cause her husband was so passive and ineffectual. Her 
revelation came in a dramatic outburst of tears that 
ended her almost two days of maintaining a facade of 
bright, brittle confidence. The group, following my lead, 
tried to convey to her the idea that she would be more 
comfortable with herself and more effective with her 
clients if she did not have to expend so much energy in 
maintaining such a carefully made up, false front. 

The group concluded with a discussion of the process 
by which these revelations came about. And the theme 
was expressed that very often those who assume the 
helper role have difficulty accepting their own need for 
help. 


The Second Year 


At the AGPA institute the following year, in an en- 
tirely new group, this same theme emerged even more 
dramatically, with a larger number of participants reveal- 
ing personal material relevant to it. 

The denial by one of the participants that she ever felt 
anxious or depressed about her patients was irksome to 
the others, and they and she became irritated with each 
other. Eventually she angrily accused me of trying to 
make her be a "patient." Several participants then ex- 
pressed the view that being a patient was a humiliating 
thing. At that point I said that it need not be seen as 
shameful and that I thought of myself as a patient from 
time to time as I worked on some problem with my feel- 
ings. This comment seemed to change the whole atmo- 
sphere in the group. Everyone relaxed a bit and began to 
speak more freely and with more expression of feeling. 

A man began to talk about his feelings of being bur- 
dened by the expectations of his family and his wife's 
family. They thought that he should handle all of their 
emotional and marital problems because he was a psy- 
chotherapist. Another man said that he always had been 
the most successful person in his family:and that because 
of this he was expected to take care not only of his 
mother's and his ne'er-do-well brother's emotional prob- 
lems, but their financial ones as well. He was at that mo- 
ment struggling with their implicit demand that he move 
them to the state where he lived so he could look after 
them. 

A third group member, an older woman, spoke of her 
feelings of being trapped because she was the one of her 
sibship who had taken on the job of living with and caring 
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for her elderly mother. She described a life in which she 
devoted her working hours to caring for patients and then 
came home in the evening to care for her invalid mother. 
She had, or rather took, little time for friendships or so- 
cial life. It appeared that her decision to come to the 
AGPA institute to participate in a group sprang from an 
unconscious, or at least only partly conscious, wish to 
meet some of her own emotional needs rather than her 
strictly educational ones. 


The Need To Give and Receive Care 


In each of the two groups under discussion, a majority 
of the participants clearly indicated that they identified to 
some degree with this theme of feeling overburdened with 
a need to give. This identification was revealed by verbal 
contributions, repeated nods of agreement, or rapt atten- 
tion. Two or three of these participants had been in prac- 
tice for many years and were at a mid-life crisis. Others 
were younger but nevertheless had very similar dynamics. 
There were one or two others who seemed less involved in 
this issue. It was clear that they had quite different per- 
sonality dynamics. For instance, one of these was a psy- 
chiatrist in an administrative position in a drug rehabili- 
tation program. He did not seem to understand what we 
were talking about and was quite antagonistic at having 
been placed in a group where there was so much empha- 
sis on the expression of here-and-now feelings. 

Nevertheless, all but a small minority agreed on what 
might be called the '*caretaker's need to be cared for.” 
The group consensus that we should all accept this need 
within ourselves without shame produced an almost tan- 
gible sense of profound relief in the room. 


DISCUSSION 


These and other experiences in leading groups of psy- 
chiatric residents and other psychotherapists, as well as 
introspection into my own unconscious, have led me to 
formulate some hypotheses relating to common psycho- 
dynamic mechanisms in some professional psycho- 
therapists. Understanding these mechanisms helps to ex- 
plain the phenomena that I observed in the clinical group 
of the AGPA institute. My conclusions are as follows. 

There are deep-seated, unconscious reasons, rooted in 
family dynamics, that motivate a person's choice of a 
caretaking career role such as that of psychotherapist. A 
significant number of psychotherapists are drawn to the 
role of caretaker because they were assigned this function 
early in life in their families. The role of caretaker allows 
for some symbolic gratification of one's own needs 
through identification with the client or patient to whom 
one is giving. And, over time, a fairly stable balance may 
be struck between giving care to others and receiving 
care. However, this balance is frequently precarious be- 
cause the originally assigned role carries with it a proviso 
that the caretaker must be the “strong one" who keeps 
out of consciousness Ais need to be cared for. 

At any stage of life, but particularly at mid-life, this 
precarious balance may be upset—-by the loss of a sup- 
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portive relationship, disappointment in one’s ability to 
help in certain situations, or by other factors. At this 
point the caretaking professional person may become de- 
pressed. If he can allow himself to acknowledge his de- 
pression, he can seek therapy or other ways of meeting 
his perceived needs. If, however, he cannot admit such a 
need to himself, he must seek help in a disguised form. 
This 1s precisely what I think a certain number of appli- 
cants to the AGPA institute are doing. 

For these psychotherapists, as well as for those with 
other motivations for becoming caretakers, the opportu- 
nity to reexplore their feelings periodically in the sup- 
portive, therapeutic atmosphere of a group may be very 
desirable, not only for the therapist's personal comfort 
but so that he can function better in his role with his 
patients. The needed experience does not have to be ther- 
apy per se; it may instead be in a new kind of continuing 
education for which we as yet have no satisfactory name. 
It may be in the form of refresher courses or periodic 
peer supervision sessions in which the planners and lead- 
ers consider that attention to the emotional needs of the 
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therapist is not only a legitimate but a central focus of the 
work. 

We are now experiencing a growing recognition of the 
need for continuing education for professionals of all 
kinds. In planning the continuing education of those who 
devote most of their professional lives to psychotherapy 
it must be recognized that the psychotherapist uses his 
feelings, his self, to a degree that is unique. And that self 
has to be adequately cared for to function well. 
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Cocaine Psychoses: A Continuum Model 


BY ROBERT M. POST, M.D. 


The author describes an orderly progression of clinical 
syndromes (euphoria, dysphoria, paranoid psychosis) 
with cocaine use that is related to dosage, chronicity, and 
` genetic and experiential predispositions. That affective 
alterations are caused by a drug which also produces a 
schizophreniform psychosis suggests a continuum with 
implications for understanding the endogenous 
psychoses. The author emphasizes that alterations in the 
same neurotransmitter substances may be involved in 
these multiple psychiatric syndromes, which contrasts 
with previous "one illness, one transmitter" models. 


PHARMACOLOGICAL MODELS AND HYPOTHESES of psychi- 
atric illness have tended to focus on the idea of a single 
biochemical disorder in a single psychiatric illness. How- 
ever, the finding that multiple psychiatric syndromes can 
be associated with a single drug—cocaine, for example— 
has received scant theoretical attention. 

The amphetamine psychosis model has implicated 
dopamine (1-3), the 6-hydroxydopamine  self-stimu- 
lation model has implicated norepinephrine (4), and the 
lysergic acid diethylamide model has implicated seroto- 
nin (5) as significant single neurotransmitters in schizo- 
phrenic illness. Similarly, single deficits or excesses of 
specific catecholamines or indoleamines have been postu- 
lated in depressive and manic illness (6-9). This kind of 
pharmacological specificity in theorizing about psychiat- 
ric syndromes undoubtedly has utility and heuristic 
value, but it may also partially obscure the importance of 
observations relating the same compounds to different ill- 
nesses. For example, chronic administration of L-dopa to 
neurological and psychiatric patients has resulted in the 
precipitation and/or exacerbation of several different 
kinds of psychiatric syndromes, including depression, 
mania, and acute psychosis (10-13). Similarly, in a par- 
ticular set of circumstances, cocaine can be assoctated 
with a syndrome of manic-like euphoria, depressive-like 
dysphoria, or schizophrenic-like paranoid psycho- 
sis (1, 14-22), the symptoms of which are presented in ap- 
pendix I. 

The potential for stimulants to induce euphoria or dys- 
phoria as well as a schizophreniform psychosis has not 
been systematically included in the theoretical formula- 
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tions of "model" psychoses. This paper will review the 
different syndromes evoked by cocaine and some of the 
important determinants of response, including drug ad- 
ministration variables (especially dose and duration), un- 
derlying genetic and experiential components, and acute 
clinical-state variables. It will emphasize the progressive 
evolution of the cocaine syndromes from euphoria to dys- 
phoria to paranoid psychosis as cocaine effects increase 
in increasingly vulnerable individuals. This progression 
suggests that alterations in the same neurotransmitters 
may be involved in each of the cocaine-induced syn- 
dromes. 

It is suggested that consideration of the different psy- 
chiatric syndromes evoked by a pharmacological agent 
might yield information about the determinants under- 
lying the differentiation and expression of analogous 
spontaneous or stress-related syndromes. Study of the bi- 
ological mechanisms related to cocaine-induced behav- 
ioral changes may also be relevant to non-drug-induced 
behaviors. The idea that pharmacopathogenicity may 
recapitulate psychopathogenicity will be explored. It 
should be emphasized that this paper makes no claim 
that cocaine can induce or precipitate mania, depression, 
or schizophrenia per se, for in several respects cocaine-in- 
duced symptomatology does not perfectly mimic that of 
the functional psychoses. It is suggested, however, that 
the cocaine syndromes mirror many aspects of the endog- 
enous psychoses closely enough to warrant comparison 
and that the model derived from such study may be 
useful in conceptualizing biochemical-behavioral in- 
teractions. In addition to cocaine, L-dihydroxyphenyl- 
alanine (L-dopa) methylphenidate, and the ampheta- 
mines have been implicated in manic-, depressive-, and 
schizophrenic-like syndromes and will be referred to 
when clinical data on cocaine are incomplete. 


COCAINE EUPHORIA 


As described initially by Freud (16), ingestion of from 
50 to 100 mg of cocaine hydrochloride is accompanied by 
a profound sense of elation, increased mental agility, and 
physical endurance. Freud stated: 


I take very small doses of it regularly against depression 
. with the most brilliant success. [The effects were] ex- 
hilarating and lasting euphoria, which in no way differs from 
the normal euphoria of a healthy person. ... You perceive in- 
crease in self-control and possess more vitality and capacity 


for work.... This result is enjoyed without any of the un- 
pleasant after effects that follow exhilaration brought about 
by alcohol.... Absolutely no craving for the further use of 
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cocaine appears after the first, or even repeated, taking of the 
drug. (23, pp. 54, 56) 


Cocaine’s mood-elevating properties have been lauded 
by the Inca Indians in the. 1600s and the drug culture of 
the 1970s, which heralds it as the euphoriant of choice— 
"king cocaine" (24). However, clear-cut mood elevation 
was not demonstrated when cocaine was administered 
orally in doses recommended by Freud to 10 moderately 
to severely depressed patients hospitalized at the Na- 
tional Institute of Mental Health (NIMH), although one 
patient did have brief periods of hypomania during co- 
caine administration (25). 

After subcutaneous administration of many sympa- 
thomimetic amines, the effects of which are subjectively 
undifferentiable from those of cocaine, addict volun- 
teer subjects experience a profound euphoria (26). Intra- 
venously injected cocaine produces an ecstatic high which 
is of brief duration but is so intensely pleasurable that the 
user may repeatedly “‘shoot-up”’ at intervals of 10 to 15 
minutes, expending his entire cocaine supply over several 
hours (14, 21).! In studies at NIMH in which 12 de- 
pressed patients were given cocaine intravenously, only 
one experienced a pure euphoria and an anesthetic sense 
of relief from problems, unaccompanied by dysphoric 
components (25). This euphoria was experienced after a 
small dose of cocaine (5 mg), which caused only mild 
changes in pulse and blood pressure. Although in this 
case the clinical trial was immediately discontinued and 
placebo infusions were substituted, it has been reported 
that typical manic-like symptoms may emerge after 
higher doses or more chronic cocaine administration, in- 
cluding intense garrulousness, hyperactivitv, insomnia, 
mood lability, predisposition to violence, and grandiose 
delusions (27). In fact, early workers labeled the symp- 
toms of cocaine abuse *cocainomania" (27). Increased 
sexual arousal may also accompany cocaine use (14, 15, 
17, 19, 21). 


COCAINE DYSPHORIA 


In a prior study of orally adminstered cocaine in de- 
pressed patients, only 1 of 10 became significantly more 
depressed, agitated, and mute (25). This occurred, how- 
ever, during a second trial with higher doses of cocaine 
after an initial trial with lower doses had been without 
antidepressant effect. Increasing anxiety, suspiciousness, 
and dysphoria have been reported after increasing doses 
of injected cocaine (14, 18), and this may partially ac- 
count for the frequent simultaneous use of opiates with 
cocaine to modulate and mellow its effects. High doses of 
stimulants pharmacologically related to cocaine (am- 
phetamine and methylphenidate) also reportedly produce 
consistent increases in rated dysphoria and nervousness 
when administered subcutaneously to addict volunteer 
subjects (26). Cocaine self-administration in animals de- 


"The large total amount of cocaine that can be administered in this 
fashion has been mistakenly accepted as evidence for tolerance. 
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creases as the dose of cocaine per injection is in- 
creased (28-30). 

An intense mobilization of affect and tearfulness was 
frequently observed in depressed patients receiving intra- 
venous doses of cocaine sufficient to substantially in- 
crease pulse and blood pressure (25). Crying started ab- 
ruptly, coincident with the peak changes in vital signs. 
The intensity and uncontrolled nature of the reaction as 
well as frequent attention to issues of sadness and loss 
were perceived by some depressed patients as dysphoric 
and were reflected in increased ratings of depression, 
sadness, anxiety, and difficulty concentrating (25). (At 
lower cocaine doses associated with milder changes in 
vital signs, positive affective responses to intravenous 
cocaine were more likely.) 

It is doubtful that dysphoria associated with peak stim- 
ulant effects is in any direct way analogous to the dys- 
phoria of the endogenous depressive syndrome, but it 
may be related to that seen in the subgroup of agitated 
depressed patients and to the depressive affect so com- 
monly admixed with acute, fulminant manias (31, 32). 
Mania that has prominent dysphoric components 1s the 
most likely to progress to a point where it is difficult to 
differentiate from acute paranoid schizophrenia. 

With chronic cocaine abuse, a syndrome of insomnia, 
painful delusions, apathy, and melancholy can occur (18). 
It should be noted that these depressive-like symptoms 
are noted during cocaine administration and that with- 
drawal phenomena (which are interesting in their own 
right) are not being referred to here. A dysphoric phase 
has also been documented in the studies of experimental 
induction of amphetamine psychosis in addict volun- 
teer subjects (33-36). This phase occurs during the transi- 
tion from initial euphoria to paranoid psychosis. In one 
study, a period of clear depression was also noted in all 
six volunteers who ingested more than 50 mg of d-am- 
phetamine (33). 


That is, they became quite hypochondriacal, spent much of 
their time in bed, lost interest in TV or ward activities, were 
anorexic, irritable, fault-finding, and would relate to person- 
nel in a clinging, dependent manner. This dysphoric affect 
was modulated, however, and responsive to external 
events. (33, p. 901) l 


Patients then entered a prepsychotic phase during which 
they became taciturn, seclusive, and preoccupied with de- 
tails of their rooms or of the study procedure (33). 


COCAINE PSYCHOSIS 


When cocaine is abused chronically, a paranoid psy- 
chosis that is almost indistinguishable from acute para- 
noid schizophrenia (14, 19, 36) can result. After acute in- 
travenous cocaine administration, the development of a 
paranoid psychotic state (referred to by users as the “bull 
horrors” because of intense fear of police) can occur even 
more rapidly than after amphetamine administration 
(37). After chronic cocaine administration, delusions of 
persecution may be vague or systematized and may be 


accompanied by auditory, visual, or olfactory hallucina- 
tions. The user has a clear sensorium and is not confused 
or disoriented as in a toxic psychosis or delirium, which 
can also occur after an overdose but is of less theoretical 
interest. A peculiar but infrequent aspect of the cocaine 
psychosis is the delusion of parasitosis and sensations of 
insects under the skin (formication) which may lead ad- 
dicts to repetitively pick at their skin (36). Addicts may 
even probe their skin with needles for “cocaine bugs." 
The addict may experience 


irritability, erroneous conclusions, suspicion, bitterness to- 
wards environment, a false interpretation of things, ground- 


less jealousy. ... A cocainist who has snuffed 3.25 gr. cocaine 
armed himself for protection against imagined enemies ... 
another broke furniture and crockery to pieces and attacked 
a friend. (27, p. 84) 


Violent behavior may be prominent during the height 
of the cocaine psychosis, apparently triggered by para- 
noid trends. Stereotyped compulsive behavior analogous 
to that seen in experimental animals can develop. Addicts 
may repetitively pursue the same task and be endlessly 
absorbed by minutiae, as depicted in the case of Sher- 
lock Holmes (38). Hallucinations usually stop when 
use of cocaine ceases, but delusions may persist. 


DETERMINANTS OF COCAINE RESPONSE 
Drug Administration Variables 


From the foregoing descriptions, it is clear that in- 
creasing the dose and/or chronicity of cocaine adminis- 
tration is associated with increasingly severe affective and 
cognitive alteration (see figure 1). Initial effects in the eu- 
phoric spectrum give way to dysphoria with increasing 
cocaine use; the paranoid psychosis is reached after high 
dose and/or chronic administration. At the highest doses, 
a toxic delirium, convulsions, and death from cardiores- 
piratory arrest can occur. 

The relationship may also be summarized by organiz- 
ing the response to cocaine along the continuum pro- 
ceeding from euphoria to dysphoria to psychosis. Again, 
a positive correlation of cocaine dose and severity of dis- 
organization is suggested (see figure 2). Chronic com- 
pared to acute cocaine administration in each case would 
increase the slope and shift the curve to the left toward 
greater disorganization at a given dose. Parenteral com- 
pared to oral administration would similarly shift a given 
dose-duration curve toward increased likelihood of eu- 
phoric, dysphoric, and psychotic reactions at a given 
dose. 

The rate of change of drug effect appears to be a par- 
ticularly important determinant of cocaine effect. The 
"rush" may be related to initial rapidly occurring 
changes, while the cocaine-induced tearfulness and mobi- 
lization of affect in depressed patients corresponds with 
peak cocaine effects as determined from pulse and blood 
pressure (25). Delusional thinking and aggressive behav- 
ior after amphetamine use are often related to sudden 
rather than gradual increases in dose (39). 
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FIGURE I 
Interaction of Dose and Chronicity in Cocaine-Induced Psychopathology 


INCREASING CHRONICITY OF COCAINE USE ——*» 





INCREASING COCAINE DOSE ———* 


FIGURE 2 
Hypothesized Interaction of Dose and Psychiatric State in Cocaine- 
Induced Psychopathology 
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Predisposition 


In addition to factors related to drug administration, a 
series of variables relating to a patient's personality and 
experiential-genetic predispositions seems crucial in de- 
termining the response to a given agent. Freud was cogni- 
zant of the importance of these factors in relation to co- 
caine's effects, stating, 


I could not fail to note, however, that the individual dis- 


position plays a major role in the effects of cocaine, perhaps a 
more important role than with other alkaloids. The sub- 
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jective phenomena after ingestion of cocaine differ from per- 
son to person, and only a few persons experience, like myself, 
a pure euphoria without alteration. Others already experi- 
ence slight intoxication, hyperkinesia, and talkativeness after 
the same amount of cocaine, while still others have no sub- 
jective symptoms of the effects of cocaine at all. (16, p. 16) 


This experience is consistent with the finding in depressed 
patients of varied psychological and physiological re- 
sponses to intravenous cocaine, where the minimal dose 
that increased pulse and blood pressure 10 points ranged 
from 2 mg to 16 mg (25). It would be important to distin- 
guish effects related to differences in blood levels and me- 
tabolism of cocaine from those related to differences in 
patients' sensitivity or predisposition. 

Differences in genetic or experiential predisposition 
can clearly alter one's response to a drug such as 
L-dopa (10). Depressed patients with a past aistory of 
mania (bipolar) uniformly responded to therapeutic trials 
of L-dopa with hypomanic episodes; patients without a 
history of mania (unipolar) did not become hvpomanic in 
response to L-dopa (10). Genetic determinants of re- 
sponses to stimulants are also highlighted by tne demon- 
stration of significant differences in hyperthermic re- 
sponse to amphetamine in different genetic strains of 
mice (40). Prior experience might also predispose selec- 
tive behavioral response to the drug either on a pharma- 
cological or conditioning basis. Kramer (39) observed 
that once a patient experiences a paranoid decompensa- 
tion on amphetamine, even a small dose of the drug 
taken after a prolonged abstinence may be associated 
with a recurrence of a paranoid reaction. 


Clinical State 


Superimposed on genetic and environmental pre- 
disposing factors are those relating to the acute clinical 
status of the patient, such as the type of psychiatric ill- 
ness, the degree of recent stress or loss, the occurrence of 
a vulnerable phase of a circadian or ultradian rhythm, 
and, of particular importance in clinical trials, the 
patient's expectations or set in the context of & given ex- 
perimental setting (41). The chronicity of stress would 
also be an important determinant of the response. For ex- 
ample, acute social stresses in rats, such as fighting and 
overcrowding, lead to increasing excitation, depletion of 
norepinephrine, and probability of death after ampheta- 
mine administration (42). Chronic social stresses in rats, 
such as living in groups and being the recipient of peer 
aggression, are associated with behavioral res:stance to 
amphetamine and altered amine response (42. 43). 

On the basis of the observation that a regular, predict- 
able progression (euphoria, dysphoria, psychosis) occurs 
with increasing intensity of cocaine effect, it is suggested 
that preexisting, active psychopathology would alter the 
dose-pathology relationships as depicted in figure 2. For 
example, an acute schizophrenic patient would have base- 
line psychotic symptomatology prior to drug use and 
would further disorganize in the psychotic spectrum after 
stimulant administration; therefore, he would rot experi- 
ence typical euphoric-dysphoric effects. This schema 
would also predict that the psychotic decompensation 
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would occur at lower doses than in a healthy individual. 
Similarly, a manic patient's dose response prediction 
would begin in the euphoric-dysphoric range, reflect- 
ing preexisting psychopathology, and stimulants would 
exacerbate the manic state, ultimately leading to psy- 
chotic disorganization at relatively lower doses than for 
normal individuals. Figure 2 suggests that, to a certain 
extent, depressed patients might require a higher cocaine 
dose to achieve initial euphoric effects than would well in- 
dividuals, but a lower dose to exacerbate dysphoria. It 
might also be predicted that patients who are clinically 
well but predisposed to mania, depression, or schizophre- 
nia would tend to be more sensitive to cocaine than the 
nonpredisposed subject as depicted by a steeper slope in 
figure 2. 

Although there is not a great deal of systematic data 
relating clinical state to cocaine response, various predic- 
tions depicted in figure 2 have been supported in patient 
populations studied with drugs similar to cocaine, such as 
amphetamine (36) and methylphenidate (44). For ex- 
ample, Janowsky and associates (44) reported that 
changes in psychosis ratings from baseline to 15 minutes 
after receiving .5 mg/kg methylphenidate were greatest 
in acute schizophrenic subjects, less in manic subjects, 
least in depressive subjects, and absent in control sub- 
jects. Also consistent with the schema presented was the 
finding that remitted schizophrenic, manic, and depres- 
sive subjects showed proportionately less psychosis after 
methylphenidate than the respective groups of actively ill 
patients, but still more than normal subjects (44). 


DRUG MODELS OF ENDOGENOUS STRESS 


Might we not consider this formulation, emphasizing 
the varieties of psychiatric response to a single drug, as a 
model for naturally occurring, stress-induced responses? 
It would appear that the stimulants, such as cocaine, may 
be particularly useful models for endogenous stresses. 
Many of the biological changes associated with cocaine 
administration appear to mimic those often associated 
with stress. Cocaine has a generally alerting, sympatho- 
mimetic, predominately catecholaminergic action (14, 
45, 46). Its acute versus chronic administration may 
affect neurotransmitter levels and turnover in ways 
parallel to that of acute and chronic stress. In the most 
global terms, acute stress tends to increase discharge of 
catecholamines while chronic stress tends to deplete 
amines (47). Preliminary evidence indicates this patiern 
may also occur with amphetamine-like stimulants (48). 
Finally, cocaine appears to have the intriguing property 
of reverse tolerance, i.e., increased effect after repeated 
administration of the same dose (49-52).? 

It is possible that the progressive disturbances of mood 
and cognition with increasing cocaine administration and 


"This property of cocaine may bear certain similarities to the "vicious 
circle" or positive feedback aspects of some psychopathological adapta- 
tions wherein stress may increase the vulnerability to further stress. 


the drug and patient variables that affect them may be 
useful models for the progression of endogenous psy- 
chotic disturbances and their mitigating clinical factors. 
If this line of reasoning has some validity, it might sug- 
gest that some of the variables determining the type of 
psychic response to cocaine-like stimulant drugs would 
also be important in determining the response to stress. 
The severity and chronicity of stress in an appropriately 
susceptible individual might then help predict the type of 
psychiatric syndrome that would be produced in a man- 
ner similar to that suggested for cocaine. Certainly, one 
of the issues for further investigation based on the phar- 
macological model presented here would be the possi- 
bility of a stepwise continuum for the manic, depressive, 
and schizophrenic psychoses, The overlapping clinical 
symptomatology in the acute psychoses and the derived 
continuum models have been discussed by others (53). 
The new concepts derived from the cocaine model are 1) 
the orderly progression of symptomatology, 2) the im- 
portance of shifts between affective and schizophreni- 
form states, and 3) the possibility that subtle differences 
in the same transmitter substances may be related to the 
different illnesses. 


BIOCHEMICAL CORRELATES 


Cocaine potentiates the effects of norepinephrine, 
dopamine, and serotonin at the synapse by blocking reup- 
take of neurotransmitter into the presynaptic end- 
ing (14, 54). It has other direct pre- and postsynaptic ef- 
fects on several neurotransmitter systems (25). Cocaine, 
therefore, has complicated and multiple effects even on 
the better explored transmitters, and the relative role of a 
given amine in the euphoric, dysphoric, or psychotic syn- 
drome is not vet known. 

The finding that drugs with different chemical struc- 
tures (cocaine, amphetamine, L-dopa, phenmetrazine, 
and methylphenidate) have all been associated with the 
onset of schizophreniform psychoses (and euphoria and 
dysphoria) suggests that the effects are not related to 
a specific toxic metabolite of one compound (35, 55) but 
rather to mechanisms of action they have in common. 
This would also be suggested by the finding that many of 
the effects of these drugs on human and animal behavior 
are inhibited by blocking catecholamine receptor sites 
(neuroleptics) or catecholamine synthesis (a-methyl-p- 
tyrosine [AMPT]). Cocaine and compounds with related 
effects enhance dopamine at the synapse either by in- 
creasing synthesis, blocking reuptake, increasing release, 
or stimulating dopamine receptors. They also have ef- 
fects on noradrenergic as well as serotonergic and choli- 
nergic systems (1, 42-46, 56, 57). Thus, the recent formu- 
lations of the amphetamine model psychosis linking one 
transmitter (dopamine) to one illness (schizophrenia) 
should be extended (1). 

The same transmitter (dopamine) may be linked to the 
euphoric-dysphoric syndromes as well as paranoid psy- 
chosis. The well-known clinical data that neuroleptics are 
effective in mania as well as schizophrenia (and that se- 
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lected agents such as thioridazine may possess some effi- 
cacy in depression) support the idea that the same phar- 
macological mechanisms may be involved in several of 
the endogenous psychotic syndromes. 

Other transmitters affected by cocaine (norepinephrine 
and serotonin) may similarly influence specific com- 
ponents of both the affective and schizophrenic illnesses. 
The cocaine model presented would thus emphasize the 
role of neurotransmitter substances in relation to each 
other, their relative balances, and the time course of their 
alterations as being critically involved in the regular pro- 
gression of behavioral change, rather than a “one amine, 
one illness” formulation. For example, one hypothesis to 
be tested further is that a relative predominance of nor- 
adrenergic to dopaminergic effects may be associated 
with the early euphoric effects of cocaine, while the ratio 
might be reversed later corresponding to cocaine’s psy- 
chotogenic effects. 


Animal Models 


Cocaine’s dramatic effects on animal behavior make it 
well suited for dissection of biochemical-behavioral rela- 
tionships. It is noteworthy that cocaine produces hyper- 
activity at low doses in many laboratory species, com- 
pulsive stereotypes at higher doses, and, with chronicity, 
cataplexy (52). Thus, clear sequential changes are also 
observed in animals after increasing dose and duration of 
cocaine. While the direct comparison of these behaviors 
to human clinical symptomatology remains a dubious 
proposition, the unraveling of their biochemical determi- 
nants may provide valuable clinical leads. For example, 
an inhibitor of catecholamine synthesis, AMPT, de- 
creases cocaine-induced hyperactivity and stereotypy in 
the rat, while an inhibitor of serotonin synthesis, p- 
chlorophenylalanine, does not (58). AMPT also blocks 
stimulant-induced euphoria in amphetamine addicts (59). 
The involvement of cholinergic transmission is high- 
lighted by the demonstration that physostigmine, an in- 
hibitor of acetylcholine esterase, will also block cocaine- 
induced hyperactivity (58). These effects are of particular 
interest because physostigmine acutely blocks manic be- 
havior in patients with affective illness and also blocks 
stimulant-induced psychotic disorganization in schizo- 
phrenics (60, 61). 

Study of acute and chronic cocaine administration in 
nonhuman primates is currently in progress in order to 
evaluate behavior in a species closer to man and to assess 
simultaneous alterations in catecholamine and in- 
doleamine metabolism (62). Preliminary observations in- 
dicate that, much like humans, different monkeys appear 
to have individual styles of response to cocaine and that 
the same dose of cocaine administered chronically pro- 
duces a progression of effects from a hyperactive-stereo- 
typic reaction to an inhibitory reaction with catalepsy, 
hallucinatory-like glances, and an increased susceptibility 
to cocaine convulsions. Cocaine can also induce seizure 
activity that is confined to limbic system structures such 
as the olfactory tubercle, nucleus accumbens, and amyg- 
dala and is associated with profound behavioral change 
and not with convulsions (63-67). A further linkage of 
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cocaine-induced limbic seizure activity and psycho- 
pathology is the observation that drugs which alter co- 
caine seizure threshold have major psychotropic effects 
(neuroleptics and thymoleptics), while routine anticon- 
vulsants (diphenylhydantoin and phenobarbital) do not 
significantly affect cocaine seizures and are not useful an- 
tipsychotic agents. Pharmacological or functional dis- 
connection of cortical-subcortical integraticn due to al- 
tered limbic system activity could profoundly affect 
cognitive and affective integration in the cocaine and 
functional psychoses. 

Thus, consideration of the physiology and anatomy as 
well as the pharmacology of cocaine's effects may add the 
extra spatiotemporal dimensions necessary to define 
more specific biological-behavioral correlates. Under 
specified conditions, cocaine can produce different clini- 
cal syndromes that occur in a regular sequence (euphoria, 
dysphoria, psychosis) with increasing cocaine administra- 
tion. Such a progression from affective to schizophreni- 
form syndromes has clinical and biological implications. 
It is a fascinating prospect that a drug popularized by 
Freud and described both as a “gift from the sun god" 
and as the "third scourge of mankind" may play a role in 
the definition and integration of biochemical, anatomical, 
physiological, and host interactions in the spectrum of 
psychoses. 
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APPENDIX ! 
Symptoms of Cocaine Clinical Syndromes 


Cocaine euphoria 
Euphoria 
Affective lability 
Increased intellectual function 
Hyperalertness 
Hyperactivity 
Anorexia 
Insomnia 
Hypersexuality 
Proneness to violence 
Cocaine dysphoria 
Sadness 
Melancholia 
Apathy 
Inability to concentrate 
Painful delusions 
Anorexia 
Insomnia 
Cocaine schizophreniform psychosis 
Anhedonia 
Lack of disorientation 
Hallucinations 
Concern with minutiae 
Stereotyped behavior 
Paranoid delusions (parasitosis) 
Insomnia 
Proneness to violence 
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A Multidimensional Problem-Oriented Review and Evaluation System 


BY SHELDON I. MILLER, M.D., AND ROY H. SCHLACHTER, M.S.W. 


The need for evaluation of psychiatric services is 
becoming more and more apparent as third-party 
coverage becames more available. A variety of expensive 
and complex data and computer systems have been 
developed. Small institutions and programs, however, 
cannot afford them. The system described in this report 
uses diagnosis and a standardized probiem list in order to 
define the treatment outcome of a variety of therapies 
delivered in an interdisciplinary setting. The system, 
which has been developed and is operating at low cost, 
satisfies a variety of needs. 


WITH THE ADVENT OF increasing pressures for peer re- 
view of psychiatric treatment, the importance of building 
a method of evaluation into a delivery svstem is becom- 
ing more clear. Currently, most efforts in peer review are 
being directed toward inpatient populations, but the in- 
terest in outpatient care is evident as well. Much of the 
federal government's interest in this area cenzers around 
cost containment; this can easily result in the simple 
counting of either average days of stay in the hospital or 
average number of visits per diagnosis for a hospitalized 
or an ambulatory patient. It is therefore incumbent upon 
the profession to develop a more multidimensional ap- 
proach to the evaluation of both inpatient anc outpatient 
care. 

A number of sophisticated and rather costly systems 
have been developed that collect extensive data and func- 
tion as a direct aid to the care provider as well as being 
useful in evaluation procedures (1-5). However, since the 
total mental health field faces the need for evaluation of 
its service delivery, it 1s necessary to develop a variety of 
low-cost, yet comprehensive, data and evaluation systems 
that can serve these functions more generally. The system 
to be described in this report is one such example. It func- 
tions as the primary data collection and evaluation tool 
for a department of psychiatry in a large genezal hospital 
affiliated with a medical school; the department primarily 
serves ambulatory patients. 
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Scranton Rd., Cleveland, Ohio 44109, where Dr. Miller is Associate Di- 
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232 Am J Psychiatry 132:3, March 1975 


DEVELOPMENT OF THE SYSTEM 


When the department was established about five yea 
ago, it was decided that from the outset a system woul 
be established that would allow for evaluation of servic 
functions and treatment outcome. The department : 
composed of individuals representing different thec 
retical orientations toward psychological processes. It : 
interdisciplinary in function and professional compos 
tion (6); social workers, psychiatrists, psychologists, an 
nurse-clinicians all act in a generalist role as well as in th 
specialist roles specific to their training and backgrounc 
Each individual acts as the primary evaluator and defin 
tive therapist for a variety of patients. Patients are a: 
signed to the staff on a rotating basis unless the initial r« 
ferring information indicates a specific need for 
psychiatrist, social worker, psychologist, or nurse. Whe 
necessary, the special expertise of another professional 
requested in consultation. [t is sometimes necessary t 
transfer the primary responsibility for a patient to ar 
other professional. This diversity served as an adde 
stimulus to our desire to be able to evaluate the effective 
ness of the individuals approaching similar problem 
from different points of view. 

The diversity in staff composition is matched by a d 
versity in the patients seen. The department operates a 
active consultation service, day and evening outpatier 
facilities (7), childrens? services, a satellite clinic that 
geographically separate from the institution, and an alcı 
holism program: Because of this diversity in service tk 
patients seen represent virtually every diagnostic er 
tity (8). 

Our goals in developing a review and evaluation sy: 
tem for this department were multiple. We wanted 1) 
simple demographic description of the patient popt 
lation, 2) a tool for evaluating outcome, 3) a managemer 
tool, 4) a means of gathering information that would hel 
in planning programs on the basis of current experienc 
and 5) a way of determining cost effectiveness without nt 
glecting the details of the patients' actual needs and prot 
lems. We wished to accomplish these goals with a min 
mum of professional time so as not to unduly raise th 
staff's resistance to the evaluation. Similarly, we did n« 
want to increase the cost by using undue amounts of prc 
fessional time in record-keeping. It must be pointed ot 
that our goals did not include, as in some systems (1, 3 
providing aids in diagnosis or replacing the writte 
record with machine-generated records. Coloring all « 


the development was the ever-present reality that the cost 
of the system had to be kept under the $10,000 that was 
available for the project. 


SYSTEM INPUT 


Perhaps the most difficult problem was to develop a 
way of briefly describing a patient at the time of his initial 
evaluation so as'to be able later to measure the treatment 
outcome. Diagnosis alone was felt to be insufficient, since 
in many cases it did not adequately describe the patient’s 
reason for seeking help and his source of discomfort. 
Many things could cause someone with the diagnosis of 
schizophrenia to seek help, and although upon com- 
pletion of treatment the diagnosis might still be appropri- 
ate, the patient’s situation might have improved consid- 
erably. Diagnostic evaluation was therefore coupled with 
Weed’s concept of the problem list (9). 

Over a period of six months each staff member re- 
corded the presenting problems of each patient seen. At 
the end of the six-month period the problems generated 
from all divisions within the department were reviewed. 
By combining similar problems, a standardized 72-item 
problem list was created. One category, “Other,” was in- 
cluded with a space for narrative description. The items 
entered in this category can be periodically checked and 
the list revised in light of current clinical practice. In gen- 
eral, the list excludes diagnostic entities. However, prob- 
lems such as depression, which at times are symptoms 
and not diagnoses, are included (see appendix 1). 

A standardized list was necessary in order to permit re- 
trieval of information and comparison of those data with 
other variables. The presenting problems of each patient 
as well as diagnostic impressions (up to three for a given 
patient) are recorded at the time of evaluation. The diag- 
noses are entered and stored as primary, secondary, or 
tertiary. 

In addition to these data, a variety of other informa- 
tion is gathered during evaluation. Basic demographic 
data including social class (10) are recorded by the secre- 
tarial staff before the patient is seen for evaluation. The 
initial evaluator's discipline (social worker, psychiatrist, 
etc.) 1s specified, as are other treatment data. The eval- 
uator is asked to specify the treatment to be used (drugs, 
individual psychotherapy, etc.), the proposed duration of 
that treatment (i.e., the number of visits), time spent on 
the initial evaluation, and other agencies or individuals 
who might be involved in the treatment. 

This form ts the first part of a two-part input system. 
The second portion is completed at the time treatment is 
terminated. The termination form, which is brief, gathers 
information about the treatment and its outcome.' The 
discipline of the final therapist is also recorded. Com- 
parison of the disciplines of the initial evaluator and the 
final therapist allows a determination of how often one 
member of the interdisciplinary team refers a patient to 
another. 


"The forms are available from the senior author on request. 
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Other data recorded include the actual number of vis- 
its, method or methods of treatment used, specific names 
of any medications prescribed, final diagnosis, which 
when compared to the initial diagnosis allows some 
measure of diagnostic accuracy and consistency, initiator 
of the termination (patient, therapist, etc.), and a state- 
ment of outcome. The outcome judgment is made sub- 
jectively by the therapist on a five-point scale ranging 
from “much improved" to **much worse." [t is made sep- 
arately on two different features of the case. First, a state- 
ment concerning outcome for the patient's presenting 
problems only is made, and second, an evaluation of the 
patient's more global diagnostic condition is recorded. 

Both the initial evaluation information and the termi- 
nation outcome information are stored on a disc and 
entered by means of a keyboard-equipped cathode ray 
terminal connected to an [BM 370/155 computer. Infor- 
mation is entered directly into the computer through 
typewriter keyboard manipulation of a marker moving 
across the television image of the form being entered. 
The data are filed by hospital number, and each new 
patient creates a new file. Once the information from the 
initial evaluation form is entered into the computer, 
the form itself becomes the face sheet for the patient’s 
clinical file. In this way the data are made immediately 
available to the therapist without our having to develop 
the costly capability of immediate communication with 
the computer. Similarly, at termination of treatment that 
form is filed in the patient’s chart so that all data are 
available if the case should again become active. 


SYSTEM OUTPUT 


Two different types of outputs are routinely available. 
One is a report by divisions within the department. Each 
month, each division receives a summary of its data for 
that month and for the year to date. In addition, a total 
output for the department is generated. This report is 
simply a numerical summary of the items entered in the 
system. This relatively simple report allows comparisons 
among departmental divisions. It supplies data useful in 
planning program expansion, deployment of personnel, 
effort expended in a variety of different therapeutic mo- 
dalities, description of the patient population, etc. It does 
not, however, furnish the data necessary for evaluation 
and comparison of the effectiveness of various treatment 
modalities, professions, etc. A more complex report is 
therefore required to meet other goals of the system. 

The output most helpful for this review and evaluation 
is generated upon request for a given time period. A list 
of 72 standard multidimensional comparison programs is 
availlable.^ Others can be specially programmed as 
needed. It is possible through these comparisons to sat- 
isfy all of the original goals of the system as well as many 
others. For example, program 49 (**Complaint —Psychi- 
atric Service— Initial Diagnosis—Final Diagnosis— Pro- 
posed Visits—Actual Visits") allows a variety of com- 


The list is available from the senior author on request. 
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PROBLEM-ORIENTED EVALUATION SYSTEM 


parisons. This program allows a differentiation of 
diagnostic groups into smaller groups based on the 
patient's presenting complaint. It is then possible to com- 
pare the number of visits required by patients in these 
diagnostic subgroups. Furthermore, it is possible to com- 
pare the performance of the different divisions within the 
department. This can be done in relation to the divisions’ 
expectations (proposed visits) as well as to their actual 
process (actual visits). If differences are found, other 
comparisons can be made to help isolate factors influenc- 
ing the observed differences. If no differences exist, then a 
standard of practice within the department becomes evi- 
dent. 


DISCUSSION 


The total system has been in operation since January 
1972, although its development took approximately one 
year. As of April 1974, 4,660 patients were included in 
the file. The developmental costs of this system were kept 
under $10,000. This relatively low initial ccst is matched 
by an equally reasonable annual maintenance cost. At 
present, all desired reports as well as minor program 
changes and additions are provided at a cost of less than 
$5,000 per year. 

The system has already aided patients and staff in a va- 
riety of ways. Because of the evaluation data available, 
we are attempting new approaches to patients whose 
problems have not been resolved. For example, we found 
that we were seeing a large number of young women with 
the presenting complaint of depression. Therapeutic ef- 
forts with this group failed to produce a level of success 
with which we were satisfied. We are therefore currently 
in the process of establishing a group program designed 
to determine whether a feminist approach to this popu- 
lation (1.e., independence versus dependence, mastery ver- 
sus powerlessness) will be more effective than a more tra- 
ditional approach. Our standardized problem list has 
aided us in defining the actual stresses that cause people 
with given diagnoses to seek help. In this process the vari- 
ability of initial diagnostic impressions versus final diag- 
nosis has become obvious. 

Some divisions in the department are funded by out- 
side sources. We have satisfied the funding bodies’ ques- 
tions, and this has resulted in continued and increased 
support. A satellite clinic has been establisked in an area 
identified by the system as containing a high proportion 
of our patients. The list of standard mulzidimensional 
programs enables us to calculate average utilization of 
service, defined not just by diagnosis but also by other 
variables such as problems, outcome, and therapist. 

Despite the benefits, problems do exist in the system. 
Perhaps the major problem is using the therapist’s sub- 
jective impression to rate treatment outcome. A 
"harder" measure of treatment outcome would be far 
more desirable, but it would also increase the cost of the 
system by increasing demands on professional time, com- 
puter time, and programming time. In practice, we have 
found that the major error made in rating a patient is for 
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the therapist to be harder on himself than other member: 
of the treatment team would be. 

Another problem we had anticipated was that the 
standardized problem list would be incomplete, despite 
the six-month preparation time. In fact, we have found i 
to be about 90 percent complete. The list is about to be 
changed to delete items not used and to add items tha 
were originally omitted. This is possible since we haw 
stored in narrative form all problems listed in the 
“Other” category on the evaluation form. 

In conclusion, this multifunctional, low-cost system i: 
capable of meeting current review standards and of gen. 
erating information that can make those standards realis: 
tic and patient oriented rather than solely cost oriented. 
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APPENDIX | 
Patient's Presenting-Complaint List 


Abortion 

Aggressive, out-of-control behavior 
Anxious 

Child abuse 

Conflict with boyfriend/ girlfriend 
Conflict with governmental authority 
Conflict with parent 

Conflict with sibling 

Conflict with spouse— marital problems 
Death in family 

Delusions 

Depressed 

Disorientation in person 
Disorientation in place 

Disorientation in time 

Disrupted family (separation, divorce) 
Disturbing fears 

Drinking problem 


Drug abuse 

Employment problems 

Fear of child abuse 

Feeding problem 

Financial problems 

Grief reaction 
Hallucinations 

Head banging 

Hearing problem 

Homicidal attempt 
Homicidal thoughts 
Hyperactivity 

Inadequate housing 
Learning problem 
Masturbation 

Memory disturbance 
Menstrual problem 

Mental illness in family 
Movement disorder 
Nonorganic somatic symptoms coexisting with organic disease 
Physical illness in family 
Physical illness in self 
Postoperative reaction 
Pregnancy problems 
Preoperative reaction 
Problem in peer relationships 
Problems with child 
Problems with the law 
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Religious conflict 
Repeated emergency room visits 
Repeated hospitalizations 
Rocking 
School behavioral problems 
Separation problem 
Sexual, out-of-control behavior 
Sexual problems 
Social isolation 
Somatic symptoms—no organic disease 
. Dizziness 
. Palpitations 
Headache 
. Fainting 
. Trembling hands 
. Perspiring hands 
. Respiratory irregularities 
. Pain 

Numbness 

J. Other 
Speech problem 
Suicidal thoughts 
Suicide attempt 
Tantrums 
Thumb sucking 
Toileting problem 
Trouble sleeping 
Other (specify) 
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Ethical Issues in Family Planning for Hospitalized Psychiatric Patients 


BY HENRY GRUNEBAUM, M.D., AND VIRGINIA ABERNETHY, PH.D. 


The authors present guidelines based on their experience 


with a family planning program for patients in mental 
hospitals. They believe that informed consent for these 
patients should include an adequate knowledge base, the 
patients’ competence to make decisions, and the absence 
of coercion. Among safeguards are the reversibility of 
contraceptive procedures, the separation of the family 
planning counselor from the treatment staff to avoid 
possible covert coercion, and careful choice of the stage 
of hospitalization at which counseling occurs. The 
authors examine the implications of a patient's refusal to 
use contraception, noting the impossibility of involuntary 
contraception and the ethical and legal problems 
regarding sterilization procedures. 


PREVIOUS PUBLICATIONS by ourselves (1-3) and by oth- 
ers (4-6) have documented both the need to make family 
planning assistance available to patients in psychiatric in- 
stitutions and patient receptivity to such programs. This 
paper deals with ethical issues encountered during two 
years of research and development related to the opera- 
tionalization of a service that provides birth control and 
gynecological care in three state mental hospitals. 

While some believe that family planning and con- 
traception are inherently unethical, our program is based 
on our conviction that the individual has a right to con- 
trol his or her own fertility. We will explore the problems 
that occur in the exercise of this right for mentally ill in- 
dividuals. In’ each instance, we must take into account the 
rights of the patient, the unwanted child she may bear, 
and the larger society—rights that often appear to con- 
flict. In addition, we will consider the relationship be- 
tween the patient and the treatment staff of the mental 
hospital. 

From the patient’s point of view, particularly in terms 
of her civil rights, what is necessary is her informed con- 
sent. This involves three major factors: 1) adequate 
knowledge on which to base a decision, 2) competence to 
make a decision, and 3) absence of coercion in the deci- 
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sion-making process. Since the main purpose of a family 
planning program is provision of adequate information 
about the various contraceptive methods available, this 
aspect of informed consent does not present much of a 
problem in our program. However, competence to make 
such a decision becomes an important issue when the in- 
dividual is mentally ill and her judgment and reasoning 
may be impaired. Finally, the mental hospital or clinic 
setting can be perceived as overtly or covertly coercive. 
We shall therefore focus our attention on the issues of 
competence and coercion. 

It should be noted that the patient’s civil rights and in- 
formed consent are not the only ethical values which 
must be considered. Her physical and mental health are 
also important. Society, for instance, is prepared to com- 
promise civil rights when individuals undertake acts that 
will impair their own welfare too severely, such as self- 
mutilation or suicide attempts. 

The benefits of contraception are obvious, and all 
known contraceptive procedures except sterilization 
(which our program does not provide) are reversible. 
Thus, a contraception decision made by a patient is not 
irrevocable. This fact may ameliorate the problems of 
competency and coercion (in ethical if not in legal terms), 
since the patient can reverse her decision at a later date. 


SAFEGUARDS FOR PATIENTS IN MENTAL HOSPITALS 


In order to give informed consent, a patient must have 
the capacity to make a sound judgment and must agree of 
her own free will to use contraception, knowing tts risks 
and effects. For this reason, we will exclude from our dis- 
cussion those instances when a decision is made by a 
guardian or parent for the patient and those in which a 
spouse or partner assumes responsibility for family plan- 
ning. 

In order to ensure that the patient has given informed 
and voluntary consent, we have confined our services to 
patients who are not acutely psychotic or confused. As 
patients improve from an acute decompensation, they be- 
come able to take care of themselves, resume their usual 
responsibilities, and spend increasing amounts of time 
outside the confines of the hospital. We do work with 
chronically psychotic women, taking into account the 
limitations inherent in their residual disability. We pro- 
vide contraception only when the patient's psychiatrist 
gives permission, since the psychiatrist is in a good posi- 
tion to know whether she is capable of providing mean- 
ingful informed consent. 


A voiding Coercion 


Most patients today are admitted to Massachusetts 
mental hospitals voluntarily; few are involuntarily com- 
mitted. If the hospital staff and family planning services 
exert no coercion on the patient, and if discharge, privi- 
leges, and other rewards are explicitly not made contin- 
gent on the use of contraception, consent can be consid- 
ered to have been freely given. However, the subtle 
pressure of the hospital on even a voluntarily admitted 
patient is not to be underestimated. Even when no coer- 
cive intent exists on the part of the staff, patients may feel 
that they “Shave to do what the doctor says” if they are to 
receive his care and concern. Patients in state mental hos- 
pitals are dependent and, in many ways, powerless. In ad- 
dition to the disadvantages inherent in mental illness, 
they often have additional disadvantages related to low 
economic position and lack of education. The stigma of 
the mental illness label also reduces their power. Mental 
patients are not in a position to “talk back"; they may 
not see themselves as free to refuse or withdraw from 
participation in family planning counseling. Because the 
counselor has the trappings of authority, it is not unusual 
for a patient to agree overtly, while evidencing covert dis- 
agreement by her behavior. Thus, the critical issue for the 
hospital staff is to avoid using its position coercively. One 
method we have employed is differentiating the family 
planning counselor from the treatment staff. In our pro- 
gram, the nurse-counselor plays no therapeutic role out- 
side the area of family planning. 


Reversibility 


A second safeguard for the patient 1s the fact that all of 
the contraceptive methods we employ are reversible. We 
believe it is crucial that mental hospitals not offer ster- 
ilization or vasectomy to their patients. Patients who de- 
sire these services can be referred to an outside agency, 
but the hospital should play no role in promoting these 
nonreversible decisions. 


Choosing the Proper Time 


A third safeguard 1s to provide services for the patient 
at a time in her hospitalization when it is most probable 
that she can make a reasoned decision; i.e., when she is 
assuming increasing responsibility for the rest of her life, 
particularly her sexual relations. It would be paradoxical 
to permit a patient to decide to have sexual relations on 
an overnight or weekend pass and not permit her to de- 
cide to use contraception. Custodial hospitalization regu- 
lated patients' sexuality to a great extent; in community- 
based treatment, our attention must focus on patients' 
fertility. 


THREE ““COMPOSITE” PATIENTS 


In order to focus our discussion, we shall describe three 
"composite" mental patients who exemplify the kinds of 
problems we regularly encounter in family planning 
counseling. The first patient 1s Miss Acute, a 17-year-old 
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from a large poor family who made a suicidal threat 
when her boyfriend left her. She has had rather promis- 
cuous and unprotected sexual relations and probably will 
continue to do so after her hospitalization, which will 
most likely be brief. The second patient is Mrs. Recur- 
rent, age 35, who is married and has four children, the 
last of whom was clearly unwanted. She was admitted re- 
cently for her third hospitalization in a depressed and 
confused state. The third composite is Miss Chronic, age 
32, who has been in and out of mental hospitals for 10 
years. She occasionally works as a waitress and at other 
times 1s on welfare. Two of her four pregnancies were ter- 
minated by abortions; one of the two children she has 
borne is being reared by a sister, and the other was given 
up for adoption. 

In our experience, it is likely that Miss Acute and Mrs. 
Recurrent will choose to use contraception. However, a 
closer look suggests that their complex situations are not 
so quickly resolved. Miss Acute may try to use the pill, 
but she may forget to take it regularly, perhaps in an un- 
conscious or deliberate attempt to force her boyfriend to 
marry her. She may be motivated by her need to provide 
her mother with a child; she may seek to mother a child 
who is unconsciously seen as a mother to her; or she may 
act on the basis of a generalized self-destructive drive. 
Mrs. Recurrent will attempt to use an intrauterine device 
for a variety of possible reasons: e.g., pressure from her 
husband, who wants to discontinue using condoms, or 
awareness of her own ambivalence about using con- 
traception regularly. 

While the family planning counselor may believe that 
Miss Acute is acting in an ill-advised way and that Mrs. 
Recurrent is making her decision under pressure from 
her husband, their behaviors are both understandable and 
typical. Both of these women can give informed consent 
to the use of contraception, and only rarely will the men- 
tal health professional feel that such consent is unreason- 
able. The problem for the staff arises when a patient 
refuses contraception or is not adequately informed as to 
its risks. 


Issues When the Patient Chooses Contraception 


It is sometimes difficult to ensure that psychologically 
disturbed individuals fully understand the risks and com- 
plications of various contraceptive procedures—meticu- 
lous efforts are required. The issue is complicated by the 
fact that some patients do not want to know about the 
risks of contraception, just as medical patients often do 
not wish to hear about all the risks of an operation or the 
prognosis of an illness. This places the counselor in the 
difficult position of having to decide between the patient's 
chosen stance and informing her adequately. We believe 
that patients who are aware that there are risks involved 
in contraception but who make it clear that they do not 
wish to be burdened with the details of these risks have 
the right not to know. 

The ethical issues raised when a patient consents to 


contraception include the questions of whether she: 1) is 


adequately informed about the risks and complications 
of the specific contraceptive she is using, 2) is competent, 
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and 3) gives her consent freely. There are no ethical issues 
relating to unconceived children and no societal respon- 
sibility for a child who might become a social burden. 
There is, however, the social need to ensure that individ- 
ual liberty has been preserved and that the staff of the 
mental hospital has not used its position coercively. Men- 
tal patients (particularly those who are committed) lose 
certain freedoms, and all mental hospitals are inherently 
coercive to some extent, which tends to deprive their 
patients of choice. 


Issues When the Patient Refuses Contraception 


Although informed consent poses problems and re- 
quires safeguards, the major ethical dilemma in family 
planning for mental patients arises when the patient de- 
cides not to use contraception and, like Miss Chronic, has 
a history indicating that she is likely to become pregnant. 
Miss Chronic is capable of living outside the hospital at 
times and of having sexual relations, but her ability to 
mother a child is impaired. Another pregnancy may be 
disadvantageous for all involved. Even if the patient 
wants to become pregnant, those responsible for her care 
may not believe this to be in her best interest, since her 
hospitalizations are precipitated by pregnancies and 
mothering an additional child would be an unnecessary, 
stressful burden. Her child might have a greater than nor- 
mal genetic predisposition toward psychopathology. In 
addition, he would either be reared by a mentally ill 
mother or given up for adoption or foster care, neither of 
which is optimal for his future adjustment. And finally, 
society would probably have to assume some of the finan- 
cial and social burdens in this situation. The hospital 
staff, as the representatives of society, have direct respon- 
sibility for the welfare of the patient, and they may be re- 
luctant to discharge her. They may fear she will be 
"taken advantage of," and continual hospitalization may 
therefore be used as a means of contraception. For all 
these reasons, the incentive of the counselor to act co- 
ercively and insist on contraception is powerful. 


CONTENT OF COUNSELING 


What is to be done about the problem of patients like 
Miss Chronic? One approach is to reevaluate the infor- 
mation that 1s provided to the patient regarding her situ- 
ation. Complete information for consent purposes could 
include reminding the patient of a pattern in her past in 
which recurrences of her illness were associated with 
pregnancy. It could be indicated that she might find addi- 
tional children too great a burden. This may not be neces- 
sary, particularly if her husband or partner is making ef- 
forts to ensure that she will not become pregnant. The 
problem is greater when the partner is casual or uncon- 
cerned with the woman's long-term well-being. 


Genetic Risk 


In addition to these patient- and partner-oriented as- 
pects of information, there are two other issues that 
might be discussed in counseling. The first concerns the 
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genetic risk to the child. Adequate genetic counseling 
should be part of a person's knowledge base in an in- 
formed decision. Clearly, if there was a history of genetic 
disease, such as hemophilia or Huntington's chorea, this 
information would be given to the patient. Such informa- 
tion should be given even when the risk of transmission is 
far less. (In all likelihood a patient would already know 
about such a problem.) The inheritance of mental illness 
is less clearly understood, but it now appears that what is 
probably transmitted is a tendency toward psycho- 
pathology, with the final outcome uncertain. It seems, 
however, that the children of parents with chronic or 
process schizophrenia are at some genetic risk. It is vital 
to note that while carriers of very serious genetically 
transmitted diseases may be discouraged from having 
children, society in no way prevents them from doing so, 
even though society bears some of the financial costs of 
their children's disabilities. Society took a totally differ- 
ent position concerning mental disabilities in the in- 
voluntary sterilization laws for the "insane" and “‘feeble- 
minded." These statutes, while still on the books, were 
not utilized very often and are now used even less. 

For the reasons we have described, it seemed to us that 
a discussion of genetic risk might be appropriate in fam- 
ily planning counseling, at least for mental patients with 
a diagnosis of chronic schizophrenia. Indeed, to avoid 
this issue might be to collude in the patient's denial of this 
risk and concern. However, this approach has been un- 
productive and has had little impact on the patients with 
whom it has been attempted because they lack the inter- 
est ‘or sophistication to comprehend it. We have aban- 
doned discussion of genetic risk unless the patient brings 
it up, which does happen with less disturbed women. 


Environmental Risk 


Discussing environmental risk with the patient may at 
first appear more problematic than discussions of genetic 
risk. The evidence for purely environmental disadvantage 
to children of mentally ill mothers is less clear-cut: the 
studies to date are of children who have been reared by 
their own parents, which confounds the influence of na- 
ture and nurture. These studies suggest that having a psy- 
chotic parent is associated with some disadvantages for 
the child, but they do not point to any clear-cut or inevi- 
table result, particularly since the potential ameliorative 
influence of the other parent is an important factor. 

We are unwilling to predict that a particular patient 
will be a poor mother, given our current knowledge and 
the possible detrimental impact of such a statement on a 
patient. However, we do find it very useful to ask and dis- 
cuss with the patient such questions as, “What kind of a 
mother do you think you could be now?" These are ques- 
tions most patients are already considering seriously, and 
they will often open up important, if painful, dilemmas. 
Some of the more seriously ill patients we have counseled 
deny that they have any concerns about their mothering 
capacity and refuse to discuss the issue. The child 1s seen 
as a plaything or possession. Often these women have had 
pregnancies terminated by abortions or have had children 
removed from their care by the state. We believe that it is 


appropriate to discuss any such history with the patient. 
If the state has regarded her as an unfit mother in the 
past, then it may do so again in the future, given a similar 
pattern of maternal behavior. The problem for the men- 
tal health professional is that those facts which make it 
clear that contraception is appropriate are the most diffi- 
cult ones to discuss with the patient, since they also may 
imply that she will be a “bad mother." Such discussions 
may also be perceived as coercive by the professional, 1.e., 
they use facts to force a certain outcome. Environmental 
risk is thus one of the most difficult matters to discuss 
frankly. 

Even when all the facts are presented clearly to the 
patient. there will be a certain number of instances in 
which contraception is refused and in which the mental 
health professional feels that a pregnancy is not in any- 
one's best interests: the patient's mental and/or physical 
health may be endangered, her child may be subject to 
genetic or environmental risk and in many cases should 
or will be removed from her care, and society may have 
to assume the burden of support for the child. 


STERILIZATION AND OTHER ISSUES 


For a variety of reasons, nothing can be done with re- 
gard to contraception in situations where a pregnancy 
seems most inadvisable and contraception is refused. It is 
a fact that all current methods of contraception are re- 
versible: we have even seen psychotic women who have 
pulled out their IUDs. It therefore makes no sense to at- 
tempt to force patients to use contraception. 

The situation may be otherwise with regard to ster- 
ilization. It has been suggested that the judicial determi- 
nation of incompetency and the provision of a guardian 
may well be the most effective way to safeguard the 
patient's rights. However, we have not been impressed by 
the experience with judicial intervention in sterilization, 
and the inconvenience of the procedure has led to its 
being used infrequently. Beyond this, it is our experience 
that judicial hearings on mental health matters tend to be 
rubber stamps for the hospital. We have observed that 
members of these judicial boards are rarely the most 
competent members of the profession and, as is often the 
case with such bodies, their ties are more with their col- 
leagues than those whose rights they should protect. In 
such hearings, the rights of minorities, the poor, and the 
uneducated are sometimes neglected. 

Regardless of the decision about sterilization, it is clear 
that involuntary contraception is simply not possible. 
Pills can be thrown away, an IUD can be removed, and a 
patient need not return for her injection of progesterone. 


GUIDELINES FOR COUNSELING 


The position that we have finally evolved may be sum- 
marized in the following manner. To make an informed 
decision, the patient must have a careful and painstaking 
discussion with the family planning counselor of the risks 
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and gains involved in whatever course she selects. The ef- 
fects of various contraceptive methods must be explained 
and the risks to her and to her future children should be 
broached. The feelings of the patient should be elicited 
first, since concern about the ability to bear children and 
about one's effect on one's child are life-long issues for all 
parents. 

It may be appropriate to indicate to patients that there 
is a tendency for mental illness to be inherited. Patients 
know that “the apple does not fall far from the tree.” 
Similarly, it is important to consider with the patient her 
ability to care for a child at this particular time in her life. 
An appropriate approach might be, “Is this the time for 
you to have a [or another] child?" [f previous pregnancies 
have been terminated bv abortion or a patient's children 
have become wards of the state, these facts should be part 
of the information discussed to obtain informed consent. 
As we have noted, involuntary contraception is not pos- 
sible and will probably not become so until and unless re- 
source scarcity makes it necessary. Whether sterilization 
is the ethically appropriate next step is a matter for sepa- 
rate consideration. 


CONSIDERATIONS FOR THE FUTURE 


Difficult as they have been to formulate, the guidelines 
we have presented barely suffice for the present and may 
be called into question 1f resources become scarcer and 
therefore more expensive, with an ensuing fall in the 
standard of living for the majority of citizens. At this 
time, we fully anticipate increasingly widespread pressure 
for, and practice of, unregulated procedures. For ex- 
ample, the newspapers recently reported the sterilization 
of two retarded black adolescents, apparently without the 
informed consent of themselves or their families. 

We feel that such unregulated procedures have dangers 
both for the individual whose civil liberties may be de- 
prived and for the future of programs providing birth 
control resources to the mentally ill or retarded, which 
might be terminated due to extreme negative reactions. 
Therefore we urge continuing consideration that takes as 
its point of departure the logical distinction which can be 
made between the right to sexuality and the right to fer- 
tility. It seems to us that the "right" to procreate may be 
fairly questioned when there is high genetic or environ- 
mental risk of mental disability and when the prospective 
parents are unable to care for or adequately support chil- 
dren. Inevitably, one confronts the philosophical and 
pragmatic questions of whether there should be (or, on a 
continuing basis, can be) rights without responsibilities 
and how this issue can be adjudicated in a fair and hu- 
mane manner. 
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Workshop on Writing for Scientific Journals 


The 1975 annual meeting of the American Psychiatric Association will feature the seond an- 
nual workshop on writing for scientific journals, to be held from 9 a.m. to 5 p.m. on Sunday, 
May 4 (the day before the annual meeting begins). The workshop, cosponsored by APA and the 
American Medical Writers Association (AMWA), will offer practical information and instruc- 
tion on four subjects: common writing faults, organizing medical reports, getting your words on 
paper, and submitting a manuscript. Work assignments, which will be sent to registrants before 
the meeting, will form the basis for initial discussions during the workshop sessions. The course 
will begin with brief introductory lectures by the AMWA faculty, who include Charles G. Ro- 
land, M.D., chairman of the Department of Biomedical Communications, the Mayo Founda- 
tion; Barbara G. Cox, medical writer, Instructional Development Section, the Mayo Founda- 
tion; and Martha Tacker, Ph.D.. free-lance medical writer and editor. Following the lectures 
there will be small-group discussions on the four basic subjects. The workshop will conclude 
with a panel discussion in which participants will have the opportunity to question the editors of 
several psychiatric journals. 


Registration is limited to 40 participants. All applications for participation must be received 
by April 7; the registration fee is $65. For further information on registration write to Charles 
G. Roland, M.D., Department of Biomedical Communications, the Mayo Foundation, Roches- 
ter, Minn. 55901. 
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One-Year Follow-Up of Hyperactive Boys Treated with Imipramine or 


Methylphenidate 


BY PATRICIA O. QUINN, M.D., AND JUDITH L. RAPOPORT, M.D. 


The authors report on a one-year follow-up of 76 
hyperactive boys who had participated in a comparative 
study of methylphenidate, imipramine, and placebo. 
They found that there was a higher rate of discontinuance 
of imipramine than of methylphenidate in this sample 
and that both medications decreased the boys’ rate of 
weight gain but had no significant effect on growth in 
height. This finding is of concern because larger doses 
than were used in this study are in use elsewhere. 
Teachers reported that the group of boys who had 
discontinued either medication showed continued 
hyperactivity and behavior problems in the classroom at 
one year. The two treatment groups showed continued 
improvement at one year in classroom and home 
behavior and did not differ significantly from each other. 


THE STIMULANTS amphetamine and methylphenidate re- 
duce restless and negativistic behavior in comparison 
with placebo in 70 to 80 percent of hyperactive children 
treated for 6 to 12 weeks (1). The fact that these drugs 
wear off rapidly and the finding (2, 3) that they have such 
side effects as anorexia, weight loss, and growth distur- 
bances have caused clinicians to seek alternative agents 
to treat hyperactive children. 

The tricyclic antidepressant imipramine was found 
useful first in treating childhood enuresis (4) and later in 
treating behavior and learning problems in chil- 
dren (5, 6). Minimal side effects occurred with doses of 25 
to 75 mg a day. Higher doses of imipramine have also 
been used with some short-term success (7, 8) in treating 
school phobia and hyperkinesis. However, serious side ef- 
fects have been reported (9, 10), and few long-term treat- 
ment data are available. 

A recent study of 19 outpatient hyperactive boys (11) 
showed 174 mg of imipramine a day to be effective during 
an 8-week treatment period. However, 78 percent of this 
sample suffered weight loss. In a comparative double- 
blind study conducted for 6 weeks at our clinic (12), 
imipramine was found to be superior to placebo but less 
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effective than methylphenidate, particularly for cognitive 
test measures. Weight loss occurred even though only 80 
mg of imipramine a day was administered. 

Because of the lack of information about long-term 
drug treatment of hyperactivity, we followed up the 76 
patients who participated in the comparative study of 
methylphenidate, imipramine, and placebo (12). We were 
particularly interested in the growth of children remain- 
ing on the drugs, the long-term pattern of use of medica- 
tion, and the behavior effect of continued drug treatment. 

Ideally, randomly assigned placebo and drug-treat- 
ment groups should be available for long-term com- 
parison, but such groups are ethically and logistically dif- 
ficult to obtain. We therefore report data on the follow- 
up "drug history" for the sample as a whole and for two 
groups who continued their original randomly assigned 
medication (imipramine or methylphenidate). We in- 
cluded a comparison group in which medication was dis- 
continued after 4 months or less in spite of an initial good 
response to medication as judged from the blind 6-week 
trial or a trial that was not blind following administration 
of placebo. 

We believe that the methodological impurities of such 
a comparison are outweighed by the need for long-term 
follow-up reports. In addition, standardized tests, rating 
scales, and normative data make a comparative assess- 
ment of our populations possible and facilitate communi- 
cation among treatment centers. 


METHOD 


The 76 patients who participated in the initial com- 
parison of methylphenidate, imipramine, and pla- 
cebo (12) were seen for 6 weeks during their initial drug 
trial. At the end of this period, the placebo group was as- 
signed randomly to one of the two drug groups and an- 
other 6-week trial that was not blind was conducted. 
Drug management was then continued during the year by 
the family pediatrician in consultation with the Hyper- 
activity Clinic. The patients in the active drug groups 
were continued on their initial drug whenever possible. 

Seventy-three (96 percent) of the children were seen 
with their parents for a follow-up evaluation after one 
year. Two of the families had moved, but they provided 
behavioral data through mail and phone contact. One 
family withdrew from the study. Height and weight 
measurements were made on all of the children by the 
same examining pediatrician (P.O.Q.) at the same time 
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of day and on the same scale used at the initial visit. A 
history of medication use during the year was obtained. 

Parents completed the Conners Parent Symptom 
Questionnaire (PSQ) (13); teachers completed the Con- 
ners Teacher Rating Scale (TRS) (14). These scales con- 
tain 39 and 92 behavioral items, respectively, which are 
given weighted scores from 0 (not at all) to 3 (very much). 
Individual factors for conduct disorder and hyperactivity 
have been identified. A battery of psychological tests was 
repeated, including the Wechsler Intelligence Scale for 
Children (WISC), the Wide Range Achievement Test 
(WRAT), the Porteus Maze Test, and our own global 
clinical rating on a 6-point bipolar scale. 

Patients were urged to continue initial active medica- 
tion when possible; changes were made only when they 
were judged clinically necessary because of home or 
school pressure. Thus optimal clinical maintenance was 
continued by the family pediatrician throughout the year. 
Both imipramine and methylphenidate are used in our 
area; we are unaware of any general bias in favor of ei- 
ther by participating physicians. 


RESULTS 
Continuation of Medication 


At one year, 23 of the 29 boys tn the initial methyl- 
phenidate group (79 percent) had remained on that medi- 
cation. Their mean daily dose was 20.65 mg +8.56. Of 9 
boys who were randomly assigned to methylphenidate af- 
ter a 6-week placebo trial, 6 had continued on that medi- 
cation until the one-year evaluation. Thus 9 boys out of 
38 had discontinued methylphenidate during the year (2 
for irritability and excitation, 5 for worsening behavior, 
and 2 because of parental disapproval of medication). 

Thirteen of the 29 boys in the initial imipramine group 
(44 percent) had continued on imipramine for 12 months. 
Their mean daily dose was 65.4 mg +19.2. Of 8 boys ran- 
domly assigned to imipramine after a 6-week placebo 
trial, 5 continued on that medication for the remainder of 
the year. Thus a total of 19 out of 37 had discontinued 
Imipramine after an initial trial (7 for unchanged behav- 
ior, 3 for hypertension, 7 for irritability and temper tan- 
trums, and 2 because of parental disapproval of medica- 
tion). 

We were interested in both growth and behavioral 
changes at one year in relation to drug treatment. While 
75 of the initial patient group had been on some medica- 
tion during the year, growth and behavioral changes were 
compared only for children initially assigned to the active 
drug group and continued on the same medication for 
one year (23 on methylphenidate and 13 on imipramine) 
and for a comparison group of [2 hyperactive children 
who had shown some clinical response to the drugs but 
had discontinued treatment because of parental concern 
over side effects or over continued drug use. ! 


‘An earlier estimate of drug treatment status at 6 months (12) proved 
erroneous at one-year follow-up. More children had discontinued medi- 
cation at one year than was known at 6 months. 
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Side Effects and Growth Change 


For the children who continued to take medication, 
anorexia was the most frequently noted side effect (39 
percent and 47 percent of imipramine and methylpheni- 
date groups, respectively). However, occasional com- 
plaints of irritability (3 patients receiving imipramine) 


. and overstimulation (2 patients receiving methylpheni- 


N 


date) were noted. No seizures were reported. 

Height and weight measurements were converted to 
percentile scores based on age and sex for a normal popu- 
lation (15). These are shown in table 1. The 23 children 
on methylphenidate for 12 months lost about 8.8 per- 
centile points in weight and gained about 3.2 percentile 
points in height. The 12 children on imipramine lost 
about 7.6 percentile points in weight and lost about 2.2 
percentile points in height. The 12 children who had dis- 
continued treatment within 4 months gained about 1.6 
points in weight and lost about 1.5 points in height. 

The methylphenidate group who received a daily dose 
greater than 20 mg showed a 15.4-point weight loss and a 
3.0-point height decrease, compared with a 6.9-point 
weight loss and a 5.1-point height gain for the group tak- 
ing 20 mg or less of methylphenidate daily (t— 2.36, 
p«.02 for weight by Student's t test). 

Statistical comparisons between drug groups and the 
untreated group are also shown in table 1. Both drug 
treatment groups had a significant decrease in growth 
rate for weight but not for height when compared with 
the group who had discontinued medication. 


Behavioral Change 


The striking clinical impression at one-year follow-up 
was that the boys in all three groups continued to have 
difficulties. Few children were considered symptom free, 
although 24 (31 percent) of the entire sample appeared 
improved or much improved. Few had sought other treat- 
ments; 3 families were counseled briefly for behavior 
management, and 3 children had been placed in special 
educational settings. 

Of the 29 children who had tried either imipramine or 
methylphenidate and then discontinued medication, 12 
were selected for a comparison group because they had 
discontinued medication within 4 months and had not re- 
sumed it and because they had shown some behavioral 
improvement with medication on an initial blind trial or 
subsequent trials that were not blind. The reasons for dis- 
continuation of the drug were: parental disapproval (3 
patients), hypertension (3 patients), and irritability (6 
patients). 

The behavior ratings of teachers and parents at base- 
line, at 6 weeks, and at one-year follow-up are shown in 
table 2 for the two treatment groups. Baseline and one- 
year follow-up ratings are given for those who discontin- 
ued medication. 

The three groups did not differ significantly on baseline 
measures. The TRS factor IV, hyperactivity, tended to be 
lower for the imipramine group than for the others. The 
baseline scores for the 16 children from the original ran- 
domly assigned group who discontinued imipramine were 
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Percentile Scores for Growth Change for Three Groups of Hyperactive Boys at One-Year Follow-Up and Group Comparisons by Student's t Test 


Weight Change 


Comparison with 
Imipramine Group 


Comparison with 
Untreated Group 


Height Change 


Comparison with 
Imipramine Group Untreated Group 


Comparison with 


Mean Mean 
Treatment Group Score SD t df t df Score SD t df t df 
Imipramine (N=12) -7.54 11.31 -= —— 2.45* 22 -2.20 4.77 — — .23 22 
Methylphenidate 
All doses(N=23) -8.81 7.93 37 24 3.42** 33 +3.19 14.02 1.25 24 1.05 33 
More than 20 mg 
a day (N=5) -15.40 9.65 1.27 15 4.]8** 15 -3.00 18.90 12 15 22 15 
20 mg a day or 
less {N = 18) -6.88 6.46 .19 28 3.44** 28 +5.12 12.25 1.90*** 28 1.59 28 
No treatment (N 212) +1.61 5.77 — — oe — -1.46 8.39 — — — — 
*p«.0l. 
**p«.005. 
T «05. 
TABLE 2 


Teacher {TRS} and Parent ( PSQ) Behavior Ratings of Three Groups of Hyperactive Boys at Baseline, at Six Weeks, and at One- Year Follow-Up 





Behavior Ratings 





Baseline Six Weeks One Year 
Treatment Group Mean SD Mean SD Mean SD 
Imipramine (N = 13)* 
TRS factors 
Conduct (I) 11.92 9.30 3.46 3.28 5.61 6.02 
Hyperactivity (IV) 11.30 5.48 5.76 2.55 8.07 5.12 
PSQ factors 
Conduct (I) 10.23 5.56 6.07 5.02 7.61 4.03 
Anxiety (1T) 4.84 3.26 2.92 2.78 3.46 2.60 
Hyperactivity (IIT) 12:53 3.45 92:23 3.60 6.76 3.74 
Methylphenidate (N = 23)** 
TRS factors 
Conduct (1) 12.60 10.56 7.52 8.51 7.34 7.17 
Hyperactivity (IV) 13.78 4.03 6.69 4.32 8.30 4.66 
PSQ factors 
Conduct (1) 8.62 5.03 5.69 3.73 6.47 4.34 
Anxiety (II) 4.60 3.17 2.73 2.31 3.60 3:31 
Hyperactivity (III) 12.73 5.36 5.54 4.83 6.69 3.59 
No treatment (N = 12)*** 
TRS factors 
Conduct (1) 12.50 T2 — = 12.16 8.88 
Hyperactivity (IV) 1 3.00 3.86 — — 11.33 4.55 
PSQ factors 
Conduct (J) 10.50 4.14 — — 6.75 4.00 
Anxiety (II) 4.08 2.71 — — 2.16 2.47 
Hyperactivity (IIT) 14.16 4.42 — — 7.75 6.25 





*Mean age for this group was 9.384-1.55. 
** Mean age for this group was 8.912: 1.61. 
**'* Mean age for this group was 9.09+2.02. 


somewhat higher than scores of children remaining on 
imipramine, although not significantly so (t= 1.40 by Stu- 
dent's t test). 

At one year the groups did not differ on the parent rat- 
ings: all three groups were rated by parents as having a 
highly significant decrease in hyperactive and distractible 
behavior compared with their behavior at baseline. The 
untreated group, however, did not change significantly in 


teacher-rated classroom behavior, while the two treat- 
ment groups did. The two treatment groups were sim- 
ilar to each other in their one-year follow-up behavioral 
classroom ratings, as shown in table 3. 


Psychological Testing 


Scores on the WISC, WRAT standard scores, and 
Porteus Maze Tests did not differ at baseline or at one 
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FOLLOW-UP OF HYPERACTIVE BOYS 


TABLE 3 


Comparison of Teacher ( TRS) and Parent ( PSQ) Behavior Ratings for Three Groups of Hyperactive Boys 


Comparison of Treatment Groups, by Student's t Test 


No Treatment Versus 
Methylphenidate* 


Rating Scale Factor t Significance 
TRS factors 
Conduct (D) p«.05 
Hyperactivity (IV) p«.05 
PSQ factors 
Conduct (1) 18 n.s. 
Anxiety (II) 1.28 n.s. 
Hyperactivity (HD) .62 ns. 
* df 33. 
**dľ=23. 
Fee dt 34. 


year between the groups. Individual behavioral change 
did not correlate with changes on any of these tests for 
any group. 


DISCUSSION 


Both imipramine and methylphenidate were found to 
decrease the rate of weight gain for children receiving 
medication for 12 consecutive months compared with a 
treatment dropout group. This replicates previous reports 
for methylphenidate at doses above 20 mg (2, 3). Our 
finding of decreased weight gain with lower doses of 
methylphenidate may reflect the facts that our sample 
had not discontinued medication during the summer 
months and that most received medication in divided 
doses. 

The decrease in weight gain with imipramine was sur- 
prising in light of the fact that the mean daily dose given 
our patients was smaller than that in use elsewhere. Al- 
though there was no height decrease with either drug, the 
children had received medication for only one year. De- 
crease in growth rate has been found in children who have 
received drugs for two or more years. The rate of growth 
should therefore be examined carefully for children re- 
ceiving higher doses of imipramine for longer periods of 
time. The significant decrease in height for imipramine 
compared with low doses of methylphenidate is probably 
the result of sampling variation; this did not occur when 
the imipramine group was compared with the untreated 
group. 

Significantly more children (x?2 7.30, df« 1, p<.01 by 
chi-square test) discontinued imipramine than methyl- 
phenidate in spite of the clinical bias to have them con- 
tinue. This is in agreement with the pilot study reported 
by Gittelman-Klein (8) in which most children with ini- 
tial short-term response to imipramine could not be 
maintained on it because of their deteriorating clinical 
course. Similarly, although Waizer and associates (11) 
reported the superiority of imipramine over placebo 
throughout an 8-week drug treatment period, they also 
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No Treatment Versus 


Methylphenidate Versus 


Imipramine** Imipramine*** 


Significance t Significance 
p< .02 71 n.s. 
p<.10 13 n.s. 

n.s. -.76 n.s. 
n.s. da n.s. 
n.s. -.05 n.s. 


found that the teachers’ global improvement ratings dur- 
ing the latter part of the treatmėnt period did not show 
sustained improvement. The basis for this discrepancy is 
not clear, but it is possible that it reflects a decline in 
overall clinical status with continued imipramine treat- 
ment. 

Methylphenidate has been shown to differentially af- 
fect dopaminergic rather than adrenergic function (16), 
while imipramine has little effect on dopamine up- 
take (17). The more general efficacy of methylphenidate 
at one-year follow-up, particularly for the more aggres- 
sive children in our sample, lends some indirect support 
to the idea that dopaminergic mechanisms are involved in 
the impulsive aggressive behavior disorders of childhood. 

Behavioral changes are the most difficult to evaluate 
from the present data. All three groups were seen as im- 
proved by the parents. This may reflect the parents’ de- 
sire to see the children's ongoing treatment (or lack of it) 
as successful. On the other hand, it may indicate an ac- 
tual decrease in difficulty at home: 

The two treatment groups had significant and similar 
decreases in classroom ratings of hyperactivity and con- 
duct disorder. The teachers were unaware that a com- 
parative study was in progress and were not the same 
teachers who had made the baseline ratings the previous 
year. Their ratings may therefore have been subject to 
less bias than the parents’ assessments. It is possible, 
however, that as the children mature their restless behav- 
ior decreases first in the home setting and continues 
longer in the more structured classroom setting. The 
good responders to imipramine and the good responders 
to methylphenidate did not differ in any measure at one- 
year follow-up. 

These data supporting the long-term effect of medica- 
tion on classroom behavior must be interpreted with cau- 
tion because the control group of treatment dropouts 
may have biased the results. Adverse home or school in- 
fluences as well as the constitutional endowment of the 
child might have been confounded with discontinuation 
of treatment. It was our clinical: impression, however, 
that concern about drug use or side effects was the chief 


reason for discontinuing medication for this group. They 
did not seem to differ in other respects from the two 
treated groups. 

A strength of the present study is that almost all of the 
initial responders to stimulants were followed for one 
year; their course may be representative of larger popu- 
lations. 

It is also important to note that while classroom hyper- 
active behavior decreased relative to baseline values for 


the treatment groups, the classroom ratings of these .. 
groups were high in comparison with the norms available 


for their age group according to Sprague and asso- 
ciates (18). We are also impressed with the relation of 
classroom structure to the teachers’ behavioral assess- 
ment and complaints; this will be reported on in another 
paper. 

We hope that continued reporting of objective rating 
scale data will allow clinicians and researchers to com- 
pare the initial severity of patient samples as well as long- 
term response to treatment or treatment combinations. 

While our long-term data favor the stimulant drug, 
good responders to imipramine showed similar clinical 
response to the stimulant. The advantages of imipramine, 
which does not have to be given during school and does 
not wear off rapidly, may be important in some settings. 
Thus for selected individuals imipramine may be a useful 
alternative to stimulant drugs. 
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Personality and Behavior Patterns of Heroin- Dependent American 


Servicemen in Thailand 


BY GEORGE KOJAK, JR., M.D., AND JOHN P. CANBY, M.D. 


The authors compared a group of heroin-dependent 
A merican servicemen stationed in Thailand with a 
matched control group of men not dependent on heroin. 
The data gathered regarding social history. attitudes, 
work record, previous drug use, personality, and 
intelligence show significant differences between the 
heroin-dependent men and the control group in four 
areas: intelligence, work record, number of years of 
schooling, and number of drugs used before using 
heroin. The data suggest that many of the heroin- 
dependent men had difficulties related to a distant or 
negative relationship to their fathers; however, in 
contrast to previous studies of heroin addicts, they do 
not confirm a relationship between heroin dependence 
and any particular personality pattern. 


SINCE THE UNITED STATES seems to be in the midst of a 
national epidemic of heroin abuse, it would be useful to 
have objective data regarding the heroin-depencent per- 
son's personality and behavior. Otherwise excellent stud- 
ies have been limited because the only available subjects 
were long-term addicts who, in many cases, were from 
particular socioeconomic levels or geograpnic areas 
where social disintegration, crime, and poverty were 
given factors. The reported increase in prevalence of her- 
oin addiction in a broad spectrum of social and geo- 
graphic groups makes it desirable to investigate other 
populations in which heroin addiction has become more 
visible. A population of servicemen in areas where heroin 
is more easily available than it is in the United States 
would serve as such a population. 

The population for our study encompassed members of 
the U.S. Army in Thailand and all military personnel in 
the Bangkok area. These men came from all geographic 
areas of the United States and from every social group. 


At the time this study was conducted, Dr. Kojak was Chief, Department 
of Psychiatry, and Dr. Canby was Commander, U.S. Army Hospital, 
Bangkok, Thailand. Dr. Kojak ts now Chief, Group and Individual 
Treatment Section, Harborview Community Mental Health Center, 
Seattle, Wash., and Instructor, Department of Psychiatry and Behav- 
ioral Science, University of Washington School of Medicine, Seattle, 
Wash. 98195. Dr. Canby is now Commander, U.S. Army Hecspital, 
Fort Huachuca, Ariz. 


The authors would like to thank Steven L. Murphy, James Srthra, and 
Michael H. Potts for their technical assistance. 


The opinions expressed herein are those of the authors and do nat nec- 
essarily reflect the views of the Department of the Army or the Depart- 
ment of Defense. 
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They were employed in a noncombat area and had a 
higher level of education than the average American man 
because of the nature of their jobs. In Thailand there 
were almost no practical difficulties in obtaining 98 per- 
cent pure heroin that was inexpensive. 

All military personnel in Thailand submitted urinaly- 
ses several times a year. Anyone who appeared to be us- 
ing opiates—-by his behavior, by clinical examination, or 
by urinalysis— was evaluated by the Department of Psy- 
chiatry at the U.S. Army Hospital. A closely supervised 
staff working with small numbers of patients facilitated 
the cooperation of our subjects and the accuracy of data 
collection. 

This report compares personality and behavior data 
obtained from the patient group with data obtained from 
a representative sample control group. 


METHOD 


Population Studied 


The heroin-dependent group (N 225) was composed of 
men between the ages of 18 and 25 who had less than 
three years of military service, who had been in Thailand 
for at least two months, who had a positive urinalysis for 
opiates, and who had a history of daily use of heroin for 
at least one month. The majority had used heroin daily 
for three to five months. 

A social work technician, who did the testing and col- 
lected the data, explained the nature of the study to these 
men; only two refused to participate. An explanation of 
the results of the MMPI was offered to encourage coop- 
eration in being honestly self-descriptive. It was ex- 
plained to the patients that participation would not influ- 
encé their treatment disposition, and confidentiality was 
assured. Most of these patients reported symptoms of 
opiate withdrawal during hospitalization. 

The control group (N 250) included men between the 
ages of 18 and 25 who had less than three years of mili- 
tary service and who had been in Thailand for at least 
two months. They were chosen at random from the com- 
plete rosters of the military units in the three areas where 
the heroin-dependent men were found— Bangkok, a base 
in north Thailand, and a base in the center of Thailand. 

The social work technician personally invited each in- 
dividual of this representative sample to participate in the 
study, explained the nature of the study, assured con- 
fidentiality, and offered the men the results of the MMPI. 
No one refused to cooperate. 

Within two days of this invitation these men were 


tested by urinalysis. The tests were negative for opiate de- 
rivatives. The men gave negative histories of heroin use 
(except for rare experimentation), took the MMPI, and 
completed a social history questionnaire in the same 
manner as the heroin-dependent group. One man who 
had been invited to participate in the control group was 
discovered to be heroin dependent and was referred to the 
other group. 


Apparatus 


1. MMPI. The MMPI was chosen for use in this study 
because of its wide use for comparison purposes and for 
its acceptance as having some validity in measuring 
personality aspects in a broad way (1). 

2. Shipley Institute of Living Scale (2). This brief in- 
telligence test was chosen because of its ease of adminis- 
tration and reliability. 

3. Social history questionnaire. With the help of Ste- 
ven L. Murphy, we developed for use in this. study a 
questionnaire regarding family, socioeconomic history, 
attitudes, history of difficulties with school or police, and 
drug abuse history. 

4. Urinalysis. Urinalysis for opiate derivatives was 
carried out in the laboratory of the U.S. Army, using the 
free radical assay technique, gas liquid chromatography, 
and thin layer chromatography as described by Win- 
ter(3). The control subjects submitted their samples 
within 48 hours of invitation to participate in the study. 
Forty-eight hours is the conservative limit of time for the 
accuracy and reliability of the test. The heroin-dependent 
subjects submitted their samples upon admission to the 
hospital. 

5. Work history. The social work technician inter- 
viewed each individual's work supervisor and asked a list 
of specific questions regarding his work history (see ap- 
pendix 1). There were nine questions and a point was 
given for each positive answer, except for question 8, for 
which two points were possible. A perfect work score was 
10. If prejudice or lack of knowledge on the part of the 
supervisor was apparent to the social work technician, 
someone in authority who was familiar with the individ- 
ual's work habits was questioned instead. 

6. Discipline record. The social work technician 
checked the individual's military record for Articles 15 
and courts-martial while in Thailand. Article 15 is a 
formal but minor disciplinary action. No one in either 
group had been court-martialed. 


Procedure 


All tests and questionnaires were administered in the 
social work technician's office to groups of not more than 
two men. The tests were given to the heroin-dependent 
patients four to six days after admission to the hospital. 
By that time the patients were comfortable and had had 
no withdrawal symptoms for at least 24 hours. 

The data were statistically analyzed using a chi-square 
test for two independent samples on the binary data. A 
two-tailed test was used to evaluate MMPI scores, years 
of schooling, work record, IQ, “‘closeness-to-parents” 
scales, number of drugs used, and a "father-distance" 
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scale. A discriminant analysis was done on 10 of the vari- 
ables. 


RESULTS 


Demographic Data 


Unlike previous investigators (4-6), we did not find 
any significant correlation between urban background or 
minority group membership and heroin dependence: 32 
percent of the heroin-dependent men (N =25) and I8 per- 
cent of the control group (N 250) came from a city of 
more than one million population; 28 percent of the her- 
oin-dependent men and 24 percent of the control group 
were nonwhite. 

The difference between our findings and those of other 
researchers may be due to the focus on nonwhite urban 
populations in the earlier studies. Such populations may 
have particular reasons for using heroin, but our data do 
not indicate any relationship between being nonwhit2 and 
from a large city and heroin dependence. 

We were unable to determine the socioeconomic status 
of the families of 20 percent of the heroin-dependen: men 
because they did not know their fathers’ occupaticns or 
how much education they had had. We were thus unable 
to determine the relationship between heroin dependence 
and the socioeconomic status of the family. However, all 
of the men in both groups had sufficient income tc pro- 
vide for their ordinary needs and for some luxuries. The 
average rank was the same for both groups: E3 cr E4. 
Thus the fact that these men used heroin did not seem to 
be related to current poverty or unemployment. 

No differences were expected or found in regard to the 
marital status of the men in each group: 24 percent of the 
heroin-dependent men and' 30 percent of the control 
group were married; 4 percent of the heroin-dependent 
group and 2 percent of the control group were divorced; 
68 percent of both groups were single; and 4 percent of 
the heroin-dependent group and none of the control 
group were widowed. 


MMPI Data 


We found no significant chi-square relationships for 
any of the scales of the MMPI. Forty percent of the her- 
oin-dependent group and 38 percent of the control group 
had two scales higher than the 70th percentile. Tkus the 
groups did not differ significantly for psychopathology as 
measured by the MMPI (see table I). 

Previous studies (7-9) have found significant elevations 
of MMPI psychopathic deviate, hypomania, psychas- 
thenia, schizophrenia, and depression scales of heroin 
addicts. These investigators have described the person- 
ality of the heroin addict as "severely disturbed, ' "im- 
mature," ''oral-passive," and “psychopathic.” Factors 
such as long-term addiction, geographic locatior, legal 
problems, and commitment to the Public Health Service 
hospital influenced selection in these studies. Perhaps 
these sample-biasing factors would tend to yield results 
suggesting a relationship between disturbed personality 
and heroin dependence. 
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HEROIN-DEPENDENT SERVICEMEN 


TABLE ! 


Mean MMPI Scores for Heroin-Dependent Subjects N —25) and 
Control Subjects ( N 50) 


Heroin 

MMPI Score Dependent Group Control Group 
Cannot say (?) 7.6 7.4 
Lie (L) 3.8 3.4 
Frequency (F) 6.4 ie 
Correction (K) 12.4 13.5 
H ypochondriasis (Hs) 13.9 13.5 
Depression (D) 21.3 18.6 
Hysteria (Hy) 20.5 24.8 
Psychopathic deviate (Pd) 24.8 23.0 
Masculinity-feminity (Mf) 24.1 24.6 
Paranoia (Pa) 11.8 10.1 
Psychasthenia (Pt) 28.2 28.0 
Schizophrenia (Sc) 28.5 30.2 
Hypomania (Ma) 21.9 23a 
Social introversion-extroversion (Si) 25.1 25.8 
Social History 


Other studies (4, 10-12) have also described heroin 
addicts as being dissatisfied with their living and working 
conditions, as easily frustrated, and as having a ow toler- 
ance for frustration. Our data failed to support these 
findings. The great majority in both of our groups de- 
scribed themselves as satisfied with their work, their su- 
pervisors, life in Thailand, friends, and their relationship 
to the military service (see table 2). 

Our data also failed to support previous studies (4, 11- 
19) that found heroin addiction to be associated with an- 
tisocial behavior even before addiction. One study (13) 
found addiction to be associated with antisocial behavior 
at a time (1914) when opiates were legal and inexpensive. 
A minority of our group of heroin-dependent men re- 
ported having "troublesome problems" with parents, 
school, teachers, or police. The heroin-dependent group 
did not differ significantly from the control group on 
these measures. Few of the men in both groups had had 
previous mental health care, and military records in- 
dicated that they had received few disciplinary actions 
(Article 15). No significant difference was found between 
the two groups for disciplinary actions. 

The differences in our findings from previous studies 
can perhaps be attributed to the latter's focus on particu- 
lar groups of addicts. These studies have involved individ- 
uals referred to the Public Health Service hospital, those 
with legal problems, or addicts residing in particular ur- 
ban centers where the prevalence of antisocial bzhaviors 
was unusually high. 

The groups in our study did not differ in regard to his- 
tory of venereal disease. About half of the heroin-depen- 
dent men and half of the control group men had e history 
of venereal disease in Thailand. Thus at least half of the 
men in both groups were apparently sexually active. 
(Thailand is a country where such activity is very avail- 
able and attractive.) This finding tends to discredit the 


idea that heroin-dependent men have difficulty with sex-. 


ual functioning. 
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TABLE 2 
Social History Variables in Heroin-Dependent Subjects (N 25) and 
Control Subjects ( N 2 50) l 





Heroin- 
Dependent Control 

Variable Group Group 
Percent generally unsatisfied 

With work 24 14 

With relationship to supervisor 16 18 

With life in Thailand 28 16 

With relationships to friends 12 2 

With relationship to Army 24 30 
Percent having trouble during school years 

With parents 24 22 

With school or teachers 24 16 

With friends 4 4 

With police 20 10 

With school or police 36 22 
Percent having had previous mental health care 8 10 
Percent having received Articles 15 - 24 8 
Percent having venereal disease in Thailand 52 50 
Number of years of school completed 11.9 13.2* 
Average score on work record questionnaire 6.2 8.1* 
Average IQ 99.7 109.8** 
Percent coming from broken homes 32 22 
Average score on closeness-to-mother scale*** 3.7 3.7 
Average score on closeness-to-father scale*** 3.08 3.24 
Percent reporting fighting between parents 20 28 
Percent reporting divorce of parents 24 16 
Percent reporting others in family used alcohol 

or other drugs to excess 16 16 
Percent reporting father died before they were 17 12 8 
Percent reporting mother died before they were 17 0 8 

* p«.00t. 

** o< 005. 


*** These were 4-point scales, 


A significant difference (p«.001) between the two 
groups in the number of years of schooling was found 
(see table 2). The heroin-dependent group had a mean of 
less than high school and the control group a mean of 
more than one year of college. The reasons: for the 
difference were not obtained. 

The work records also revealed a significant difference 
(p<.001) in favor of the control group. This confirms pre- 
vious findings (11, 14, 16, 20, 21) that correlated inability 
to obtain and keep employment with heroin dependence. 
Despite their significantly poorer work record only a 
small minority of the heroin-dependent men in our study 
described themselves as unsatisfied with their work, their 
relationship to their supervisor, or with the military serv- 
ice. The skills required for the work are diverse, but regu- 
larity, ability to accept supervision, and dependability are 
prominent requirements for most military support posi- 
tions such as these men filled. We know that these are the 
attributes which caused difficulties at work for many of 
these men. However, several of the heroin-dependent 
men had excellent work records. 

Confirming previous studies (5, 11, 22, 23), our data 
indicated that the heroin-dependent men as a group were 
of average intelligence. However, there was a significant 
difference (p «.005) from the control group, whose mean 


TABLE 3 
Drugs Used by Heroin-Dependent Subjects (N=25 ü and Control 
Subjects ( N —50j 


Percents of Subjects Who Used Drug 
Before Going to 





Thailand In Thailand 
Heroin- Heroin- 

Dependent Control Dependent Control 
Drug Used Group Group Group Group 
Marijuana 60 32 80 56 
Barbiturates 24 8 28 2 
Amphetamines 28 22 28 18 
Alcohol 56 80 44 66 


IQ was 10 points higher. This finding, combined with the 
fewer years of schooling and the poorer work record of 
this group, suggests that the heroin-dependent group had 
less ability to deal with the problems of living. 

Previous studies (5, 10, 11, 14, 24) have also reported 
the prominence of broken homes, strong attachment to 
the mother, and the absence of a strong father among 
heroin addicts. We found no significant difference in the 
frequency of broken homes (growing up with other than 
both the natural mother and father). The other studies 
may have used subjects from disintegrated communities. 
Perhaps this would partially explain their finding a pre- 
dominance of broken homes among addicts. No such 
relationship is indicated by our data. 

In our questionnaire, the subjects indicaied degree of 
closeness to each parent by choosing close, indifferent, 
distant, or never knew him/her. Close=4 points, indif- 
ferent«3 points, etc. No significant differences were 
found. Although closeness to the mother did not differ in 
both groups, more heroin-dependent men described 
themselves as something other than close to their father. 
Questions regarding parental fighting, divorce, excessive 
use of drugs and alcohol in the home, and death of par- 
ents revealed no significant differences. 


Drug Use History 


The heroin-dependent group had used a significant 
number of drugs other than heroin before leaving the 
United States (see table 3). Using as a criterion a list of 
14 drugs that included amphetamines, hallucinogens, 
barbiturates, alcohol, and opiates, the difference in drug 
use before leaving the United States between the groups 
was significant (p«.025). The heroin-dependent group 
had used an average of 2.76 of the drugs on the list, and 
the control group had used 2.04. 

An even greater difference in the same direction was 
found when this list was used to determine the drugs 
taken in Thailand. The heroin-dependent group had used 
an average of 3.44 of the drugs, and the control group 
had used an average of 1.46. This supports the reports of 
other investigators (12, 19, 25) regarding drug use by 
servicemen before their arrival in Southeast sia. One 
of these studies (19) found that 59 perp ob ThA yeroin 
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TABLE 4 


Variables Suggesting Distance from Father in Heroin-Dependent Sub- 
jects (N 225) and Control Subjects ( IN 2 50) 





Positive Responses, in 


Percents 
Heroin- 
Dependent Control 
Variable Group Group 
Father's occupation unknown 12 6 
Father's 2ducational level unknown 20 |2 
Subject described self as other than close 
to father 56 42 
Parents were divorced: subject lived with 
mother or in an institution 16 12 
Father died before subject was 17 12 8 


- 


addicts in the sample had used “hard drugs" before 
going to Viet Nam; another study (25) found that 24 
percent of heroin addicts used heroin before going to 
Viet Nam. 

The relationship of heroin dependence to the use of 
marijuana and amphetamines is worth noting (see table 
3). No significant relationship was found in our sample 
between previous marijuana or amphetamine use and 
heroin dependence. More than half of the men in the con- 
trol group were using marijuana at the time of the study 
at leas: once a month; 14 percent used it daily. 


Discriminating Variables 


Ten variables appeared to differentiate the two groups: 
number of years of school completed; trouble with school 
or police; number of Articles 15 received; score on the 
work record questionnaire; IQ; coming from a city with 
over one million population: coming from a broken home 
(t.e., being reared by someone other than the natural 
mother or father); score on the closeness-to-father scale; 
father having died before subject was 17; and subject's 
not knowing occupation of father. 

A discriminant analysis of these variables correctly 
identified 19 of the 25 heroin-dependent men (76 per- 
cent). Eleven of the 50 men in the control group were in- 
correctly identified as heroin dependent, a false positive 
error of 22 percent. This analysis indicates that the two 
groups were significantly different (D?227.6, p «.01, Ma- 
halanobis D-square value). 

Several variables were noted to consistently suggest a 
greater distance from the father in the heroin-dependent 
group. These data were analyzed giving one point for 
each of the variables (see table 4). The mean scores (1.16 
for the heroin-dependent group and 0.78 for the control 
group) were not significantly different (t=1.50, df2 73, 
p«.20 but worthy of further investigation. ! 


'A recent study by Schneider and associates (26) compared male 
drug adcicts, other male psychiatric patients, and a control group. Us- 
ing questions designed to indicate a distant or negative relationship with 
the father, these authors found significant differences between the 
drug addict group and the other two groups: the addicts had the high- 
est scores for father distance. 
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DISCUSSION 


The dramatic differences between our data and those 
of previous studies appear to be due to the previous inves- 
tigative focus on particular geographic, racial, criminal, 
and social groups. Patterns of drug availability, cost, and 
distribution probably influence the use of heroin. In Thai- 
land, the setting for our study, drug distribution, drug 
cost, and legal issues made it easier for servicemen to ob- 
tain and use heroin. 

Our population was drawn from both rural and urban 
sections of the United States and from every social and 
racial group. These men had employment, income, and 
support. Our hospital was the only evaluating agency for 
this population; every potential patient was referred to 
our agency. In this situation, a different perspective was 
possible in evaluating the pertinence of social and person- 
ality factors to heroin dependence. 

The heroin-dependent group was found to have lower 
intelligence and poorer work and social skills. The diffi- 
culties in coping in these areas appear to be the primary 
problem for these men rather than measurable differ- 
ences in particular personality patterns or psycho- 
pathology. A variety of personality styles was found 
in both groups; these did not give rise to differences 
that would clearly distinguish one group from the other. 

Our clinical impressions of the heroin-dependent group 
were consistent with this analysis of the data. It was our 
impression that many of these men had gross difficulties 
in living and working (self-dependence, establishing rela- 
tionships, etc.) even before they started to use heroin. 
However, some had above-average intelligence and ade- 
quate work and social skills. It was our clinical impres- 
sion that the more intelligent and socially skilled heroin- 
dependent men had more problems with neurotic anxiety 
and depression. This issue requires further research. 

Why the symptom choice of heroin abuse? In this situ- 
ation, heroin was available, cheap, and its use was highly 
publicized as a major concern of the responsible authori- 
ties. It could induce tranquility and euphoria. Treatment 
and attention were virtually assured by its use. For some, 
it appeared to function as a self-destructive behavior. 

These data and findings point out the need for a care- 
ful social and psychiatric evaluation of each person who 
presents with the symptom of heroin dependence and 
the need of many of these patients for long-term, 
supportive social rehabilitation. 
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APPENDIX 1 
Work Record Questionnaire 


The following questions were asked by the social work tech- 
nician in an interview with each subject’s work supervisor. A 
point was given for each positive answer, except for question 8, 
for which two points were possible. A perfect score was 10. 


1 
. Does he get the job done? 
. Does he come to work on time? 
. Does he work until the end of the duty day? 
. Is heaccepted as part of the working team? 
. Is he willing to accept extra work if necessary, 1.e., to work 
late to complete a job? 
6. Does he generally accept supervision without unreasonable 
complaint? 
7. Would you say he qualifies for a promotion on the basis of 
his duty performance? l 
8. How is his performance in comparison with other members 
of the staff performing similar jobs? 
a. better 
b. about the same 
c. not as good 
9. Do you think he would be capable of performing in a super- 
visory capacity if the situation required it? 
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Implications of California’s New Mental Health Law 


BY ALBERT H. URMER, PH.D. 





The author describes the impact that implementation of 
California's new mental health law and of its 
amendments has had on the development of community 
mental health programs. The new legislation has acted as 
a catalyst to the growth of local mental health programs 
by providing restrictions on involuntary treatment as well 
as fiscal incentives for local programs. The effect of the 
legislation on patients has varied according to patient 
needs and the resources available in the community. 
Although problems and controversies have arisen 
regarding the placement of chronic patients, impact on 
law enforcement, and quality of care, the service delivery 
system developed in response to the new legislation has 
resulted in a greater emphasis on crisis intervention, 
greater visibility of direct services, and increased 
community awareness and concern regarding mental 
health. The author concludes that mental health laws can 
become the catalyst for major changes in the mental 
health services delivery system. 


THE LANTERMAN-PETRIS-SHORT ACT (LPS) went into ef- 
fect in California in July 1969. This legislation limits in- 
voluntary commitment to mentally disordered persons 
who have been observed to be dangerous to others, 
suicidal, or gravely disabled; places time limits on 
the duration of commitment; and encourages the 
development of community-based treatment programs 
by shifting the control of all state mental health 
funds to local communities. The legislation further modi- 
fies the commitment procedures by removing the courts 
from the process and placing responsibility on the psychi- 
atrist. The result of these modifications has been a major 
change in both the involuntary commitment process and 
the public mental health services delivery system. 

At the time the LPS was implemented there was great 
national interest in the impact of this legislation. The 
ENKI Research Institute received a grant from the Na- 
tional Institute of Mental Health to evaluate the legisla- 
tion's effect on the involuntary commitment system. A 
major portion of this paper is based on this research, 
which included a study of pre- and post-L PS delivery sys- 
tems, legal procedures, and state hospital utilization. The 
study included a cohort of 600 patients. 
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CRITERIA FOR INVOLUNTARY COMMITMENT 


LPS criteria for involuntary treatment are limited to 
individuals who are dangerous to others (DO), dangerous 
to self or suicidal (DS), or gravely disabled (GD) due to 
mental disorder. The legislation mandates that the quali- 
fied person requesting the potential patient's admission 
must have observed the behavior which led to the con- 
clusion that the potential patient was DO, DS, or GD. 
Clinical judgment that the patient represents a class of in- 
dividuals who meet the behavioral criteria is not accept- 
able. Several other states have criteria similar to Califor- 
nia's DO, DS, and GD, but California's requirement of 
behavior observation imposes unique limitations on the 
application of clinical judgment as justification for com- 
mitment. 


LPS COMMITMENT PROCEDURES 


LPS mandated major changes in the procedure for 
commitment of individuals for involuntary treatment and 
attempted to assure services after commitment. Analysis 
of the new procedures, including comparisons to pre-L PS 
procedures, provides considerable information regarding 
the dynamics of the delivery system. The basic com- 
ponents of the delivery system affected by LPS are out- 
lined below. 


Court Petition for Commitment 


The pre-LPS procedure, which is prevalent in most 
states at the present time, was to file a petition with the 
court requesting that the potential patient be committed 
for evaluation because of a belief that the potential 
patient was mentally disordered. This petition usually re- 
quired medical certification but not necessarily by a psy- 
chiatrist. 

LPS modifies the procedure by requiring screening in 
the individual's home by an interdisciplinary team before 
action can be taken on the petition. If the team believes 
that the potential patient meets the legal requirements 
(DO, DS, GD) and that the only feasible procedure is in- 
voluntary hospitalization, this recommendation is for- 
warded to the court. The court then orders the individual 
into the hospital for a 72-hour evaluation. Simply being 
psychotic and requiring treatment is thus no longer a le- 
gal ground for involuntary commitment. 

The result of this modification has been a 99 percent 
decrease in the number of petitions for involuntary com- 
mitment filed with the courts. The dynamics behind this 
reduction are directly related to the jeopardy that family 
members perceive in the new process. Before enactment 
of LPS, a family member could have a medical certifica- 
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tion signed by a family physician filed with the court. The 
potential patient would then be picked up by law enforce- 
ment officers without knowing beforehand that a petition 
had been filed. If the potential patient was severely dis- 
ordered, the probability was high that he would be com- 
mitted for an indefinite period of time without ever leav- 
ing the custody of the mental health system. Under LPS, 
the person who files the petition becomes visible to the 
potential patient during the prepetition screening; poten- 
tial petitioners find this jeopardy intolerable. 


Emergency Admission 


Both before and after LPS, mental health legislation 
in California contained a provision that a mentally dis- 
ordered person could be transported to an inpatient 
facility for evaluation and treatment. The major change 
effected by LPS is in the restriction of who can request 
the admission, i.e., only peace officers and specifically 
designated mental health professionals. The legislation 
also clearly defines the conditions and evidence needed to 
admit the individual generally, the referring individual 
must have observed behavior that leads him to believe 
that the mentally disordered person is DO, DS, or GD: 
Bizarre behavior and apparent need of treatment are not 
sufficient reasons. 

LPS has not had a significant impact on emergency 
procedures, although the clearly defined language has re- 
duced the number of admissions of mentally disordered 
individuals who were admitted through the petition proc- 
ess before the enactment of LPS. These individuals are 
now admitted through the emergency procedure. This 
change is due to the reduction in the number of petitions, 
so that the individual remains in the community until he 
is in crisis. 

Extended Treatment and Duration Limits 


One of the major innovations of LPS is the imposition 
of time limits on the duration of involuntary treatment. 
An individual admitted for evaluation must be released 
after 72 hours. If he is not released, a psychiatrist has to 
certify in writing that the individual requires further 
treatment. Court intervention is not required at this time. 
If the certification is issued, the individual can be de- 
tained for involuntary treatment for an additional 14 
days. This is a major departure from pre-LPS procedures 
as well as those prevalent in most other states, which call 
for court intervention at the end of the 72-hour period. 
With LPS, there are different procedures to be applied 
to DO, DS, or GD admissions at the end of the 14- 
day period. 


If an individual is admitted as DO, there are two op- 


tions—release or, if the individual is still dangerous based 
on observable evidence, a request can be filed with the 
court for postcertification for an additional 90-day pe- 
riod. Postcertification is an adversary procedure that re- 
quires testimony and evidence that the individual is dan- 
gerous and requires further treatment. This request must 
be filed no later than the 12th day of the certification 
period so that a court hearing can be held on the 14th 
day. If the postcertification request has not been 
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granted before the 14-day time limit, the individual has 
to be released. 

If an individual is admitted as DS, a psychiatrist can 
certify him for an additional 14-day period of involuntary 
treatment without any court intervention. At the end of 
the 28-day period, all patients who were admitted as sui- 
cidal have to be released. 

If an individual is admitted and certified as GD, the 
treatment facility can petition the court to have a con- 
servator appointed for the individual after the 14-day pe- 
riod. Fhis is an adversary procedure; if a conservator is 
appointed, he has complete power over the patient for a 
one-year. period. Conservatorships are renewable at the 
end of the one-year period through a repeat of the court 
procedure. 

The time limit on duration of treatment and the 
changes in the procedures have had a minimal impact 
on treatment effectiveness and on the safety of the com- 
munity. The mandated release of DO or DS patients 
has not increased the rate of violence or suicide by dis- 
charged patients in comparison with pre-LPS rates. 

The 90-day postcertification procedure is seldom used. 
The primary reason given by psychiatrists for this fact is 
the difficulty of testifying in court and providing evidence 
of the patient’s dangerousness. While this reason appears 
plausible, it is based on the inability of professionals in 
public institutions to become sufficiently familiar with 
the patient to make a valid prediction of the patient's fu- 
ture behavior. The professionals are unwilling to expose 
themselves to the cross-examination of the adversary 
procedure, which requires that clinical judgment be sup- 
ported by factual evidence. 

The conservatorship procedure has not had a major 
impact on placement or treatment of chronically disabled 
individuals except that the change to community pro- 
grams has generally resulted in the placement of individ- 
uals in inadequate community facilities rather than in 
state hospitals. Individuals who were long-term patients 
in state hospitals are now long-term patients in local 
board-and-care facilities. Treatment for these patients 
continues to be lacking. 

The mandatory reduction of the duration of in- 
voluntary treatment has had a major impact on the dura- 
tion of treatment for both voluntary and involuntary 
patients. In the first two years after the enactment of LPS 
the average treatment duration of involuntary patients 
dropped from 180 days to 15 days, while the average du- 
ration for voluntary patients dropped from 75 to 23 days. 
The reduction in involuntary patient treatment duration 
was expected because of the legal restrictions, but the in- 
fluence of the rapid discharge philosophy, which per- 
meated inpatient facilities, carried over and reduced the 
duration of voluntary treatment. 


IMPACT ON LOCAL PROGRAMS 


Before the enactment of LPS, state funds were paid for 
the total cost of patients in state hospitals and for 25 per- 
cent of the cost of local programs. The desire to isolate 


the mentally disordered in state hospitals was therefore 
fiscally rewarding to the community. By changing this 
pattern, LPS became a major catalyst in the development 
of community mental health programs. LPS places all 
funds for mental health programs under the control of lo- 
cal communities. The total cost of mental health services 
is shared on a 90 percent state/ [0 percent local basis, in- 
dependent of the location of treatment. Inpatients in state 
hospitals and outpatients in the local community are 
reimbursed on the same basis. As a result, the percentage 
of money spent on local programs increased from 32 per- 
cent to 74 percent of all mental health funds in the first 
three years of LPS. Concomitant with the increase in 
outpatient and day-care services, there was a significant 
reduction in inpatient services. 

The increase in outpatient services appears to have had 
an unanticipated impact on a new group of clients who 
had not previously used public mental health services and 
who were never in Jeopardy of involuntary commitment. 
The legislation intended that the local programs would 
divert individuals who were high risks for hospitalization, 
not that it would reach a new group of clients. A signifi- 
cant portion of the potential target population ts not 
being reached by the local programs for many reasons. 


IMPLICATIONS OF LPS 


The broad-based implications of LPS are not necessar- 
ily reflected in the empirical findings summarized here. 
Some of these implications are of critical importance to 
states that may be considering the development of similar 
legislation and to the attitudes of professionals toward 
the mental health delivery system. While the experience 
in California has not provided solutions, it has identified 
issues which require resolution and upon which experi- 
mental work should be focused. 

It appears that there is relatively little correlation be- 
tween treatment duration and treatment outcome. The 
procedures for delivery of mental health services as an in- 
tegrated system must be reevaluated; the components 
necessary for continuity of care must be clearly defined. 
There is some evidence (1) that inpatient services need to 
be utilized only during crisis intervention, when isolation 
from the environment is mandatory. We have also 
found (1) that the duration of inpatient treatment should 
be minimal, rarely exceeding five days. However, it is 
Important that the treatment component be continuous 
and not necessarily tied to the domicile of the patient. 

Mental health professionals must begin to separate 
treatment from the place of domicile; involuntary treat- 
ment and hospitalization are not synonymous. We must 
focus on the total milieu and consider the patient as only 
one aspect. With a global approach we will start consid- 
ering which aspect to focus our energies on. In some 
cases environmental manipulation will be found to be a 
more effective treatment modality than modification of 
the patient's response to the environment. 

The ENKI study (1) also found very little correlation 
between professional prediction of behavior and actual 
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behavior. Therefore, an extension of the duration of in- 
voluntary treatment cannot be justified on the grounds 
that 1t will reduce future violence or suicides. It was the 
need to ensure that a patient would not be violent that re- 
sulted in the relatively long commitments before LPS. 
The staff had to be confident that the patient would not 
be dangerous. The professionals’ uncertainty regarding 
their predictive abilities resulted in an unwillingness to 
assure society that the patient would not commit an act 
contrary to society's concept of its own safety and that of 
the patient. The result was indefinite commitment. 

LPS reversed this process by requiring evidence of 
dangerousness; this resulted in the rapid discharge of 
patients. The dilemma of prediction arises because the 
public mental health delivery system does not provide 
sufficient contact between the professional and the 
patient to permit familiarity with the patient and his re- 
actions to environmental stress. Prognosis 1s therefore 
poor, and society condones the incarceration under the 
guise of protecting itself or the patient. Even with suf- 
ficient contact and understanding of the patient's dynam- 
ics, one is still faced with the problem of controlling the 
environmental conditions that might lead to undesirable 
behavior in the patient who is adversely stimulated. 

Experience with California's new law has also shown 
that the mental health system is frequently used to house 
socially incompetent individuals and that alternative sys- 
tems are developed when this system becomes unavail- 
able. For example, a significant proportion of individuals 
had been committed to state hospitals before LPS not 
because they were violent or suicidal but because of their 
bizarre behavior and because they were a nuisance to so- 
ciety; this was coupled with society’s traditional fear. 
Since LPS, these individuals have been ineligible for 
commitment, but now their behavior comes to the atten- 
tion of law enforcement agencies; they are therefore 
placed in jail. 

Although the duration of their incarceration under the 
penal system is short, such individuals recycie frequently. 
We feel that this problem has developed because neither 
society nor mental health professionals have been willing 
to accept the reality that the mental health system had 
been used as a convenient resource to isolate the socially 
incompetent. Little preparation has been made for the in- 
flux of this group into society. We have to accept the fact 
that this group needs both protective care and assistance 
in daily living. 

A less obvious but still important change brought 
about by LPS is the elimination of the role of the court in 
the early commitment process and the placement of re- 
sponsibility on the psychiatrist. Evaluation of this proce- 
dure has shown that it is effective and results in a more 
critical evaluation of the need for commitment. One 
could have anticipated this result because the pre-L PS 
commitment process divided the actual responsibility. 
Psychologically, neither profession had to accept the ulti- 
mate responsibility for the commitment. LPS legislation 
places that responsibility on the physician, who, after all, 
makes the ultimate recommendation on which the courts 
should base their judgment. 
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LPS has also shown that a rapid and unplanned shift of 
funds from the state hospital system to community-based 
programs does not necessarily result in the development 
of effective precare or aftercare programs as alternatives 
to hospitalization. It is important that legislative goals be 
clearly defined and that effectiveness criteria be included 
in the legislation. 


RECOMMENDATIONS 


The study of the impact of LPS has led to some basic 
recommendations for consideration by state legislatures 
and the mental health profession. 

1. The issues of involuntary treatment and inpatient 
services must be separated. There ts very little evidence 
that involuntary treatment in a confined setting is more 
effective than other modalities in other settings. In- 
carceration should be limited to situations where the 
patient has to be removed from his environment for ther- 


apeutic considerations, society's safety, or his own safety. 

2. Public mental health delivery systems must increase 
their consideration of the total environmental structure 
and deal with the patient as an integral part of it rather 
than as an isolated organism in a psychological void. The 
greatest potential for effective intervention is through a 
global approach to treatment. 

3. Legislatures should place more emphasis in their 
legislation on development of policies than on detailed 
treatment procedures. Before this change can occur, the 
mental health profession must convince legislative bodies 
that they have the skills to implement the policies and 
that as a profession they will attempt to meet legislative 
goals. 
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Evaluation of a Regional Indian Alcohol Program 


BY LAWRENCE G. WILSON, M.D., AND JAMES H. SHORE, M.D. 


The authors analyzed follow-up data collected by an 
Indian counselor and a psychiatrist on 83 American 
Indian alcoholic men. Follow-up status was judged by an 
interdisciplinary panel according to a six-step rating 
scale. The 44 percent improvement rate compares 
favorably with other treatment programs, especially in 
view of the selection process, which favored difficult 
patients. The authors suggest that the interdisciplinary 
rating panel is an approach that can prevent erroneous 
judgments of the drinking status of American Indians. 


THE RAPID GROWTH Of alcohol treatment programs for 
American Indians within the past three years has created 
the need for a systematic evaluation approach. This pa- 
per reports a follow-up evaluation of 83 American Indian 
alcoholic men from five major Northwest tribes who 
were treated in a regional intertribal and interagency al- 
cohol rehabilitation program. Their follow-up status was 
assessed at an average of 18 months after inpatient dis- 
charge. 

The purposes of the research were as follows: 1) to de- 
velop a method of assessing the follow-up status of In- 
dian alcoholics; 2) to identify the characteristics of 
Northwest Indian drinkers who had been treated in this 
program; 3) to analyze the follow-up status data for dif- 
ferences between tribal groups and differences on de- 
mographic, social, and health variables; and 4) to com- 
pare these data with results from other American Indian 
alcohol treatment programs. 


ALCOHOL TREATMENT FOR AMERICAN INDIANS 


Alcoholism as a major health problem of American 
Indians has been widely discussed by both Indian and 
non-Indian sources(1). Many theories and viewpoints 
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that attempt to explain the extent of drinking in Indian 
populations have been reported in the anthropological 
and sociological literature in past years. However, the 
earliest report on the effectiveness of alcohol rehabilita- 
tion programs for Indian people appeared in the litera- 
ture in 1968. Ferguson (2) and Savard (3) reported on 
separate projects that evaluated the outcome of treat- 
ment with disulfiram in Navajo communities. Their re- 
ports described the therapeutic effect of disulfiram posi- 
tively and recommended its continued use. Shore and 
Von Fumetti (4) reported on three tribally sponsored 
alcohol programs, emphasizing four factors: 1) the in- 
volvement of Indian people in planning and operating 
their own programs; 2) the treatment philosophy that had 
evolved within the context of the Indian communities; 3) 
the relationship of the court to these programs; and 4) the 
need for uniform standards to evaluate patients. 

The regional alcohol rehabilitation program described 
in this paper is located in the Pacific Northwest, which in- 
cludes the states of Washington, Oregon, and Idaho. The 
treatment service was coordinated by the Mental Health 
Program of the Indian Health Service and was a joint ef- 
fort by tribal alcohol programs, the Indian Health Serv- 
ice, and a private inpatient treatment center. 


Northwest Indian Tribal Programs 


Indian tribes of the Pacific Northwest consist of 33 di- 
verse and geographically isolated groups with two dis- 
tinct cultural backgrounds, the Northwest coastal and 
plateau cultures. The large number of tribes and the ab- 
sence of Indian hospitals necessitated sharing of the in- 
patient services for alcohol treatment. 

All tribes were included in the coordinated rehabilita- 
tion service. Five tribal alcohol programs from four 
plateau tribes and one coastal tribe were invited to partic- 
ipate in the evaluation of this program. These tribes were 
selected because of their larger populations and their es- 
tablished reservation-based alcohol rehabilitation pro- 
grams. Since 1969, these five programs had worked coop- 
eratively with the Indian Health Service to establish the 
regional treatment center. 

The reservation-based tribal alcohol programs are to- 
tally outpatient in design. They receive funding support 
from the National Institute of Alcohol Abuse and Alco- 
holism through their tribal governments. Mental health 
consultation is available through the Mental Health 
Branch of the Indian Health Service, a regional consulta- 
tion service. A third component of the coordinated treat- 
ment program is a private residential treatment center 
for male problem drinkers that is located on a major 
Northwest Indian reservation. The inpatient program 
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consists of a standardized regimen of group and individ- 
ual counseling and an intensive alcohol education pro- 
gram. Within this general program, a special treatment 
plan was developed for Indian patients that includes reg- 
ularly scheduled sessions with Indian counselors and out- 
patient follow-up on the home reservation. The coordi- 
nated treatment aspects of this rehabilitation program 
. Include case identification by the local tribe alcohol pro- 
gram (usually by an Indian alcohol counselor), referral 
through the Indian Health Service to the regional in- 
patient center, including evaluation of physical status and 
special psychiatric examination where indicated, and 
coordinated follow-up after discharge by each of the 
tribal programs and the Indian Health Service. Thus, the 
treatment program is regional in scope, intertribal in na- 
ture, and interagency in operation. 


METHOD 


The study sample consisted of 83 Indian men from the 
Colville, Spokane, Warm Springs, Yakima, and Lummi 
tribes. All tribes were of the plateau culture except the 
Lummi, who are a coastal tribe. These five tribes consist 
of approximately 15,000 reservation Indians, 60 percent 
of the region’s reservation Indian population. Eight addi- 
tional tribes were represented by | individual each. The 
sample included all Indian men referred to the regional 
inpatient treatment center during an 18-month period 
from January 1971 through June 1972. Since this was the 
beginning of the regional treatment program, Indian 
women were being referred in smaller numbers and were 
not included in the study sample. 

Information was collected systematically by the Indian 
alcohol counselor for each subject. This included de- 
mographic data, education and employment background, 
arrest record, and health history. The data were compiled 
from existing case records and personal interviews. 
Health histories were gathered by the project psychiatrist 
through a review of medical records. A profile was devel- 
oped on each subject that was used as the data base to as- 
sess follow-up status. 

Subsequently, a rating panel met on each reservation 
to determine the follow-up status of all individual 
patients. The project psychiatrist (LGW) met with an In- 
dian alcohol counselor from the local tribal program and 
a psychiatric social worker who was also working in the 
local Indian community. This three-member panel em- 
ployed a six-step rating scale patterned after that devel- 
oped by Fitzgerald and associates (5). The rating was 
specifically aimed at defining the patient’s status in areas 
of personal, family, and community functioning in rela- 
tionship to his current drinking pattern and emotional 
adjustment. All information from the profile of indi- 
vidual patients was shared with the panel, as well as 
current information about the patient’s functioning, 
which was usually supplied by the Indian alcohol coun- 
selor. Anecdotal information from friends, relatives, 
or other knowledgeable community people was included. 
Each patient (and his spouse, if applicable) was rated 
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separately by each of the three panel members. After sep- 
arate ratings, a group consensus rating was given, which 
was used in the final analysis. There was a high degree of 
interrater agreement, which indicated that the Indian 
alcohol counselor and the project psychiatrist agreed 
about patient ratings. 


RESULTS 
Demographic Data 


The average age of the subjects was 41 years, with a 
range of 21 to 67 years. Indian men in their 30s and 40s 
were most heavily represented (N=25 and 24, respec- 
tively). Subjects in their 20s (N=12) were under- 
represented in comparison to an epidemiological pattern 
of an entire Northwest tribal population (6). [Twenty-two 
of the men were married and 61 were unmarried. Educa- 
tional experience ranged from the fourth grade to two 
years of college, with the average being a ninth-grade 
education. Forty-nine subjects were employed, either 
full-time or part-time, and 34 were unemployed. Of the 
83 subjects, 40 had had military service. There was a 
representative sample of religious affiliation throughout 
the group, with 41 Catholics, 12 Protestants, and 11 
members of the traditional Indian religion. 

The majority of the subjects did not fit the stereotype 
of highly mobile **skid-row" alcoholics: 68 of the 83 were 
living on reservations, and 45 had lived in their present 
home for more than one year. Using the two-factor social 
class index of Hollingshead and Redlich (7), distribution 
was predominantly in Classes IV (N 29) and V (IN -55). 
In a further refinement, an Indian social class rating was 
assigned, using the method of Shore and associates (6).' 
With this technique, there was | subject in Indian Social 
Class I, 28 in Class II, and 36 in Class III (unknown = 
18). Since the ratio of these classes was 1:2:1 in a repre- 
sentative sample of one total Northwest tribal popu- 
lation (6), our sample is significantly overrepresented in 
Class III. In the epidemiology pattern for one tribe, alco- 
holism was more evenly spread through the classes, al- 
though the most severely impaired alcoholics were from 
Class III. 

A history of arrest records, obtained for 64 of the 83 
subjects, indicated that 8 subjects had had no arrests, 
while 56 had one or more. There was no previous treat- 
ment history in 24 of the 83 subjects; 29 listed one or 
more prior rehabilitation programs. Of the 68 subjects 
who answered a question assessing their own medical 
status, 34 judged themselves to have good or excellent 
health, while 34 considered themselves to be in fair or 
poor health. Fifty-two individuals reported one or more 
hospitalizations, usually related to alcoholism; 16 sub- 
jects were admitted a second time to the inpatient center 
and 2 subjects had three inpatient admissions. Many sub- 


'Since most reservation Indians fall into the lowest Hollingshead-R ed- 
lich categories, Shore and associates (6) divided the Indian population 
into three main modal distributions of Hollingshead-Redlich scores. 
This gave a distribution they called "Indian Social Class," thought to 
be a truer description of the social stratification of Indian communities. 


TABLE 1 
Follow-Up Status of 83 Indian Alcoholics 


Rating* 


Clear improvement 


LAWRENCE G. WILSON AND JAMES H. SHORE 


Number 


A Nr RR LA 


l. Complete abstinence in past year or since discharge from treatment facility and maintaining vocational, home, and family 


responsibilities. 


2. Occasional or sporadic drinking in past year or since discharge, but maintaining vocational, home, and family responsibilities. {2 


Erratic improvement 


3. Drinking periodically or regularly during past year or since discharge, but no outstanding community problems or severe effects 


on home and family. 
No improvement 


4. Drinking to the extent that vocational and family responsibilities are not maintained—has come to the attention of the community 


for drinking in the past year or since discharge. 
Lost to follow-up 
5. Drinking status unknown, 
6. Deceased. 


* Based on the classification system used by Fitzgerald and associates (5). 


jects in the group had experienced severe alcoholic with- 
drawal, but the medical records were not complete 
enough for a statistical analysis. Disulfiram played a mi- 
nor role in the follow-up treatment plans of this group in 
spite of the positive results previously reported with 
Navajo alcoholics. 


Follow-Up Status 


In order to summarize follow-up status and compare 
the results with the outcome of other treatment pro- 
grams, categories | and 2 of the six-step classification 
(see table 1) are considered to be clear improvement, cat- 
egory 3 represents erratic improvement, and category 4 
indicates no improvement. Categories 5 and 6 indicate 
loss to follow-up. Clear improvement was demonstrated 
in 28 percent of the subjects (N=23), erratic improve- 
ment in 16 percent (N=13), and no improvement in 42 
percent (N=35). Twelve subjects were lost to follow-up. 
Thus, some improvement was seen in 44 percent of the 
patients and no improvement in 42 percent at follow-up. 

Follow-up status was then compared to specific char- 
acteristics in the profile of the Indian alcoholic. There 
were no significant differences in follow-up status be- 
tween the five major tribal groups or between decade of 
life, type of marriage (intra-, inter-, or extratribal), type 
of religion, or Indian social class (which includes scores 
for type of employment and level of educational attain- 
ment). Several comparisons deserve special comment. 
We observed a decreasing proportion of patients remain- 
ing in the "clearly improved" category with increasing 
time lapses since discharge from the inpatient facility. 
Sixty-six percent of those who had been discharged less 
than [2 months previously were clearly improved, as 
compared with only 26 percent of the patients who had 
been out longer than 12 months. Follow-up status and a 
history of no arrests were positively correlated—6 of the 
8 subjects who had a history of no arrest showed signifi- 
cant improvement. However, the reverse was not true, 
i.e, those subjects with a history of multiple arrests did 
not necessarily receive poor follow-up status ratings—8 
out of 29 subjects with four or more arrests showed clear 


improvement at follow-up, 5 had erratic improvement, 
and 16 showed no improvement. Also, the lack of a sig- 
nificant relationship between follow-up status and reli- 
gious affiliation did not substantiate earlier impressions 
of many counselors, who hypothesized a positive rela- 
tionship between treatment outcome and traditional In- 
dian religion. Instead, there was a trend for Protestant 
subjects to show greater improvement at the time of fol- 
low-up (.05 «p «.10). Eight out of 11 Protestants showed 
improvement (clear or erratic), while only 2 were consid- 
ered to have shown no improvement. 

Married subjects had a significantly higher improve- 
ment rating than those who were unmarried (i.e., single, 
separated, divorced, or widowed) (x^«10.88, p.005). 
Less than 20 percent of the married subjects were un- 
improved, while over half of the unmarried subjects 
were unimproved. Drinking status of wives was known 
for 16 of the married subjects, and the man/wife drinking 
status was a direct one-to-one relationship for 10 of these 
couples. 

In the group of 18 subjects who were readmitted for 
two (N-16) or three (N 22) inpatient treatment sessions, 
8 showed improvement, 7 showed no improvement, and 
3 were lost to follow-up. 


DISCUSSION 


Since the components of this regional Indian alcohol 
program include inpatient treatment and geographically 
distant follow-up resources, a documented improvement 
of 44 percent at an average of 18 months after discharge 
from inpatient care compares favorably with other treat- 
ment programs. Shore and Von Fumetti (4) reported im- 
provement ratings of 56 percent (28 percent clear and 28 
percent erratic improvement) for 642 Indian alcoholic 
patients treated in three tribal programs. However, these 
were outpatient programs, and it is likely that referrals to 
the program we have described were selected from the 
more difficult cases in each counselor's outpatient case- 
load. This would also account for the overrepresentation 
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of subjects from Indian Social Class III in the treated 
population and would indicate that the most socially dis- 
advantaged drinker did have access to the program. 

There was no evidence from our study to support Fer- 
guson's(2) conclusions that older, more traditional 
Indian men benefit most from an alcohol treatment pro- 
gram. However, Ferguson was working with Navajo 
rather than Northwest Indian tribes and with a program 
that strongly emphasized disulfiram. There was no sig- 
nificant difference in response to treatment among dif- 
ferent age groups in the Northwest program, but the un- 
derrepresentation of subjects in their 20s points to an ex- 
clusion of the younger Indian alcoholic from this patient 
sample. Perhaps an alcohol program with an inpatient 
component is not an appropriate resource for the young 
Northwest Indian male. It is also possible that the case- 
finding approach favors older men with more obvious 
signs of severe alcoholism. 

The problems encountered in the collection of data and 
in the coordination of diverse resources in this program 
were enormous. For example, in the review of medical 
records, an alcohol problem was identified for 89 percent 
of all subjects, but a definite follow-up plan for alcohol- 
ism was recorded on only 23 percent of these charts. The 
data were available in the local Indian community, but it 
was only with great effort that all sources were brought 
together. Levy and Kunitz (8) have commented that 


the numerous difficulties which have plagued the data gath- 
ering process in studies of American Indian drinking, while 
they remain with us, may be overcome to a great extent by 
the use of more uniform methods of investigation, explicit 
definitions, and whenever possible, by a multidisciplinary ap- 
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proach. As long as the methods of one discipline remain un- 
checked by the use of other methods, erroneous inter- 
pretation of the findings will be unnecessarily frequent. 


(p. 25) 


The interdisciplinary rating panel described in this 


-study is an approach that provides a check for erroneous 


judgments of Indian drinking status. Perhaps with 
broader acceptance of uniform evaluation standards, sys- 
tematic inquiry into the effectiveness of Indian alcohol 
programs can lead toward a solution of the major health 
problem of American Indians. 
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TOPICAL PAPERS: Psychiatric Residency: Some Current Issues 


The Future Educational Needs of Psychiatrists 


BY ROY R. GRINKER, SR., M.D. 


The author states that psychiatry must work at defining 


its boundaries as a discipline before the question of how 
to educate future practitioners can be answered. The 
medical student is presented with a bewildering array of 
approaches to psychiatric treatment and is pressured to 
choose quickly. The author calls for collaboration among 
the various parts of psychiatry—social psychiatry, 
community psychiatry, research, biochemistry, etc.— 
with other university faculties such as the humanities and 
basic sciences. The goal of this collaboration would be to 
produce a mature professional capable of dealing with 
the whole person. He also calls for a greater emphasis on 
research to equip psychiatry with. the necessary 
knowledge to establish its role in our ever-changing 
contemporary society. 


IMPLIED IN THE TITLE of this paper are questions that can 
no longer be answered by psychiatrists because our dis- 
cipline has lost its boundaries. Psychiatry has been incor- 
porated and defined by the social systems of the human 
consumer and regulated by superimposed governmental 
bureaucratic controls. How then can we answer the ques- 
tions of the future for which we should be educating psy- 
chiatrists? l 
Perhaps we do not differ much from other service and 
scientific endeavors as we view the attempts to predict 
what changes will occur in the rapidly approaching next 
century. Indeed, a new, supposedly scientific discipline 


Read at the 127th annual meeting of the American Psychiatric Associa- 
tion, Detroit, Mich., May 6-10, 1974. 


Dr. Grinker is Director, Institute for Psychosomatic and Psychiatric 
Research and Training, Michael Reese Medical Center, Chicago, lil. 
60616, and Professor of Psychiatry, Pritzker School of Medicine, Uni- 
versity of Chicago, Chicago, HI. 


called *futurology" is engaged in the game of betting on 
what comes next. As far as I can tell, a succinct statement 
of the conclusions of this discipline is, “More of and bet- 
ter than." 

So much of what has happened in the last decade 
denies the future psychiatrist an opportunity to mature. 
If a psychiatrist needs any one quality, it consists of a 
high level of maturity achieved through being exposed to 
a wide variety of life experiences. The psychiatrist should 
have the experiences of suffering, succeeding, and losing 
his adolescent narcissistic self-evaluation and his grandi- 
ose idealism. Only by attaining his own lifestyle and a 
stable self-system is he able to help others within a mu- 
tually trusting and respecting therapeutic alliance. 


HURRYING MEDICAL EDUCATION 


There is now a mad rush to hurry medical education. It 
has been shortened to three years, and more and more 
time has been given over to electives for students who are 
not able to choose. The abolishment of the internship and 
the direct promotion to residency means that specialty 
education has to be chosen, applied for, and accepted 
even before the full round of clerkships has been experi- 
enced. No wonder the medical student is confused and 
the first-year resident's syndrome of anxiety and depres- 
sion is worsened. It is interesting to hear how these 
youngsters choose their future discipline—by means of 
advice from others rather than through their own motiva- 
tion. Their exposure to psychiatry in medical schools ts 
brief and irrelevant. They apply for a strange mixture of 
residencies. 

The internship functions not only to increase the stu- 
dent's knowledge but, more important, to increase his ca- 
pacity to deal adequately with other human beings and to 
become professionalized. Fortunately, at Michael Reese 
Medical Center we have always started our residents on 


The papers in this section are grouped around a specific topic. Publication here does not, however, imply that the Edi- 
tors consider this material to constitute a comprehensive analysis of the topic. 
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October | so that all of the staff are back from their sum- 
mer vacations and available for preliminary orientation. 
_ We now insist that between graduation in June and start- 
ing the residency in October the students take a mini-in- 
ternship in medicine, pediatrics, or neurology. 

Probably the best evidence for the deficiencies in psy- 
chiatric education in medical schools is the experience of 
our liaison psychiatrists who work on the medical and 
surgical wards. Over the last 30 years the house officers 
from medical schools all over the country have become 
more knowledgeable about organs and organ systems, 
but they are still woefully deficient in their grasp of ill- 
ness-related problems, conflicts, interpersonal diffi- 
culties, and emotional fluctuations in the whole person. 
Yet some of these house officers aspire to go into family 
medicine! 

Turning back to the psychiatric resident who is con- 
fronted at the beginning of his career with a system frag- 
mented into parts belonging to what we as teachers rec- 
ognize as psychiatry, I need only mention the various 
forms of treatment, the specialized peer group programs, 
and the multidisciplinary aspects of research. To become 
a general psychiatrist the resident has to taste these vari- 
ous parts all too briefly during his first two years of resi- 
dency (1). Then he may elect one part of the specialty of 
psychiatry for a special track during his third year. 


MEDICAL OR SOCIAL PSYCHIATRY 


There has been a peculiar debate during the last several 
years between those psychiatrists and clinical psycholo- 
gists advocating the medical model of psychiatry and 
those adhering to a so-called social model. I consider this 
dichotomy one of the worst possible examples of dualistic 
thinking. Complementarity instead of separation has 
been and is the goal of most psychiatrists. However, to 
ensure our concern with more than the internal subjective 
complaints of our patients and their social behavioral in- 
competence, we need to know and teach our students the 
components of the medical model to extend their focus 
beyond interpretative explanations. 

This means a knowledge of diagnostic categories and 
the current nosological classification; a knowledge of bio- 
genetic and organic structural and chemical dysfunctions; 
a knowledge of psychopharmacology and at least the 
rudiments of biochemistry; and a familiarity with charac- 
teristics, predispositions, and approaches to diseases of 
development and regression in various age groups. The 
psychiatrist must be a doctor; he must demonstrate in 
practice that he is not forbidden to look at or touch the 
body even though his main interest 1s in mental distur- 
bances. 

Unfortunately, the future psychiatrist hears from his 
teachers (who must conform to the demands of govern- 
mental funding agencies that the student be encouraged 
to do community psychiatry) about a nonsystem planned 
for primary prevention—an illusion worthy only of bu- 
reaucrats. The new psychiatrist cannot be a public health 
physician, a sociologist, or a social engineer to alter the 
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horrible socioeconomic predispositions to the more seri- 
ous mental illnesses. 

The workers in the field know that the "psychiatriza- 
tion of life,” as defined by Cerrolaza (2), is a by-product 
of illusory thinking. The psychiatrist makes a poor poli- 
tician when working with community lay boards who 
have been appointed according to mandate. The boomer- 
ang of all these "promises, promises," to borrow the 
title of a recent play, is less effective psychiatric care and 
more disorganization and confusion in the field. 

Stemming not from the community mental health 
movement but from psychiatrists who are currently en- 
gaged in private practice is the mixture of private prac- 
tice with part-time paid Jobs in institutions and in-hospi- 
tal services dedicated to caring for the indigent or the 
working poor. There is no sharp separation of those who 
deal with the public or the private sector; doctors who 
work in the public sector universally moonlight in private 
practice. 

Although the individual psychiatrist, with some ex- 
ceptions, is not politically astute, psychiatric organiza- 
tions have become increasingly political. Scientific ses- 
sions are often replaced by policy discussions in an effort 
to defend psychiatry against the controls, restrictions, 
and demands of the government; to contest impound- 
ment of funds; or to issue late position papers on issues 
affecting the mental health of our citizens. But the politi- 
cal psychiatrist has been unfamiliar with the systems as- 
pects of the parts of psychiatry that seem to be in conflict. 


PLURALISTIC SOCIETY AND PSYCHIATRY 


Returning to the real world of psychiatry, we have a 
pluralistic concept of the psychiatries often so disparate 
and sometimes so contradictory that the psychiatrist as 
practitioner or scientist rides madly in all directions (3). 
However, he is not alone in his confusion because our so- 
ciety is pluralistic. It is divided into ethnic, social, and 
economic groups, each of which has different problems in 
coping with the strains of the mythical whole. 

Furthermore, what we classify as diseases or at least 
divisions in our notoriously inaccurate and inadequate 
nosological classification do not remain steady. Cross- 
sectional studies reveal shifts in outward behaviors, in 
disturbances in thinking, and in inner feelings. Not only 
do such shifts occur in individuals but there are profound 
changes in diagnostic entities —from dramatic histrionic 
excitements to highly constricted, inhibited lifestyles. 
Schizophrenia just isn’t what it used to be! 

We have now faced the vertigo-inducing problems. 
Psychiatric diseases are changing, deviances in individ- 
uals shift over the individual’s life span, society is chang- 
ing faster than ever before, and educational facilities and 
methods are changing. Are we then speaking of educa- 
tional needs of psychiatrists or the psychiatric needs of 
the public? Neither can be defined with any degree of cer- 
titude, and I would advise the beginner not to believe any- 
one who speaks positively about the future. Many of us 
have wished that we too could start again to specialize in 


a new, promising, and exciting phase of psychiatry with- 
out having to consider the fact that all phases belong to- 
gether as parts of the whole. 


THE TIME PROBLEM IN EDUCATION 


The time problem in the education of future psychia- 
trists is uppermost in our minds, but there has been no 
general solution. Some feel that the similarity of training 
programs produces a stereotyped result because curricula 
are almost identical everywhere in the country. Training 
programs differ only in the quality and experience of the 
teachers. Perhaps each institution should be identified by 
its major goal, but that too demands a premature deci- 
sion on the part of the student. Perhaps the residency pro- 
gram should be extended by one or two years, just as 
child psychiatry includes a fourth-year fellowship. But in- 
creasing the time goes against the national trend toward 
shortening the time of education. Perhaps the third year 
should be a mobile period during which the student may 
finish his education at a place that offers the best special 
track chosen by the resident during his two years of gen- 
eral or eclectic experiences. This too demands sacrifices 
that most highly autonomous institutions are not willing 
to make. 

The theme of the 1974 annual meeting of APA, “Man 
and His Cities 1974; Survival in 1984?" was unduly pessi- 
mistic in that it connoted the possible nonsurvival of psy- 
chiatry in 1984. I believe that with a sensible national 
health program backed by the national psychiatric, psy- 
chological, and social service organizations, care of psy- 
chiatric patients may be able to adapt to the changing 
times. There will always be a place for our services be- 
cause collectively we belong to the only field concerned 
with the whole person. 


RESEARCH AND CHANGE IN PSYCHIATRY 


Brodie and Sabshin (4) reviewed the number and types 
of research articles published in 7he Archives of General 
Psychiatry and The American Journal of Psychiatry dur- 
ing the last decade. At the beginning of the decade there 
was a weak emphasis on research (37 percent of the pa- 
pers). This emphasis had increased by the end of 1972 to 
48 percent. Declining governmental support may reverse 
this trend in the next decade. In order of frequency with- 
in the biopsychosocial system, articles on biological re- 
search (genetics) were most frequent, psychological arti- 
cles second, and sociological articles third. In order of 
kinds of topics, mechanisms (dynamics) came first, ther- 
apy (biological) second, and etiology third. 

We cannot stand stil! and teach what either is doubtful 
or should be discarded. Our hope for the future rests not 
only in adapting to changing social systems but in cre- 
atively developing new understanding and better meth- 
ods. In plain terms this means more emphasis on re- 
search. For this we need more than the kind of education 
for which the medical schools are solely responsible; this 
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system has failed badly in the last several decades. We 
need the whole university. The faculties of the social sci- 
ences and humanities and preclinical faculties of basic 
sciences must become collaborators in education with ap- 
propriate clinicians in the medical school. The success of 
such learning experiences involves faculties willing to 
leave the confines of their departmental or specialty com- 
pounds and enter into a viable and effective transactional 
process with new sets of colleagues. 

In growth and development the trend is upward from 
relative undifferentiation, toward differentiation, toward 
greater refinement in development of control mecha- 
nisms, and toward decline in old age. There are also proc- 
esses that push the organism back to a more undifferen- 
tiated state. This is perhaps more easily understandable 
when we speak of psychological regression, but it occurs 
in physical regression as well. If we can get the student 
to recognize that there are no dichotomies between genet- 
ics and environment, no sharp differentiations between 
levels of development, and no independence of any phase 
of the life cycle, I think that we will have developed what 
might be called the philosophy of ontology in relation to 
scientific disciplines and to the therapeutic aspects of 
medicine (5). 

The future of psychiatry hinges on changes in the shift- 
ing behaviors of man in a changing society. We cannot 
predict these changes at this time. For example, the 
wholesale increase in return of patients to the community 
from state mental hospitals may increase the pathoge- 
netic biogenetic pool. Shifts in family constellations from 
the extended to the nuclear family, increased urban- 
ization, changes in the kind of parenting, and other social 
and economic factors may result in changes in the kinds 
of coping available to succeeding generations. 


SOCIAL CHANGE AND SOCIAL PSYCHIATRY 


All of this means that psychiatry is necessarily part of 
the processes of social change—at least in diagnosis, 
treatment, and (possibly) preventive measures. All the 
more reason why solid, well-planned research in all of 
the many disciplines of psychiatry should be supported 
and greatly extended if our civilization is to be kept from 
nurturing the seeds of its own destruction. We can no 
longer afford the luxury of making public generalizations 
for narcissistic purposes. Those who treat should treat 
adequately the problems of difficult lives. Those who in- 
vestigate should have adequate support to be free to -re- 
search what needs to be researched. But these endeavors 
do not satisfactorily define what is popularly called social 
psychiatry. 

Social psychiatry is a well-meaning term but com- 
pletely inundated with confusion, multiple definitions, 
and misunderstandings. Its basic science is epidemiology, 
which is concerned with estimates of incidence and preva- 
lence of mental illness. It deals with differential distribu- 
tion of mental disease geographically and in various so- 
cial classes. However, it is obstructed by resistance 
against statistics and faulty psychiatric taxonomy. Nev- 
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ertheless, institutions will have to document their utility 
some day. This is not now possible. 

What so-called social psychiatry, with its politicaliza- 
tion of primary prevention, does is create an identity 
crisis in the student: he or she is seduced away from treat- 
ing the individual patient. The individual is considered 
worthless in comparison with communities of various 
sizes. Social psychiatry turns away from the current ex- 
plosion of research in biological psychiatry. It obstructs 
our striving toward a modern neuropsychiatry. Social 
factors must be added to any formulation in psychiatry, 
but not as goals in themselves. 

To repeat the statement in the first sentence of this pa- 
per, our discipline has lost its boundaries. If we plan to 
educate therapists and investigators we need to redefine 
our system of a biopsychosocial conglomerate in order 
to educate wisely for the future. If we fail in this task we 
face what Bertrand Russell (6) stated so pessimistically: 


262 Am J Psychiatry 132:3, March 1975 


The near future must be either much better or much worse 


than the past. Which it is to be I do not know, but those of 
you who are still young will know before very long. (p. 64) 
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Emotional Problems of Residents in Psychiatry 


BY MAJ. ANDREW T. RUSSELL, MC, USA, ROBERT O. PASNAU, M.D., AND ZEBULON C. TAINTOR, M.D. 


The authors used a questionnaire technique to determine 
the magnitude of the problem of emotional illness and 
poor performance during psychiatric residency, the 
procedures that are used to screen for or help disturbed 
residents, and characteristics that differentiate residents 
who are at risk. The data indicated that residents who 
have problems that lead to termination are rarely free of 
emotional disturbance. The general belief that women, 
foreign medical graduates, and minority group members 
are at higher risk for problems during residency was not 
supported; however, younger residents and transfers from 
other programs appeared to be at risk. A disturbing 
finding was the high rate of suicide reported. The 
authors stress the need for further work with the 
"marginal'' resident and for research on screening 

and supportive procedures. 


THE PSYCHIATRIC LITERATURE in recent years has re- 
flected a growing concern with the subject of emotional 
illness among psychiatrists during their training years. In 
1962 Halleck and Woods (1) pointed out the lack of reli- 
able statistics on the causes of failure in residency train- 
ing programs. [n what is now considered a classic study 
of psychiatric residents, Holt and Luborsky (2) empha- 
sized the changes that take place as the resident under- 
goes a maturational process which leads to the emer- 
gence of a new adult identity. Pasnau and Bayley (3) 
reported an increase in depression among first-year psy- 
chiatric residents, as measured by the Minnesota Multi- 
phasic Personality Inventory (MMPI). Duffy and Litin 
(4, 5) looked extensively at the emotional problems of 
physicians and the relationship of these problems to the 
training period. They emphasized the importance of eval- 
uation, screening, and counseling during the medical 
school years. The importance of such factors as family 
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relationships, drug and alcohol abuse, the special situ- 
ations faced by the woman resident, and the relation of 
these factors to emotional illness among physicians were 
also noted in these studies (4, 5). Garetz (6) examined 
factors that might predict success or failure among psy- 
chiatric residents and found that although some aspects 
of the MMPI were helpful in distinguishing outstanding 
from poorly functioning residents, further research on the 
problems of women residents and foreign medical gradu- 
ates was necessary. 

Kelly (7) used a questionnaire technique to study the 
incidence of both suicide and emotional problems among 
psychiatric residents. He found an incidence of psychiat- 
ric disabilities of "something over four percent” in a 10- 
year sample. Kelly also concluded that there was a need 
for more careful screening of residency applicants and 
recommended a variety of procedures to aid the “‘prob- 
lem" resident. 

While the literature cited gives an indication of the in- 
terest that exists regarding the problem, there is a dearth 
of valid statistical information on the nature and scope 
of emotional illness among psychiatrists in their training 
years. Recognizing this, a task force of the American As- 
sociation of Directors of Psychiatric Residency Training 
was formed in January 1973 to study this matter from a 
nationwide perspective. It is the intention of this paper to 
briefly summarize and discuss the findings of that task 
force. 


METHOD 


A 68-item questionnaire was designed to provide an- 
swers to three major questions: 1) What is the magnitude 
of the problem? 2) Are there certain characteristics that 
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distinguish the emotionally disturbed or failing resident 
from his colleagues? 3) How do residency programs 
screen for and respond to the emotionally disturbed or 
poorly performing psychiatric resident? The question- 
naire was designed to obtain data concerning two differ- 
ent groups of residents: 1) those who dropped out, were 
terminated, or were asked to resign; and 2) those who 
were able to be maintained in the program despite identi- 
fied marginal or failing performance and/or severe emo- 
tional problems. 

The questionnaire was mailed initially to the residency 
training directors of all the active psychiatric residency 
programs in the United States and Puerto Rico. Two fol- 
low-up mailings were then sent to programs that had 
not responded to the first inquiry. The mailing list was 
derived from A Descriptive Directory of Psychiatric 
Training Programs in the United States, 1972-73 (8). 
Combining some programs that responded as a unit, we 
contacted a total of 251 programs and received 207 us- 
able rephes, a return rate of 82 percent. These 207 pro- 
grams represented 3,737 first- through third-year resi- 
dents in training for the academic year July 1971 to June 
1972. Our sample represented 91.5 percent of the 4,085 
residents in training during that period. Child psychiatry 
and other subspecialty trainees were not included in the 
survey. The types of programs that composed our sample 
(1.e., university, state hospital, Veterans Administration, 
private, etc.) did not differ significantly from the national 
distribution. l 


RESULTS 


The data indicated that 6.9 percent (N =259) of the to- 
tal sample of 3,737 residents did not complete the year. 
Of these 259 residents, 65 percent (N 2167) left in good 
standing, 26 percent (N =68) dropped out or were termi- 
nated because of emotional illness, and 7 percent (N = 19) 
left or were terminated primarily because of academic 
difficulties, with no diagnosis of emotional illness. Five 
residents left programs for other reasons, including 
unethical behavior, family demands, or “being angry, 
hostile, and suspicious.” The small size of the groups who 
left for academic or miscellaneous reasons confirms our 
impression from experience that residents who exhibit 
major difficulties severe enough to lead to termination 
seldom do so independent of emotional disturbance. 

Four residents in our survey took legal action in sup- 
port of their contention that they should remain in their 
programs; one program reported that this step “‘fright- 
ened and intimidated” the residency committee. 

The 68 residents who did not complete their training 
year due to emotional illness were placed in diagnostic 
categories as follows: 1) behavior or character disorder 
—43 percent (N =29), 2) severe neurosis or depression— 
35 percent (N 224), 3) psychosis—18 percent (N=12), 
and 4) death by suicide—4 (3 suicides were originally re- 
ported to the survey, and 1 more was brought to our at- 
tention after the data were processed). The total of 4 sui- 
cides in the 1 year studied gives a crude suicide rate of 
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106/100,000. To the best of our knowledge, this is the 
highest rate yet reported for any residency specialty. We 
have discussed the implications of this disturbing finding 
in another communication (9). 

There were 220 residents who were able to finish the 
academic year despite marginal performance and/or 
emotional illness; these represented almost 6 percent of 
the sample of 3,737. Both this group and the group that 
terminated because of emotional problems were cate- 
gorized on 13 background characteristics, and the re- 
sults are shown in table |. The two groups differed in 
three categories—age, history of marital problems, and 
history of psychotherapy. This emphasizes the need for 
careful consideration of these three factors in evaluating 
applicants to residency programs. However, in spite of 
these differences, the basic similarity between the two 
groups is striking. 

When the results for the combined group of 288 prob- 
lem residents (those who dropped out because of emo- 
tional problems or stayed despite problems) are com- 
pared with the few national statistics that are available 
for the residency population as a whole (10), some inter- 
esting observations can be made. In 1971-1972, 27 
percent of the national psychiatric residency population 
consisted of foreign medical graduates. This figure does 
not differ significantly from the proportion of foreign 
medical graduates in our problem group (24 percent). 
Similarly, women constituted 15 percent of the general 
residency population, which is not significantly different 
from the proportion in our sample of problem residents 
(17 percent). Although no current data are available con- 
cerning minority group residents, an American Psychiat- 
ric Association survey in 1969 (11) found that 24 percent 
of the psychiatric residency population were members of 
ethnic minority groups. This compares with a figure of 16 
percent for the problem group in our survey. If one as- 
sumes a similar national figure for 1971-1972, members 
of ethnic minorities had a significantly lower incidence of 
marginal performance and/or emotional difficulties than 
would be expected by their distribution in the total resi- 
dency population (p«.01). Thus, our results do not sup- 
port the general belief that foreign medical graduates, 
women, and members of ethnic minority groups are at 
higher risk for problems during residency. This observa- 
tion emphasizes the need for increased openness, infor- 
mation, and understanding in these areas. 

The 1970-1971 census of psychiatrists conducted by 
APA (11) indicated that 42 percent of all psychiatric 
residents were under the age of 30. Our group of problem 
residents were significantly younger (63 percent under 30, 
p«.0l) Another significant finding relates to transfers 
between psychiatric residency programs. Based on data 
from 1969-1970, approximately 6.5 percent of the psy- 
chiatric residency population transferred from one pro- 
gram to another in a single year (11). Our sample of 
problem residents included 12 percent transfers, a signifi- 
cant difference (p«.01). This appears to be a definite 
high-risk factor and raises questions concerning the qual- 
ity of interprogram communication. 

Follow-up data for the 68 residents who did not com- 


TABLE I 


Comparison of Two Groups of " Problem" Psychiatric Residents, 1971-1972 


Residents Who Did Not Complete Year 
Due to Emotional Illness 


RUSSELL, PASNAU, AND TAINTOR 


Residents Who Stayed in Programs 
Despite Marginal or Failing Performance 


(N = 68) (N = 220) 
Characteristic Number Percent Number Percent 
Under 30 years old* 34 50 147 67 
History of divorce, separation, or marital problems** 26 38 55 25 
Single (no previous marriage) 24 35 59 27 
History of psychotherapy 24 35 46 21 
Practiced medicine in another specialty previously 16 24 44 20 
Graduate of a foreign medical school 14 2] 56 25 
Female 13 19 36 16 
Member of a minority group 1l 16 35 16 
Emotional problems in spouse 10 15 20 9 
Drug or alcoho] abuse 9 13 22 10 
Transfer from another program (psychiatry) 8 12 27 12 
Transfer from another program (other specialty) 4 6 17 8 
History of previous psychiatric hospitalization 4 6 5 2 


*p« 02. 
**b « .05. 


plete their residency vear due to emotional illness in- 
dicated that 29 percent (N 220) transferred to another 
psychiatric residency program, 24 percent (N = 16) were 
practicing medicine, 7 percent (N=5) transferred to a 
residency program in another specialty, 3 percent (N - 2) 
. were not practicing medicine, and 10 percent (N - 7) were 
classified as "other." There was no follow-up informa- 
tion for 26 percent of the group (N = 18). The large num- 
ber of residents who transferred to another psychiatric 
residency program gives the impression of a group of mo- 
bile problem residents going from one program to an- 
other. Also of concern is the disturbing number of resi- 
dents for whom no follow-up information is available. 

Follow-up on the 220 residents who were able to stay in 
training despite marginal or failing performance and/or 
severe emotional problems indicates that three-fourths 
were urged to go into psychotherapy, but only half did. 
According to the judgment of the residency directors, 37 
percent (N=81) of the residents who were kept in the 
program performed well, 48 percent (N = 106) performed 
marginally, and 15 percent (N=33) performed badly. 
These figures indicate that the extra efforts of the resi- 
dency programs were rewarded in 85 percent of the cases 
with at least marginal performance on the part of the 
residents with problems. 

The survey also inquired about the applicant screening 
procedures the various programs used. The most com- 
mon screening devices "always used" were letters of ref- 
erence (used by 97 percent of the programs), faculty and 
staff interviews (87 percent of the programs), medical 
school records (68 percent), and interviews by residents 
(52 percent). Only 5 percent of the programs "always or 
sometimes" used psychological testing. Other methods 
reported included telephone contact with references, au- 
tobiographical sketches, etc. One program reported that 
it required applicants to interview a patient. Another 
reported that it obtained letters from past and present 


psychotherapists. One residency director stated that he 
talked to pharmaceutical representatives about the appli- 
cants. 

When asked to rate the usefulness of the procedures 
they employ, only 30 percent of the programs rated let- 
ters of reference and medical records as very useful, al- 
though these procedures are virtually always used (see 
figure 1). The most useful procedures seem to be inter- 
views by faculty members and by residents. 

The most widely used evaluative and support proce- 
dures in psychiatric residency programs are reports by 
supervisors and faculty preceptors (see figure 2). Sixty 
percent of the programs always or sometimes used a resi- 
dent sensitivity or therapy group. This important tech- 
nique is the subject of another paper by one of us (12). It 
should be noted that programs recommended psycho- 
therapy to residents in many instances, although this was 
not a built-in part of the program. 


DISCUSSION 


The task facing those who are responsible for psychiat- 
ric residency education is a large one. From among a 
highly successful group of applicants, the residency direc- 
tor needs to be able to identify a potentially disturbed 
resident before the stresses of psychiatric training precip- 
itate the problem. Then the program needs to identify 
those individuals in training who are functioning below 
their potential and who are manifesting emotional prob- 
lems. When these individuals are identified, the program 
needs to respond with the decisions, support, and treat- 
ment required. It is hoped that increased openness of dis- 
cussion and further research concerning the problem of 
the emotionally disturbed and failing resident will make 
some of these tasks easier. 

The problem is indeed great. In the single year of our 
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FIGURE I 
Psychiatric Residency Programs’ Evaluations of Their Screening 
Procedures for Applicants, 1971-1972 
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study, 68 psychiatric residents had emotional difficulties 
of such magnitude that they were unable to complete 
their residency training. Even more tragic were the 4 sul- 
cides and their effects on the other residents and on the 
institutions involved. More than 8 percent of the resi- 
dents we studied either did not complete their training be- 
cause of emotional problems or remained in training de- 
spite marginal or failing performance and/or severe 
emotional illness. This means that a residency program 
of average size (N «18 in our sample) will have an aver- 
age of ] or 2 residents each year with problems mani- 
fested in marginal performance, emotional illness, or 
(most likely) both. Thus, although Holt and Luborsky's 
observation (2) that “the great bulk of competent resi- 
dents (and probably of good practitioners generally) are 
healthy, conventionally adjusted people" remains valid, 
the incidence of emotional difficulties among trainees re- 
mains a major problem for psychiatric education. 

In order to identify the potentially disturbed or prob- 
lem resident, we need more knowledge concerning the 
characteristics of residents who are at high risk for diffi- 
culties. In comparing our results with the available na- 
tional data, we found that the incidence of problems 
among women, foreign medical graduates, and residents 
from ethnic minority groups was no higher than would be 
expected on the basis of distribution within the residency 
population. This finding perhaps will put to rest certain 
preconceptions, and it again emphasizes the need for 
more knowledge in this area. Significant factors that we 
found included a higher incidence of problems among 
younger residents and those who had transferred from 
other programs. We are currently gathering more precise 
data concerning the residency population as a whole in 
order to make further comparisons possible. 

The magnitude and significance of the problem of the 
marginal resident underscores the need to devote more 
attention to evaluation procedures. Medical students and 
others who manifest significant problems should be iden- 
tified, advised, and helped before they begin their resi- 
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FIGURE2 
Evaluative and Supportive Procedures Used in Psychiatric Residency 
Programs, 1971-1972 


100 e | 5% 
B Always used 


Sometimes used 
[ ] Seldom used 





98% 


PERCENT CHOOSING CATEGORY OF USE 
ul 
o 


23% 
35% 
: M^ 1.5% 
Evaluation Faculty Sensitivity Resident — Individual 
by supervisors preceptor or therapy evaluation therapy 
of residents group of peers for each 
resident 


EVALUATIVE AND SUPPORTIVE PROCEDURES 


dencies. Our results suggest that personal interviews by 
both faculty members and residents are the most helpful 
evaluative procedures and should be part of every resi- 
dent's screening. Our results also indicate the need to ex- 
plore other possible means of evaluation. 

The high incidence of emotional problems among resi- 
dents indicates that reliance on screening procedures 
alone is not enough. It is a common and disturbing expe- 
rience for residency directors to accept a potentially suc- 
cessful resident who becomes unable to function under 
the stresses involved in residency training. Our survey in- 
dicates that almost all programs employ supervisor eval- 
uations and a faculty preceptor. These practices are to be 
encouraged. Also of interest is the growing number of 
programs that employ a sensitivity or therapy group for 
residents. More research is required to establish the util- 
ity of these and other procedures. 

Another conclusion that can be drawn from the results 
of our survey is that a large number of problem residents 
eventually perform well if they are given the required 
support and guidance. It is our feeling that this support 
should include the provision of psychotherapy in many 
cases. Residency programs may have to assume more re- 
sponsibility in making this service available. 

Our work in this study would be of little value if it did 
not stimulate thought and concern among those who are 
responsible for educating the psychiatric resident. In a 
period in which more and more competent psychiatrists 
are needed, every psychiatric resident who is unable to 
complete his training represents a significant loss to so- 
ciety and a waste of long and expensive training. Even 
more important is the personal loss and tragedy that sur- 
rounds so many of these cases. Yet the responsibility for 
identifying and preventing emotional decompensation 
goes beyond our own field. As experts in the evaluation 
and treatment of human behavior, we need to develop 


new techniques in the evaluation of our own trainees that 
will benefit medical education as a whole. The fact that 
we have been unable to do this adequately so far is the fi- 
nal and perhaps most disturbing conclusion of this paper. 


REFERENCES 


1. Halleck S, Woods S: Emotional problems of psychiatric residents. 
Psychiatry 25:339—346, 1962 

2. Holt R, Luborsky L: Personality Patterns of Psychiatrists. New 
York, Basic Books, 1958 

3. Pasnau R, Bayley S: Personality changes in the first year of psychi- 
atric residency training. Am J Psychiatry 128:79-84, 1971 

4. Duffy J, Litin E: The Emotional Health of Physicians. Springfield, 
Ill, Charles C Thomas, 1967 


PAUL G. COTTON AND KYLE D. PRUETT 


5. Duffy X: Emotional Issues in the Lives of Physicians. Springfield, 
Il], Charles C Thomas, 1970 

6. Garetz F: Factors relating to selection of psychiatric residents. J 
Med Educ 47:145-147, 1972 

7. Kelly W: Suicide and psychiatric education. Am J Psychiatry 
130:463-468, 1973 

8. Gurel L (ed): A Descriptive Directory of Psychiatric Training Pro- 
grams in the United States, 1972-73. Washington, DC, American 
Psychiatric Association, 1973 

9. Pasnau R, Russell A: Psychiatric resident suicide: an analysis of 
five cases. Am J Psychiatry (in press) 

I0. American Medical Association Division of Medical Education: Di- 
rectory of Approved Internships and Residencies, 1972-73. Chi- 
cago, AMA, 1972 

11. American Psychiatric Association Division of Manpower Research 
and Development: Personal communication, 1973 

12. Taintor Z: Group sensitivity training for psychiatric residents. 
Journal of Psychiatric Education (in press) 


The Affective Experience of Residency Training in Community Psychiatry 


BY PAUL G. COTTON, M.D., AND KYLE D. PRUETT, M.D. 


The community setting arouses disturbing feelings (of 


anxiety, loneliness, anger, and disappointment) within the 
resident in a manner that is both unique and potentially 
constructive for his development as a clinician. The 
examination of these feelings in the supervisory setting 
and through peer supervision is crucial to the success of 
the resident's work in the community. 


AS THE FIELD OF community psychiatry has matured, 
some experience in this area has become a recommended 
part of most approved psychiatric residency programs. 
In addition, an increasing number of reports on relevant 
training issues for new practitioners have appeared in the 
literature (1-3). However, in reviewing the literature on 
training programs, we have found that relatively little at- 
tention has been paid to certain complex and subtie sub- 
jective experiences that have a major impact upon the 
resident's growth and development. These are the affec- 
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tive, intrapersonal issues that are discussed in traditional 
psychotherapy supervision between supervisor and resi- 
dent under the heading of "countertransference feel- 
ings." In practical terms this usually means the resident's 
personal reaction to a given psychotherapeutic situation. 

We view the community psychiatric experience as a 
unique opportunity to examine a group of these feelings. 
In this paper we will outline the setting and supervision of 
our training experience, describe some of these feelings, 
give an example of the community experience, and con- 
clude by considering some of the possible long-range ef- 
fects that the community experience has had on our over- 
all growth and development as clinical psychiatrists. 


THE SETTING 


The Tufts Mental Health Center, a part of the Massa- 
chusetts system of community mental health centers, 
consists of an affiliation of 17 agencies already existing in 
the South Boston-North Dorchester community. At the 
same time it is an integral part of the training activities of 
the Tufts Department of Psychiatry, a dynamically ori- 
ented training center of Tufts Medical School and the 
New England Medical Center Hospitals. 

Residents in psychiatry spend their first year working 
primarily on the inpatient psychiatric unit of the Tufts- 
New England Medical Center Hospitals. During the 
second year they work with inpatients and outpatients of 
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Tufts Mental Health Center. The residents work in pairs. 
For six months one resident is the ward physician on one 
of three inpatient wards at the Austin Unit of Boston 
State Hospital, while his alternate works in the.area of 
the community that admits patients to the ward. At mid- 
year the residents switch positions. 

It was our community work in the South Boston subdi- 
vision of our catchment area that generated our thoughts 
for this paper. 


THE AFFECTIVE EXPERIENCE 


The major affective experiences in our community 
training fall into four categories: anxiety, loneliness, 
anger, and disappointment. Obviously, these feelings are 
also central to the traditional psychotherapy situation in 
which the therapist is called upon to examine these feel- 
ings as they arise in his relationship with his patient. 
However, we wish to call attention to a similar need to 
acknowledge and examine them in the community expe- 
rience, although the nontraditional roles and settings here 
can make this analysis more difficult. Just as the failure 
to acknowledge and work through these feelings can lead 
to an inappropriate disruption in a psychotherapeutic 
relationship, it can also lead to misunderstandings and 
unnecessary failures in community efforts. 

The anxiety we are discussing was specifically related 
to the ambiguity that characterized the community train- 
ing experience. This ambiguity was particularly striking 
when we contrasted it with our experience in a traditional 
inpatient setting where patients, clearly defined as such, 
came with complaints to us as residents in psychiatry. In 
community settings it is rarely as clear who is the patient, 
what is the role of the physician, and what constitutes 
treatment and improvement or cure. The ambiguity in 
the role of the physician extended from our vague per- 
ception of what skills we had to offer to the confused ex- 
pectations of the people with whom we would work in the 
community. 

Loneliness was experienced because the community 
work itself was often done in relative isolation from oth- 
er medical colleagues and away from the main hospital 
facilities. We especially felt the loss of a shared sense of 
purpose with our colleagues. We missed our teachers in 
the office nearby. There was no such thing as a ‘‘coffee- 
pot consultation." 

Our anger was aroused by the suspicion and skepticism 
that we encountered in the people we met. They ques- 
tioned our motives, reliability, and usefulness and dis- 
trusted even our "sacred" position as helping profes- 
sionals. We were angry at this challenge to our 
professional self-images. 

A final issue is the particular kind of disappointment 
we experienced, which stems from the nature of the com- 
munity work itself. First, our fantasies of both the 
amount and quality of work we hoped to accomplish 
were clearly not met. Second, it is necessary to perform 
much more trial-and-error, preparatory work in a com- 
munity setting than in the more defined, structured set- 
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ting of the hospital. Initially, we felt that much of our 
time and effort was not productive. We felt fallow. 


SUPERVISION 


We now turn our attention to the role that two modes 
of supervision played in facilitating our awareness of the 
feelings previously described. The first was a traditional 
supervisory meeting held weekly between each of us and 
our clinical supervisor, a full-time member in our depart- 
ment who had had significant experience in community 
psychiatric work. These sessions dealt primarily with the 
more technical aspects of the consultation rather than the 
more subjective issues previously discussed. Although it 
is not the focus of this paper, we had a great deal to learn 
about the principles and mechanics of consultation. This 
learning took place primarily in the traditional super- 
VISOry sessions, 

The second mode of supervision developed out of our 
working relationship, which was fostered by the structure 
of the residency program that paired the second-year 
residents. [n order to establish some continuity between 
our experience on the ward and in the community, we 
scheduled a formal weekly meeting in which we discussed 
aspects of the community psychiatry experience. These 
meetings continued through the year regardless of which 
of us was working in the community. We noticed that 
these meetings evolved into discussions of our more per- 
sonal reactions to the community work. We discovered 
that our personal reactions came up more fully and more 
frequently in these meetings than in our traditional super- 
visory meetings. 

There were some obvious problems in our traditional 
supervisory meetings. Not only do residents often pay se- 
lective attention to those areas in which they do well, but 
also their ability to talk with a supervisor about inter- 
personal concerns varies widely with each resident-super- 
visor mix. Two residents who have known' and worked 
with each other for more than a year have the potential 
for a trusting relationship that can allow access to their 
positive as well as negative personal reactions to their 
work. Most concretely, in this case we found it easier to 
tell each other that we were at different times anxious, 
lonely, angry, or disappointed. It was very valuable for 
our personal growth as well as for the success of our work 
to discover and examine the common situations that led 
to these feelings. In retrospect this seemed crucial to the 
success of the community consultation. 


THE AFFECTIVE EXPERIENCE IN THE COMMUNITY 


We selected the following case from our community 
experience in order to illustrate the affective experiences 
previously outlined. 

After discussion with our staff supervisors, we decided 
to attempt to develop a consultation with the large urban 
high school located within our catchment area. At that 
time there was no formal consultation with the school; 


however, its staff had expressed an interest in receiving 
some help from the mental health center. During the 
summer one of us (P.G.C.) visited the school to speak 
with the headmaster, the assistant headmaster, and the 
master in charge of the ninth-grade annex. At that time 
he introduced himself and expressed an interest in the 
possibilities of working together. He was received with 
some skepticism. The headmaster described how pre- 
vious mental health workers had been more interested in 
their own training than in helping the high school. An- 
other story was told about a group of mental health 
workers who had stopped coming to the high school when 
their own research project was finished. Despite these 
feelings the group offered to meet again at the beginning 
of the school year. 

At that point in the first meeting it seemed that the 
school staff had accepted the offer to work together, and 
the resident became more active. Responding in part to 
the group's skepticism, he defined his time com- 
mitment—approximately one morning each week during 
the school year—and suggested that the group and he de- 
cide together what work could be done during that year. 
This gave a focus for the first meetings, allowed him to 
remain flexible, and gave him the opportunity to discover 
the main problems of the school as presented by the staff. 
As he left this meeting the resident felt good about the 
prospects for the fall. 

The resident returned to the high school shortly after 
the beginning of the school year. Finding the front door 
locked, he rang the bell, and a teacher who had been sit- 
ting at a desk behind the door asked him who he was and 
what he wanted. After he introduced himself, she asked 
him for identification to prove that he was a physician 
working for the mental health center. She then tele- 
phoned the assistant headmaster's office and asked per- 
mission for him to enter. He was then admitted to the 
building. 

He walked into the headmaster's office, which was 
crowded and obviously very busy. He announced his arri- 
val to the secretary, who asked him to be seated. After he 
had waited for some time he was seen by the assistant 
headmaster, who said he was very busy since it was the 
beginning of the school year. The assistant headmaster 
suggested that the resident return the following week 
since he did not have anything specific to talk about with 
him. A similar series of events took place at the next two 
meetings. . 

After several mornings of this, the resident began to 
get angry. Different teachers were assigned to the front 
door of the school on a rotating basis. They were all sus- 
picious, probably based on their unpleasant experiences 
with outsiders coming into and disrupting the school. 
This was the first time during his residency that the au- 
thor had been mistaken for an interloper. He commented 
to his colleague that there might be more truth in this 
message than he was willing to admit. 

At this point he was also disappointed. He had spent 
several mornings working in the community, and he still 
had difficulty getting in the front door. His anxiety was 
heightened by the continual lack of defined tasks. In con- 
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trast to his expectations, he had accomplished very little. 
He was also very lonely. He sensed that he was not 
wanted. The “enemy” was all around him. There were no 
friendly supervisors in the next office with whom to share 
these feelings. It seemed that the isolation of the setting 
heightened his feelings of anxiety, anger, disappointment, 
and loneliness. 

It became clear in our discussions with each other that 
the recognition and understanding of these feelings were 
the prerequisite for our further work with the school. If 
the feelings had been projected onto the school, which 
was seen as rejecting, our efforts could have floundered. 
When we accepted the feelings as our own and began to 
explore them, we were able to develop means of dealing 
with the difficulties. For example, we planned to deal with 
the staff's suspicions by having the resident currently 
working with the school introduce himself to the teachers 
and guidance counselors, talking with the school nurse, 
and continuing to appear each week. We wanted to show 
them that their fears of him were unfounded. As he con- 
fronted the suspicion, the loneliness became less of a 
problem. By the fourth week the assistant headmaster 
was talking with him and the teachers and guidance 
counselors began to greet him when they saw him. 

Eventually, over a period of about three months, he 
was able to apply his clinical skills. The assistant head- 
master focused on behavior problems. The guidance 
counselors consulted him about difficult emotional prob- 
lems. Occasionally, when a teacher was interested in 
making a particular point about mental health, he would 
ask the resident to sit in on the class. Then the resident 
discussed the presentation with him. From time to time 
he saw individual students. The other resident (K.D.P.) 
enjoyed a similar relationship with the staff. 

There is a large body of literature on school consul- 
tation (4-8). Many of these observations were useful to 
us in the later aspects of our work in the school. How- 
ever, we must reemphasize that the success of this work 
was dependent upon the attention we paid to the feelings 
generated in our initial contacts with the school. 


CONCLUSIONS 


Our experience in the community has given us the op- 
portunity to acknowledge and analyze some of the differ- 
ences between working in that setting and in the tradi- 
tional mental health institutions and to examine some of 
our feelings when presented with these differences. We 
have found that the analysis of these feelings was crucial 
in terms of the effectiveness of our community work and 
was relevant to our personal growth as clinicians. 

The process of doing community work and reflecting 
on it is a response in some sense to the professional 
drives toward independence and competence. The clini- 
cian can learn in another setting the importance of care- 
ful analysis of the nature of clinical material as it emerges 
both from himself and from the problems particular to 
community work. 
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Controversies in Psychiatric Education: A Survey of Residents’ Attitudes 


BY JOHN F. GREDEN, M.D., AND JORGE I. CASARIEGO, M.D. 


The authors administered a questionnaire including 
statements regarding controversies in psychiatric 
education to 86 residents in six programs in the 
Washington, D.C./ Baltimore, Md., area. The residents 
were asked for their opinions on educational policies, 
ideological issues in psychiatry, their identification with 
traditional areas of medicine, and future regulatory 
practices for psychiatry. The data gathered show some 
shifts in attitudes among first-, second-, and third-year 
residents. They also show a marked inclination toward 
dynamic-analytically oriented psychotherapy. The 
authors conclude that substantial changes will be 
required in the core curriculum of residency education if 
the prediction that tomorrow's psychiatrist will bea 
complete psychobiologist is to be fulfilled. 


PSYCHIATRISTS ARE STRUGGLING with a multitude of con- 
troversies pertaining to such diverse issues in psychiatric 
education as the need for internships (1), the benefits of 
psychotherapy during residency (2), the desirability of 
the medical model or liaison with neurology (3-8), the 
value of social activism by psychiatric organizations (9), 
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the relative merits of various therapeutic modalities and 
the ideologies on which they are based (10), the wisdom 
of periodic recertification (11, 12), and the future impor- 
tance of psychoanalysis and neurochemistry (13). 

The perceptions of psychiatric residents regarding 
these issues are important for a variety of reasons. First, 
residents are the consumers of our educational policies; 
as such, their perceptions may provide quality control in- 
formation about the type of product our medical schools 
are turning out. Second, residents constitute a numeri- 
cally substantial and outspoken segment of the profes- 
sion; their support for contemplated changes in educa- 
tional policies can be crucial. For this reason, and 
because residents appear more formative and flexible 
than established practitioners, rhetorical arguments often 
seem to be directed their way. 

Third, residents are the future leaders of the profes- 
sion. There is no guarantee that their viewpoints will re- 
main stable in ensuing years, but residents’ perceptions 
today may provide clues as to where psychiatry is headed 
tomorrow. For these reasons, we sought to determine 
how psychiatric residents in one part of the United States 
perceived some of the philosophical-methodological con- 
troversies being discussed at all levels of psychiatry. 


METHOD 


In May and June 1973, we personally administered 
questionnaires to 86 psychiatric residents in six residency 
programs in the Washington, D.C./Baltimore, Md., area. 
The 86 respondents represented 77 percent of all resi- 
dents enrolled in the six programs. Eight of the residents 


were at the Bethesda Naval Medical Center, Maryland 
(all of the residents in that program); 4 (67 percent of the 
program) at Freedman’s Hospital/Howard University, 
Washington; 24 (63 percent) at Georgetown University 
Hospital, Washington; 7 (88 percent) at George Wash- 
ington University Hospital, Washington; 17 (65 percent) 
at Sheppard and Enoch Pratt Hospital, Towson, Md.; 
and 26 (96 percent) at Walter Reed Army Medical Cen- 
ter, Washington. The educational policies of these pro- 
grams have been described recently (14). 

The residents whom we were not able to survey were, 
in most instances, on vacation, scattered to elective pro- 
grams in other facilities, or busy when the questionnaire 
was administered. Twenty-six of the residents surveyed 
were in their first year, 31 in their second year, and 29 in 
their third year of training. Participation was voluntary, 
anonymous, and confidential; cooperation was generally 
excellent. No forms had to be discarded because of in- 
adequate completion. 

The questionnaire was a computer-tabulated, 21-page 
form with 120 items. It inquired about the resident's de- 
mographic and educational background, perceptions of 
the residency program in which he or she was enrolled, 
and whether he or she was receiving individual psycho- 
therapy. Personal experience with various treatment mo- 
dalities and ratings of these treatments occupied the ma- 
jor part of the form. (This information will be presented 
in another paper.) Thirteen questions dealt with con- 
troversies in psychiatric education. Responses to these 
items are the subject of this paper. 

All statements that dealt with a controversy in psychi- 
atric education were answered by means. of a five-point 
Likert scale(15). The possible responses ranged from 
strong disagreement to strong agreement. Responses 
among residents in each of the three years of training 
were compared. 


RESULTS 


Demographic data for the total group and for resi- 
dents in each year are given in table 1. Several observa- 


tions about demography were noteworthy. A much 
higher percentage of first-year residents did not report 
having had an internship. Religious activity was absent 
among most residents, and 28 percent reported that they 
had received psychotherapy before residency. Perhaps 
most important for considering residents' opinions in 
context, respondents in this population reported a conclu- 
sive predilection (62 percent) for a psychotherapeutic ori- 
entation. 

Ratings of controversial issues are given in table 2. The 
initial controversy we inquired about was the internship 
dilemma. Forty-six percent of the 86 residents agreed 
that internship should be required before psychiatric resi- 
dency; 39 percent disagreed. Not surprisingly, every sup- 
porter of the internship had taken one himself. Con- 
versely, all those who had not taken internships (22 
percent-of the total population surveyed; see table 1) op- 
posed the idea of requiring one. Since 42 percent of the 
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TABLE 1 
Demographic Characteristics of 86 Residents 





Percent of Residents Having Characteristic 
All By Year of Residency 


Residents First “Second Third 


Characteristic (N=86) (N=26) (N=31) (N=29) 





Under 29 years old* 39 65 32 2] 
Men 87 85 90 86 
White 87 80 93 86 
Married* T3 65 T3 78 
Did not have internship* 22 42 19 7 
Religious heritage 
Protestant 28 31 32 22 
Catholic 39 3l 36 50 
Jewish 26 3l 25 21 
Other 7 7 7 ri 
Not currently active in 
religion 67 62 74 64 
Received personal psycho- 
therapy before residency 28 23 29 32 
Received personal psycho- 
therapy since residency* 43 35 42 52 


Self-rating of psychiatric 
orientation 
Dynamic-analytically 


oriented 62 65 65 57 
Eclectic 33 23 32 43 
Miscellaneous** 5 Li 3 0 


*p«.05 by chi-square analysis. The variables tested were: under 29 years old 
versus 29 years old and older; married versus single, separated, or divorced; 
having had an internship versus not having had one; and having received per- 
sonal psychotherapy since residency versus not having received psychotherapy 
since residency. 

**This category included behavioral, biological/organic, and community 
psychiatry. 


first-year residents had personally avoided the internship 
year, a substantial proportion of the opposition was ex- 
pressed by the first-year group (p «.05 by chi-square test). 

Psychiatry's relationship with other branches of medi- 
cine was approached from several perspectives. First, re- 
spondents were asked about their own medical identity. 
The majority (58 percent) disagreed with the statement 
that they were a psychotherapist first and a physician 
only second. Despite this apparent support for a physi- 
cian's identity, however, there was a coexisting disavowal 
of the traditional doctor's role of physically examining 
patients. Sixty-one percent of the residents disagreed 
with the statement that psychiatrists should conduct 
physical examinations on patients they plan to treat psy- 
chiatrically. Sixty-seven percent also felt psychiatrists 
should not perform rectal or vaginal examinations on 
their patients. These beliefs had apparently been present 
before residency or had developed early in the residency 
because first-year residents were identical to their second- 
and third-year colleagues in voicing little support for the 
role of physical diagnostician. 

When asked to rate the statement that the medical 
model is outdated, one-third of all respondents agreed 
with this assessment. Interestingly, 57 percent of first- 
year residents disagreed with the idea that the medical 
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TABLE 2 
Residents’ Responses to Statements Regarding Psychiatric Contro- 
versies ( N =86} 





Residents’ Responses in Percents 


Strongly Neither Strongly 
Agree Agree Disagree 
or nor or 
Statement Agree Disagree Disagree 


Internship or its equivalent should be 

required before residency 46 15 39 
My current identity is that of a psycho- 

therapist first and a physician only 

second 26 16 58 
Psychiatrists should personally con- 

duct physical examinations on 

patients they plan to treat 

psychiatrically 13 26 61 
Psychiatrists should not perform rectal 

or vaginal examinations on patients 


they plan to treat psychiatrically 67 7 16 
The medical model of mental iliness 
is definitely outdated 33 21 46 


Psychiatrists in training shouid be 

required to rotate through a state 

mental hospital 29 24 53 
All psychiatrists should conduct a 

research project before completing 

their residency 23 31 46 
Compulsory periodic recertification of 

psychiatrists should be instituted 

(e.g., every five years) 49 27 24 
Psychiatrists should not be required to 

take neurology examinations for 

board certification in psychiatry 47 4 49 
Official organizations representing 

psychiatry (e.g., APA) should 

become more active in publicly 

recommending solutions for such 

social problems as racism, war, 


and poverty 48 12 40 
Psychoanalysis is dying as an influential 
part of psychiatry 7 10 83 


In the future, neurochemical discoveries 

will dramatically change psychiatry 

toward a medically oriented specialty 28 29 43 
Psychiatrists are extremely susceptible 

to fads in considering new treatment 

approaches. 26 25 49 


model is outdated compared with only 44 and 32 percent, 
respectively, of the second- and third-year groups (p<.05 
by chi-square test). 

Since criticism has been expressed about maldistribu- 
tion of psychiatrists, residents were asked whether they 
felt state hospital rotations should be required during 
residency. There was clearly little support for this policy. 
Responses differed significantly, however, among first-, 
second-, and third-year residents. Only 35 percent of the 
individuals in their first year of training disapproved of 
state hospital rotations compared with 57 percent of sec- 
ond-year respondents and a startling 72 percent of third- 
year residents. There was also little approval expressed 
for the requirement of research activity during psychiat- 
ric residency. 
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Two items on the form dealt with certification policies. 
Almost half of all respondents agreed with compulsory 
periodic recertification; 24 percent disagreed. Most of 
those who disagreed were third-year residents. On the 
second certification issue, the 86 residents split almost 
evenly when asked whether psychiatrists should continue 
to be required to pass a neurology exam for board certifi- 
cation in psychiatry. Forty-seven percent felt this require- 
ment should be dropped and 49 percent advocated con- 
tinuation. Differences were again apparent according 
to year of residency. Only 22 percent of the first-year resi- 
dents felt that neurology should not be required com- 
pared with 57 percent of second-year and 62 percent of 
third-year respondents (p «.01 by chi-square test). 

A variety of miscellaneous statements were also rated 
by the 86 residents. Social activism on an organizational 
basis, e.g., through official policy statements of APA, was 
approved by 48 percent but disapproved by 40 percent of 
the residents. No differences were found among first-, 
second-, and third-year respondents for this item. The in- 
tensity of feeling on this issue was reflected by the fact 
that 15 percent strongly agreed and 16 percent strongly 
disagreed. 

The one expression of relative unanimity among this 
group of residents occurred in response to the statement 
that psychoanalysis is dying as an influential part of psy- 
chiatry. Eighty-three percent of all respondents sup- 
ported analysis in their ratings of this statement. A mea- 
ger 7 percent appeared ready to sound the death knell of 
analytic influence. In rather stark contrast to this support 
for analytic approaches, only 28 percent of all the resi- 
dents agreed with the statement that neurochemical dis- 
coveries will alter the future practice of psychiatry. 

When asked whether they felt psychiatrists are suscep- 
tible to fads when considering new treatment approaches, 
49 percent of the residents disagreed. However, this was 
still less than a majority. Twenty-six percent of the re- 
spondents agreed with this blatantly critical statement of 
treatment trends in psychiatry. 

Residents were also asked to rate the importance of 
personal psychotherapy in becoming a good psychiatrist. 
Their responses to this item are shown in table 3. More 
than half of all the residents considered it'extremely im- 
portant and 29 percent rated it moderately important. 
Nineteen percent considered it minimally or not impor- 
tant. Predictably, every resident who rated therapy unim- 
portant was not receiving therapy. Less predictably, but 
still consistent, all residents receiving therapy rated it ei- 
ther moderately or extremely important. 


DISCUSSION 


The topics evaluated in our questionnaire did not focus 
upon a single theme. Rather, they pertained to educa- 
tional policies for residents, ideological issues plaguing 
psychiatry, identification with traditional areas of medi- 
cine, and future regulatory practices for the profession. 

Several trends were identified. When the total sample 


was considered, the majority of residents disagreed with 
any policy that would require research projects or state 
hospital rotations during residency. They disagreed with 
the concept of psychiatrists’ conducting physical exam- 
inations, especially rectals or vaginals, on patients they 
treat psychiatrically. They did not foresee that neuro- 
chemical discoveries would change psychiatry and denied 
that psychoanalysis was dying as an influential part of the 
profession. Many residents supported reinstitution of the 
internship, but only if they had taken one themselves. Al- 
most one-half supported compulsory periodic recertifica- 
tion, but one-half also wanted to eliminate neurology 
from the certification examinations for psychiatry. Social 
activism by official organizations of psychiatry was sup- 
ported by 48 percent of the residents but disapproved by 
40 percent. Psychotherapy was generally rated an impor- 
tant part of residency education. 

This study was not a longitudinal assessment of the 
same individuals throughout their residencies, but several 
apparent shifts can be cautiously observed when first-, 
second-, and third-year residents are compared. A higher 
percentage of those nearing the end of their training were 
against state hospital rotations, against compulsory resi- 
dent research, against inclusion of neurology in psychiat- 
ric certification examinations, and against compulsory 
periodic recertification. Third-year residents also ex- 
pressed less support for the medical model and for the fu- 
ture importance of neurochemical discoveries. 

Conceivably, residents in the later stages of training 
may have responded differently because of increased ex- 
perience or knowledge. It would be difficult to justify 
their greater skepticism toward neurochemical discov- 
eries on a scientific basis, however. Most of the items we 
assessed were subjective; there is little significant docu- 
mentation to support one view or another. We therefore 
conclude that the opinions expressed by residents in each 
year of training were formulated largely through a proc- 
ess of unscientific extrapolation dependent upon the resi- 
dent's psychiatric set or ideological identity. 

Longitudinal evaluation would be required for definite 
confirmation, but we would speculate that as the resi- 
dent's ideological identity changes during residency, his 
opinions regarding controversial issues are modified to 
conform. In this context, it is noteworthy that more than 
57 percent of residents in all three years described them- 
selves as dynamic-analytically oriented and that, al- 
though 33 percent of all residents described themselves as 
eclectic, these individuals differed from analytically ori- 
ented respondents only in their greater acceptance of be- 
havioral therapy techniques. Eleven percent of the resi- 
dents in their first year of training categorized themselves 
as orlented toward behavioral, biological/organic, or 
community psychiatry, but among second-year residents 
only 3 percent adhered to this identity; none of the third- 
year respondents described themselves with these labels. 

Armor and Klerman (16) classified psychiatrists into 
psychotherapeutic and somatic. According to this dis- 
tinction, a startling 95 percent of residents in our survey 
would be categorized as more or less psychotherapeutic. 
If the predominance of this psychotherapeutic ideology is 
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TABLE 3 
Perceptions of the Importance of Personal Psychotherapy in Becoming 
a Good Psychiatrist Among 86 Residents 





Percent of Residents Giving Rating 
All By Year of Residency 
Third 


Rating of Importance of Residents First Second 





Psychotherapy (N«86) (N=26) (N=31]) (N=29) 
Extremely important 52 54 48 54 
Moderately important 29 27 29 22 
Minimally important 8 8 13 4 
Not important 11 12 10 B 


taken into consideration, the responses reported on con- 
troversial issues are generally more understandable. 

Caution must be taken, of course, in generalizing these 
findings to residents in other parts of the country. The 
Washington/Baltimore area has a long-standing tradi- 
tion of emphasizing psychotherapy. Ideological ap- 
proaches elsewhere may be substantially different. If so, 
perceptions of controversial issues might also be differ- 
ent. 

West (1) described the psychiatrist of tomorrow as 
"more of a neurobiologist, more of an endocrinologist, 
and more of a behavioral scientist than the psychiatrist of 
today." Similarly, Myers (17) referred to the psychiatrist 
of tomorrow as the complete psychobiologist. These 
formulations for the future are obviously not being ad- 
hered to by the majority of the residents we surveyed. 

Paradoxically, five of the six programs assessed in this 
study generally described themselves as eclectic in the 
Descriptive Directory of Psychiatric Training Pro- 
grams (14). Yet when residents’ attitudes, experiences, 
ideological orientations, and ratings of treatment modali- 
ties were considered, it appeared illusory to consider the 
products of these programs as being truly eclectic. Most 
were clearly psychotherapeutic at the time of the survey. 

We suggest that psychiatric residents have a propensity 
to drift toward endeavors that they find enjoyable or 
compatible with their ideological set; global manpower 
considerations and scientific data seem to exert little in- 
fluence in career directions. If the production of complete 
psychobiologists is truly the professed goal of residency 
education programs—-a viewpoint that certainly lacks 
universal agreement—the unpleasant reality appears to 
be that this goal can be reached only after program direc- 
tors establish rigid core curriculum standards that all 
residents must adhere to. Most residents—at least in the 
Washington/Baltimore area—do not appear inclined to 
choose the exacting course described by West and Myers. 

It might be worthwhile for program directors to assess 
and publish the orientations and types of practice their 
graduating residents have selected (18). Such data might 
furnish incoming applicants with a more accurate ap- 
praisal of residency programs than published statements 
of intent do. Such studies might also generate precise 
data to embellish planning sessions about future trends in 
psychiatric education. 
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Attitudes of Psychiatric Residents Toward the Necessity of Internship 


BY TOKSOZ B. KARASU, M.D., STEFAN P. STEIN, M.D., AND EDWARD S. CHARLES, M.A. 


The authors note that the elimination of the internship 
requirement for board certification has engendered much 
discussion and has called attention to the need for further 
study of training in psychiatry. To help clarify the issue, 
they investigated demographic and career choice factors, 
individual internship decisions, and perceptions and 
feelings about these decisions in 57 psychiatric residents. 
The results indicate that the career plans of students have 
a strong influence on their training choices—those who 
are oriented toward inpatient psychiatry and 
psychosomatic medicine view the internship as more 
relevant than those who plan to concentrate in other 
areas. The authors suggest further research on the 
relation between career choice and training preferences. 


PSYCHIATRIC education has recently become the subject 
of study and controversy. As they have moved into the 
mainstream of university medical settings in recent years, 
psychiatric training programs have reflected changing 
trends in the field of psychiatry. 

The 1940s and 1950s were marked by a great emphasis 
on dynamic psychiatry. Psychoanalytic psychology be- 
came integrated into the body of psychiatric knowledge 
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and psychoanalysts brought their expertise to many 
training programs. In the 1960s, social and community 
psychiatry added another dimension, paralleling changes 
in American medicine at large. In addition to teaching 
the "technology" of psychiatric practice, many other is- 
sues were raised, such as health care delivery, coordina- 
tion with other-caretakers, and consumer participation. 
Most recently, advances in neurochemistry and neuro- 
pharmacology have not only increased scientific curiosity 
among psychiatrists but have also created a renewed 
"medical" outlook for the future of the profession. 

One may speculate that a “return to medicine," if one 


may use that designation, would tend to further the influ- ^ 


ence of general medicine on psychiatry. In eliminating 
the requirement of internship for certification, the Ameri- 
can Board of Psychiatry and Neurology was following 
the pattern of other medical specialties. The decision to 
permit direct entry from medical school into residency 
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training programs has engendered a great deal of dis- 
cussion and opinion. Some educators have warned that 
the quality of the education of the future psychiatrist may 
be adversely affected, while others feel that psychiatrists 
may be well-trained without a formally designated in- 
ternship (1, 2). However, few studies have addressed 
these issues 1n a systematic way. 

In an earlier study (3), we compared the work of in- 
ternship-trained first-year residents with that of a 
matched noninternship group on a psychiatric inpatient 
service. A chart review comparison revealed differences 
in patient care practices in the areas of length of stay, 
writing of progress notes, and use of the laboratory and 
of medical consultants. Staff ratings of the two groups of 
residents were found to differ significantly on four of five 
categories. The data from this study suggested that resi- 
dents without internships were at somewhat of a dis- 
advantage in their work in this inpatient setting. Intern- 
ship appeared to improve the resident's ability to handle 
certain medical-psychiatric aspects of inpatient care. 

The question may be raised whether the differences we 
noted in that study may diminish in later years of resi- 
dency training and whether there will ultimately be any 
measurable differences between the two groups. In addi- 
tion, that study was conducted on an inpatient service, 
and the results may not be generalizable to other types of 
psychiatric practice, such as community psychiatry or 
outpatient psychotherapy. The relevance of the 'intern- 
ship may depend in part on later career interests of the 
particular resident. 

This paper reports a systematic attempt to examine the 
attitudes of a group of residents toward the elimination 
of the internship. While we are emphasizing the future 
career plans of the residents, their backgrounds and per- 
sonal characteristics were also studied. 


METHOD 


The study was conducted on the psychiatric service of 
the Bronx Municipal Hospital Center, Bronx, N.Y. The 
psychiatric residency program of the Albert Einstein Col- 
lege of Medicine of Yeshiva University has been staffing 
this service since its inception in 1955. There are approxi- 
mately 18 residents in each year of training. The first year 
is spent on the inpatient service of the Abraham Jacobi 
Psychiatric Unit, Bronx Municipal Hospital Center. 

The second and third years are spent in the outpatient 
department, which consists of adult and child-adolescent 
clinics. A variety of treatment approaches are taught, 
ranging from group-milieu approaches to long-term indi- 
vidual insight therapy to the use of psychoactive drugs 
and other somatic therapies. Rotating consultation to 
other medical services is part of the first- and second-year 
assignments. 

A full program of seminars related to the study and 
treatment of individuals, families, and groups com- 
plements the resident's supervision and clinical work. 
Current theories of causation of the major psychiatric ill- 
nesses are presented in an atmosphere of eclectic learn- 
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ing. The curriculum is similar to that of other major East 
Coast psychiatric programs in its approach to training 
and patient care. The residency program began to accept 
residents without an internship in 1970. 

All residents in the program (N 262) were asked to 
complete a comprehensive survey regarding attitudes to- 
ward the internship in psychiatric education. The survey 
also investigated social and demographic characteristics 
and career plans of the residents. Open-ended questions 
inquired into reasons for residents' individual choices of 
internship versus no internship and their perceptions of 
the effects of this decision (if the option had been avail- 
able to them). 


RESULTS 


Of the 62 residents in the program, 57 (94 percent) 
completed the survey. Fifty of the respondents (88 per- 
cent) were internship-trained residents and 7 (12 percent) 
were noninternship-trained residents. Table I presents 
demographic data and career plans for the 57 respon- 
dents. Eighty-one percent of the residents were men and 
19 percent were women. Their ages ranged from 26 to 38, 
with no significant distribution differences between the 
internship and noninternship groups. Two-thirds of the 
residents were married. The career plans of almost all of 
the respondents included private practice and teaching; 6 
residents (11 percent) planned psychosomatic medicine 
liaison work. 

On the attitude survey (see table 2), 69 percent of the 
respondents agreed with the statement that an internship 
should be a prerequisite for psychiatric residency. Of the 
25 percent who strongly agreed, all were in the internship 


TABLE | 
Characteristics of Psychiatric Resident Respondents (N =57} 


Characteristic Number Percent 
Sex 
Male 46 81 
Female I! 19 
Age 
26-27 12 21 
25-29 26 46 
30-31 11 19 
32-33 6 11 
36-38 2 3 
Marital status 
Married 38 67 
Single 13 26 
Separated or divorced 4 7 
Internship 
Yes 50 88 
No 7 12 
Career plans 
Private practice 55 96 
Teaching 56 98 
Psychoanalytic training and practice 24 42 
Research 19 33 
Community mental health 13 23 
Psychosomatic medicine 6 11 
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TABLE 2 


Residents’ Responses to a Survey of Attitudes Toward Internship, in Percents (N 257] 





Item 


1, An internship should be a prerequisite for psychiatric residents. 

2. An internship is totally unnecessary as preparation for psychiatric 
residency. 

3. Aninternship is an asset, but not essential, in preparation for 
psychiatric residency. 

4. Psychiatrists should not attend medical school, but should be 
prepared in a special interdisciplinary graduate school program, 
with emphasis on psychobiological and social sciences. 

5. If you were presently a third-year medical student and planning a 
psychiatric residency, would you take an internship? 


group, while all of the noninternship group were among 
the 31 percent who disagreed. Thirty-seven percent 
agreed with the statement that an internship is totally un- 
necessary, while 82 percent agreed with the statement 
that an internship is an asset but is not essentialin prepa- 
ration for psychiatric residency. 

The statement that psychiatrists should not have to at- 
tend medical school was answered "strongly agree" by 16 
percent of the residents, all of whom had internship back- 
grounds. Among the 36 residents who stated that they 
would take an internship if they were third-year medical 
students now, there were 2 who had elected not to take an 
internship. 

Responses to the open-ended questions of the attitude 
survey generally identified greater ease in medical man- 
agement and increased self-confidence in the role of phy- 
sician as benefits accruing to the beginning psychiatric 
resident from internship. Sample comments excerpted 
from responses of the internship group to the open-ended 
section of the questionnaire include the following: 

“More comfortable with responsibility for patient care 
and more confident in my role as a doctor." 

"My beginning residency was less of a stress; intern- 
ship helps speed clinical maturity." 

"Without an internship, you're not a real doctor." 

From the noninternship group came these comments: 

“I felt slightly less prepared and less comfortable with 
patient responsibility." 

" Did not feel confident in my ability to make medical 
decisions at the beginning." 

"Having had it would have made moonlighting possi- 
bilities greater." 

Most of the comments from both groups were consist- 
ent with these examples. 


DISCUSSION 


The effect of elimination of the internship may be quite 
different for psychiatry than for other medical specialties. 
The type of experience gained during an internship is of- 
ten contained within the first year of residency in other 
medical specialties. Residency training In psychiatry may 
not similarly compensate for the absence of the intern- 
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Slight Moderate Strong 
Disagreement Agreement Agreement Agreement 
31 18 26 25 
63 14 19 4 
18 10 25 47 
37 25 20. 16 
No—37 Yes—63 


ship year. For residents in psychiatry, bypassing the in- 
ternship phase may have a different implication regard- 
ing their interest in and attitude toward medicine, as well 
as their future career direction. Thus direct entry into a 
psychiatric residency may have not only a “telescoping” 
effect but also a divergent effect that encourages early de- 
parture from a medical orientation. : 

There is a broad spectrum of practice opportunity 
within psychiatry, ranging from medical and biological 
research and hospital practice to social and community 
psychiatry. Career plans within the field of psychiatry 
may define the usefulness of the internship experience. 
This study focused on the relationship of specific career 
plans to the decision whether or not to take an internship. 

All noninternship residents disagreed that an intern- 
ship should be a prerequisite for psychiatric residency, al- 
though 2 of them stated that they would take the intern- 
ship if they were currently third-year medical students. 
This option was, of course, available to them, and they 
elected not to do so. Thus, the fact that the internship is 
not mandatory may lead to the prospective resident's be- 
lief that it is not useful or necessary. Some noninternship 
residents indicated that they would have taken an intern- 
ship in spite of their views that internship should not be a 
prerequisite. Such conflicting statements may reflect a 
negative attitude toward requirements in educational in- 
stitutions that may be prevalent. On the other hand, 21 of 
the respondents (advanced residents who had not had the 
option of direct entry into residency) stated that in retro- 
spect they would not have taken an internship if they had 
had a choice, even though they all viewed the internship 
as a valuable experience. 

Valuable experiences may not necessarily be viewed as 
desirable. In addition, as a resident advances and be- 
comes more distant from the care of the acutely ill psy- 
chiatric inpatient, his view of the relevance of an intern- 
ship may be modified by that distance and by the 
development of a new professional identity, that of ‘‘psy- 
chiatrist." All of the 6 residents (11 percent of the 
sample) who planned a career in psychosomatic medicine 
were among those who had taken internships and who re- 
ported on the survey that they would make the same 
choice again. 

The career choice of all of the noninternship residents 


and 37 percent of the internship residents excluded psy- 
chosomatic medicine and research. This segment of the 
internship residents was among those who agreed with 
the statement that they would not have taken an intern- 
ship if they had had the option. Their future career plans 
were directed toward psychotherapy, teaching, and com- 
munity mental health work. Thus, the career direction of 
the resident appears to influence his view of the useful- 
ness of the internship, as well as his decision whether or 
not to take it. 

The data suggest that career plans play an important 
role in determining the type of training an individual ar- 
ranges. An internship is viewed as particularly relevant 
by those who plan a career in psychosomatic/liaison 
medicine or inpatient psychiatry. The relevance of an in- 
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ternship for those whose career plans include outpatient 
psychotherapy or community psychiatry is an open ques- 
tion. Further study exploring the relationship of career 
choice to training in psychiatry is needed. 
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Career Decisions in the Early Postresidency Years 


BY JAMES L. CAVANAUGH, JR., M.D. 


The author notes that the end of the postresidency 
military obligation necessitates earlier career decision 
making for the senior psychiatric resident. This problem 
is seen to be exacerbated by the eclectic nature of most 
psychiatric training. Issues for residents include the 
problem of role models and the "senior resident 
syndrome,” the decision of whether to maintain their 
university affiliation, the role of private practice, 
questions of clinical maturity, etc. The author believes 
that programs must be developed to systematically and 
objectively present to residents the data that now exist 
regarding multiple career options. 


WiTH THE disappearance of the postresidency military 
obligation, the senior psychiatric resident is forced to 
make decisions on career directions at an earlier time 
than ever before. Whereas some form of government 
service (e.g., military, Public Health Service, or Veterans 
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Administration) has traditionally given the majority of 
newly trained psychiatrists two additional years of struc- 
tured clinical, administrative, or research opportunities, 
the termination of the doctor draft, the CORD program, 
and the Berry plan will now present all senior psychiatric 
residents with a similar dilemma—what to do profes- 
sionally in the early postresidency years. For the univer- 
sity-based, eclectically trained resident—a description 
that fits a majority (54 percent) of all residents (1)—deci- 
sions about career directions are particularly difficult. 
Assistance in exploring these questions has not classically 
been a significant function of the medical-school-based 
residency experience, and the majority of newly trained, 
eclectic psychiatrists have heretofore used government 
service as a period for debating, reflecting, and decision 
making about future goals. 

Numerous studies (2-6) over the years have explored 
the diverse issues involved in the process of residency 
training. Relatively little study has been devoted, how- 
ever, to the issues raised by the early postresidency years 
and the problem of multiple choices for career direction. 
It is imperative that departmental chairmen and direc- 
tors of residency training programs begin to explore 
more fully ways to help all psychiatric residents deal with 
these crucial early postresidency decisions about career 
directions. This paper will explore various issues raised in 
career decision making for the eclectic resident. 
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ROLE MODELS AND THE "SENIOR RESIDENT 
SYNDROME” 


Role modeling after mature psychiatric teachers 
clearly has a very powerful influence on resident behavior 
and professional identification. Brody described the proc- 
ess as 


the unconscious acquisition (following some conscious imi- 
tation) of some of their ways of thinking, feeling, and acting. 
Such identification and its eventual dissolution, leaving key 
residuals integrated with precipitates of other important rela- 
tionships, 1s an essential aspect of the maturation process 
without which learning is merely the cross-sectional reception 
of information. (7, p. 155) 


For today’s eclectic resident, the predominant role 
model remains the “‘triple-threat”” psychiatrist (clinician, 
teacher, and research professor) originally described by 
Sharaf and Levinson (8). Exposure to these career sets, 
exemplified by the most prestigious academic psychia- 
trist, at crucial times during their development creates for 
the majority of psychiatrists in training an awesome pro- 
fessional goal. Many (perhaps most) senior residents are 
uncomfortable with this complex role model or feel in- 
adequate to live up to it. Understandably, these individ- 
uals experience anxiety, confusion, and even depression 
as the time for career decision making approaches. To 
make a mature decision, they must reexperience old con- 
flicts about role confusion initially struggled with as part 
of the beginning psychiatry training syndrome (9). At 
best, the triple-threat role model has only been partially 
assimilated and mastered, or partially rejected and other 
models incorporated. Professional identity versus profes- 
sional identity diffusion, analogous in part to the crisis in 
adolescent development described by Erikson (10), char- 
acterizes what may well become a new syndrome—the 
"senior resident syndrome"'—created by the eclectic di- 
lemma and accentuated by the termination of two years 
of required postresidency military experience. Finally, 
the eclectic psychiatrist, as recently reviewed by Abroms 
(11), has no theoretical framework to replace the integra- 
tive function of psychoanalytic theory. Career preceptor- 
ships and special seminars must be developed in eclectic 
residency programs to help all residents explore more 
fully the complex personal and professional issues raised 
by the senior resident syndrome and the role model of the 
academic psychiatrist. 


CLINICAL MATURITY AND THE RETREAT FROM THE 
PATIENT 


University-based residency programs have emerged as 
the most prestigious centers for psychiatric training. This 
academic and research orientation in residency training 
has dramatically expanded the data base of the eclectic 
psychiatrist and has resulted in greater respectability for 
psychiatry within the university medical center. Kubie, 
however, recently called attention to an alarming pattern 
developing in academic centers of medicine. 
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It is a disease without a name whose presenting symptom 
is a retreat from patients... . The flight from patients is even 
better rationalized, culturally supported, and to a dismaying 
degree practiced, defended, and approved by many eminent 
psychiatrists. (12, p. 101) 


For the bright young man in a hurry academically, the 
triple-threat role model is perhaps an appropriate one, 
but its contribution to the continuation of the devel- 
opment of clinical maturity is more dubious. Clinical 
maturity still remains the cornerstone of psychiatric 
judgment, and Kubie further stated that if the eclectic is 
to be well trained, "He must first become a psychiatrist. 
...In the process of ‘becoming,’ an indispensable in- 
gredient will be long and intensive involvement with indi- 
vidual patients" (12, p. 99). For the gifted resident, 
comfortable with and able to follow the academic role 
model, intensive clinical involvement with patients is the 
activity least likely to be rewarded by peers because it is 
most difficult to evaluate objectively and therefore may 
be underemphasized in early career decisions. For the av- 
erage resident who is unable or unwilling to follow the 
triple-threat model, selection of a subspecialty career 
tract (administrative psychiatry, research psychiatry, 
full-time academic psychiatry, forensic psychiatry, or so- 
cial and community psychiatry) in an attempt to excel in 
one area could result in "selective inattention” to mean- 
ingful personal involvement with patients. All residents 
approaching career decisions must carefully explore the 
implications of such subspecialty choices for their further 
clinical maturation. 


UNIVERSITY AFFILIATION 


With the majority of residents now being trained in the 
university system, one early career decision must deal 
with continuation or discontinuation of the university af- 
filiation. Although few authors have discussed the issues 
involved in these decisions, Romano (13) and Engel (14), 
in their writings on the concern that psychiatry is with- 
drawing from medicine, have clearly stated that at least 
some work within the medical school setting is crucially 
important to the psychiatrist's continued evolution as a 
competent professional. However, discussions of the rela- 
tive advantages and disadvantages of salaried full-time, 
geographic full-time, part-time, or donated-time posi- 
tions are rare. The question of staying at one's training 
institution versus moving on to other centers and other 
opportunities is rarely debated. In many major university 
centers, graduated residents stay on in minor staff posi- 
tions, causing such saturation of psychiatric talent in cer- 
tain areas of the country that creativity and personal de- 
velopment are often smothered. Failure to be “accepted” 
on the staff is often seen as complete rejection of one’s 
worth as a psychiatrist. Opportunities in other geographi- 
cal areas or in newer, less known, less developed depart- 
ments of psychiatry are not explored, perhaps again par- 
tially due to the prestige and relative safety of working in 
the parent university, which is reinforced by the presence 
of the local academic role models. 


Many myths need to be carefully explored in consid- 
ering types of university affiliations. For example, the rel- 
ative merits of salaried full-time versus geographical full- 
time positions have been recently examined by Maloney 


in one of the very few well-designed investigations of this | 


question. 


For nearly half a century, GFT (geographic full-time) fac- 
ulty members have been considered to be economically moti- 
vated, to do little. research, to have minimal extra-mural 
grant support, to be distracted from their teaching obliga- 
tions by clinical practice, to spend little time with students, to 
neglect administrative matters, and to lack scholarly dis- 
tinction. In contrast, SFT (salaried full-time) faculty are 
viewed as having intellectual rather than economic motiva- 
tion, to engage actively in research, to have abundant grant 
support, to spend much time teaching, to be available to stu- 
dents, to carry a heavy administrative burden, and to achieve 
national and international recognition for scholarly activi- 
ties. ... Interestingly, all but one of these shibboleths are 
false. (15, pp. 5-8) 


Maloney noted that all but one of these stereotypes 
were false (salaried full-time faculty did spend more ume 
in research-related activities). Other myths for consid- 
eration might include the following: I) the prestige of fac- 
ulty appointment outweighs all other considerations (fi- 
nancial sacrifice, etc.), 2) the acquisition of tenure is a 
most important consideration in weighing academic affil- 
iation, 3) patients prefer to be cared for by the university 
physician, 4) competence as a specialist 1s related to the 
degree of involvement in the medical center setting, and 
5) medical students and house staff learn "most" from 
academically oriented teachers. These and other diverse 
issues regarding academic affiliation must be discussed 
with eclectic residents who are trained within the univer- 
sity setting. 


THE ROLE OF PRIVATE PRACTICE 


Private practice remains a relevant professional activ- 
ity worthy of consideration by the newly trained psychia- 
trist (16). Kubie has observed, "Private practice has 
many defects, but in spite of them it has been our best 
teacher for years" (12, p. 99). The role that private prac- 
tice can play in the continued evolution of clinical matu- 
rity should be abundantly clear to even the casual ob- 
server interested in psychiatric training. Personal 
involvement with patients, whether the modality is indi- 
vidual, marital, family, group, or community therapy, is 
a basic role mode! requiring careful consideration by ev- 
ery psychiatrist. Few eclectic training programs, how- 
ever, Offer significant opportunities for senior residents to 
explore with private practitioners of psychiatry the many 
complex issues involved. In fact, the classic salaried full- 
time system interdicts private practice or allows only a 
group or a professional association practice in which def- 
inite financial advantages exist for the department or 
sponsoring organization. 
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The negative set that exists in many academic psychi- 
atric communities toward private practice is such that 
not only are discussions of the problems and advantages 
of private practice completely avoided but clinical teach- 
ers who are actively engaged in private practice are fre- 
quently devalued and become negative role models for 
training residents. In a recent survey of practicing psychi- 
atrists in Florida, Warson and Denman (17) found that 
28 percent of the psychiatrists surveyed felt that their for- 
mal residency programs trained them less than ade- 
quately for the problems they encountered in psychiatric 
practice, and 83 percent felt a lack of preparation for the 
necessary practical aspects of private practice. Allen, 
who was successful in organizing private practice semi- 
nars for senior residents at the University of Cincinnati, 
found that a very significant factor was “‘the residents’ 
need before they severed their ties to their training insti- 
tution for an opportunity to expose and discuss problems 
that they might expect to encounter in their role as (prac- 
ticing) psychiatrists” (18, p. 418). Few eclectic programs 
offer such discussion groups as a part of formal residency 
training. 


PERSONAL PSYCHOTHERAPY OR TRAINING ANALYSIS 


The role confusion typically experienced by first-year 
residents is reawakened as they struggle with decisions on 
career directions in the early postresidency years. Dy- 
namic eclecticism, with its systematic rather than theo- 
retical cohesiveness, presents the young psychiatrist with 
multiple career directions but no unitary ethical, theo- 
retical, or philosophical position. Academic role models 
are presented for emulation that may not be appropriate 
to the residents’ career goals or professional potential. It 
is perhaps possible to speculate that senior residents and 
young psychiatrists will now seek personal psycho- 
therapeutic experiences not primarily for purposes of 
training but at least in part to assist them with career de- 
cisions and with understanding their underlying con- 
scious and unconscious motivations. Further, the eclectic 
resident has difficulty discussing these decisions with fac- 
ulty who are often too busy to listen or too "powerful" 
for residents to approach comfortably. Career preceptors 
are rare in training programs, and career seminars are in- 
frequent. The senior resident is essentially alone and anx- 
ious as he approaches this important crossroad in his 
young career. Some authors have noted the waning of 
psychiatric interest in formal psychoanalytic training, but 
many young psychiatrists are still engaging in their own 
personal psychotherapeutic experiences (19). Pressure for 
earlier career decisions, in part related to the present 
discontinuation of obligatory government service, could 
strengthen this trend, which is considered a healthy one 
by many. Thus an important experience could be added 
to the residency years in a manner that is perhaps more 
responsive to the individual needs of residents than the 
earlier imperatives for formal analytic training, which of- 
ten succeeded in only further compounding the dilemma 
of the early postresidency years. 
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CAREER DECISIONS 


CONCLUSIONS 


The need of the senior eclectic resident for thoughtful 
career counseling has increased as the discontinuation of 
obligatory postresidency government service adds to the 
dilemma of career decision making. Whatever the resi- 
dent’s ultimate choice of early career directions, depart- 
mental chairmen and residency directors must attempt to 
develop programs to objectively present the vast amount 
of data that now exists regarding multiple career options. 
It is important to note that academic role models are not 
necessarily the only appropriate models for emulation by 
all residents. Career preceptors should be developed 
within the university-based training program to help se- 
nior residents work through what has been described as 
the senior resident syndrome. Formal or informal semi- 
nars fully sanctioned by the department should become 
foci for discussion of such career decision issues as the 
importance of clinical work in the further development of 
psychiatric judgment, facts about university affiliation, 
the role of private practice, and the desirability of per- 
sonal psychotherapy. 
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EDITORIAL 





The Ideal Physician 


IN A RECENT COMMENTARY in the Journal of the American Medical Association, Di- 
mond (1) highlighted the desirability as well as the difficulty in selecting scientifically 
qualified medical students possessing the personal quality of compassion—a generally 
accepted characteristic of the ideal physician. In another JA M A article, Pellegrino (2) 
proposed that historically and practically, achieving a consistent triad of excellence in 
skill, knowledge, and humanistic attitudes (the ideal physician?) is perhaps unlikely 
except for a "very few persons." 

The ideal physician has been described as a compassionate medical scientist (1), as 
a humanist physician (2), and as one who practices “the art and the science" of medi- 
cine (3). What is meant by "compassionate," “humanist,” or "art" when one is defin- 
ing the qualities of an ideal physician? If one cannot define these specific qualities, how 
then can one proceed to select such a person or develop enhancing educational pro- 
grams for him? 

There seems to be little debate about what a scientific physician is: he or she must 
base his/her professional skills and practice on the foundations of scientific discovery, 
on information and techniques acquired by employing the scientific method (and tol- 
erated amounts of logical, deductive reasoning). But when you ask six people to define 
a compassionate or humanist physician, the usual responses consist of a variety of six 
commonly agreed upon examples; rarely do they provide a useful or clear definition. 

Any effort to deflocculate these muddy waters should identify some basic person- 
ality characteristics of the ideal physician that can be teased out and perhaps mea- 
sured, or at least evaluated. One possibility is that compassionate, humanist, or 
"ideal" physicians are those who are aware of and concerned with the secondary, af- 
fective, and peripheral consequences to their patients of their primary cognitive deci- 
sions and scientific activities. Similarly, such physicians are aware of and concerned 
with the potential cognitive impact on the patient of their own affective responses. 
Underlying this is the indispensable assumption that the physician possesses an ade- 
quate base of scientific knowledge and skill. But if he is to function as an ideal physi- 
cian, these skills must be practiced within a humanistic framework that implies an 
empathic attitude toward patient concerns, an attitude that permeates the applica- 
tion of those indispensable scientific accouterments. Aware of their own emotions 
engendered by the patient-physician interaction, such professionals utilize their 
energies (anger, love, etc.) for their patient's welfare, not their own, or neutralize these 
responses effectively in the patient's interest. They foresee and sensitively anticipate 
the patient's anxiety about his ailment and have the ability to share this awareness 
either directly, by word, or indirectly, by deed, in a way that tends to replace patient 
fears with legitimate confidence in the physician. 

A recent student-teacher clinic provided a simple example for evaluating medical 
student humanism, or its potential. A child neurologist and I (a child psychiatrist) 
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were teaching four medical students the key diagnostic features of a mongoloid child. 
As each of the students examined the child and her epicanthal folds, noted the simian 
lines across her palms, demonstrated the laxness of her joint ligaments and her muscu- 
lar hypotonia, one of the students spoke up spontaneously: "Shouldn't we have 
washed our hands before examining the child?” He was concerned about the sudden 
and massive application of bacteria, etc., by 12 hands holding, flexing, and rubbing 
over the nearly naked baby. His sensitive concern was for a possible consequence sec- 
ondary to the primary cognitive examination activity itself. It was a clue, if one ac- 
cepts my hypothesis, that this student had the potential for becoming a compassionate 
medical scientist. His comfort with speaking up about the faculty's failure to suggest 
this precaution also indicated that he believed he was in an environment that could tol- 
erate compassion and even reward it (he was praised for his alert and appropriate sen- 
sitivity). 

This example is from the same cloth as that of the physician who warms the stetho- 
scope, takes the time to explain in advance unfamiliar sensations to expect during an 
examination, or tells a patient that crying with relief is a beautiful thing—and then 
comfortably allows it to happen. 

Both in actual teaching-learning situations and in simulated educational clinics 
such qualities can be observed, encouraged, perhaps taught, and certainly rewarded. 
Identification of the personality traits I have described could represent one predic- 
tive step across the quicksands of identifying compassionate science students for 
medical school admission. 

An educated awareness of and concern for the affective component of the patient's 
being tempers and guides the empathic yet calculated, the objective, and the cognitive 
decisions of the ideal physician. Physicians are advisors, not dictators, in the sense that 
they give advice and not orders to the patient. They give this advice as freely as they 
give the patient the privilege of accepting or rejecting it without retribution. They 
possess the ability to share in the patient's helpless or seemingly hopeless plight while 
remaining effective in their proper attitudinal attire of knowledgeable hope. 

The one common personality thread found in the fiber of an ideal physician may be 
this educated sensitivity, this sympathic resonance with the patient, which does not af- 
fect the physician's objective decision making as much as it affects his style and man- 
ner of rendering his decisions or recommendations. 

If this attribute—awareness and concern with the affective and secondary con- 
sequence of cognitive, scientific decisions and activities— reasonably describes one 
major characteristic of the ideal physician, a better chance exists for identifying such 
a person when he or she applies to medical school. There is also a better chance for 
teaching and practicing such concern after the medical school experience. 

The goal of becoming an ideal physician may never be completely attained, but it 
would seem less courageous to forfeit an unrun race than it would be to lose it after a 
sincere effort. Without clear recognition of the discernible qualities of the ideal physi- 
cian and a continuous effort to achieve them, tomorrow's physicians may become little 
more than tradesmen, unwitting traitors to a great profession and a viable tradition. 
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Improvement of Parkinsonism in Depressed Patients Treated with ECT 


BY ZIGMOND M. LEBENSOHN, M.D., AND RAMON B. JENKINS, M.D. 





T'wo patients with severe Parkinson's disease were 
treated with electroconvulsive therapy for a supervening 
depression. Not only did the symptoms of depression 
clear up after only four treatments, but the parkinsonian 
signs also showed striking and sustained improvement. 
This may be related to ECT-induced changes in 
dopamine and norepinephrine metabolism. Parkinsonism 
does not appear to be a contraindication to ECT. On the 
contrary, ECT may be the treatment of choice for certain 
patients with Parkinson's disease, whether or not it is 
complicated by intractable depression. 





MENTAL DEPRESSION OCCURS commonly in patients with 
Parkinson's disease. Therapeutic response to tricyclic 
antidepressant drugs is often disappointing and too slow 
for emergency use. Many clinicians have been reluctant 
to use electroconvulsive therapy to treat depression in 
patients with severe rigidity and bradykinesia. We re- 
cently treated two such patients suffering from severe de- 
pression and classical Parkinson's disease with ECT. 
Their depression was alleviated after only four treat- 
ments; surprisingly, the objective parkinsonian signs also 
showed striking and sustained improvement. 


CASE REPORTS 


Case 1. A 62-year-old lawyer first became ill in December 
1961, when he developed an acute paranoid depression precipi- 
tated by a stressful situation in his work. He was given six elec- 
troconvulsive treatments, recovered temporarily, but later re- 
lapsed. In April 1962 he was admitted to a psychiatric hospital 
where he received perphenazine (Trilafon), benztropine mes- 
ylate (Cogentin), and imipramine (Tofranil). His condition re- 
mained static, with depression and paranoid delusions pre- 
dominating. In December 1962 he developed masked facies and 
decreased arm swing, especially on the right side. Cerebrospinal 
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fluid was normal. The mild parkinsonian signs were attributed 
to side effects of drugs. 

Because his paranoid delusions persisted he was transferred 
to another hospital and given up to 600 mg of chlorpromazine 
(Thorazine) daily, 2 mg of benztropine mesylate daily, 10 mg of 
dextroamphetamine (Dexedrine) each morning, and 5 mg of tri- 
fluoperazine (Stelazine) twice daily. He improved rapidly dur- 
ing the next three weeks. The doses of the drugs were gradually 
reduced, and he was discharged from the hospital on February 
5, 1963. He continued to take 2 mg of trifluoperazine twice 
daily and 200 mg of chlorpromazine at bedtime. These medica- 
tions were discontinued 1n March 1963, and he was discharged 
from treatment without abnormal psychiatric or neurological 
signs. 

For five years he remained well. In January 1968, following a 
stressful legal case, he again developed delusions of reference, 
which disappeared when he was given 2 mg of trifluoperazine 
three times daily for one week, then twice daily for three weeks. 
However, his parkinsonian symptoms and signs reappeared, 
and medication was discontinued. Repeated examinations by 
neurologists over the next several years showed signs of pro- 
gressive Parkinson's disease, predominantly on the right side. 
Because of the asymmetry and typical clinical course of the dis- 
ease, this was considered to be an independent development. 

The patient received no phenothiazines for the next four 
years, but by June 1972 his rigidity and bradykinesia had be- 
come much worse despite treatment with trihexyphenidyl (Ar- 
tane). Within one week he also became depressed, delusional, 
and pathologically obsessed with trivial episodes from his dis- 
tant past. Chlorpromazine, in doses of up to 600 mg daily, 
failed to produce the improvement that had occurred nine years 
earlier. By June 28 he was so rigid that he could not move, and 
all medications were discontinued. During the next few months 
his rigidity and bradykinesia improved slightly, but he was bare- 
ly able to function. He continued to take anticholinergic agents 
—benztropine and biperiden (Akineton)—but he was not given 
L-dopa because of his fragile psychiatric state. 

By September 1972 his delusions had returned with such 
force that he was readmitted to the psychiatric unit of Sibley 
Memorial Hospital. He was in a state of profound depression 
and psychomotor retardation. He could not rise from a chair, 
his face was masklike, and he showed a typical dystonic parkin- 
sonian posture. He had difficulty speaking. He had a shuffling 
gait without festination. He would recoil when pushed on his 
sternum but would not fall forward or sideways. There was se- 
vere lead-pipe rigidity of his neck and limbs, slight cogwheel ri- 
gidity in both arms, and a hint of tremor on the right side. He 
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was mentally confused and appeared to have auditory and vi- 
sual hallucinations. On several occasions he was incontinent of 
urine. 

He was given four ECTs between September 28 and October 
5. Each was preceded by intravenously administered sodium 
methohexital (Brevital) and succinylcholine hydrochloride 
(Anectine), and they were well tolerated. The treatments were 
followed by remarkable and rapid improvement not only in his 
mental condition but also in his physical state. The muscular ri- 
gidity and immobility of his face almost disappeared. His 
speech and gait improved greatly, particularly after the second 
treatment. His delusions disappeared after the third treatment. 
He smiled readily and walked about the ward spontaneously. 
His gait was no longer shuffling, although arm swing was dimin- 
ished. He lost retropulsion to sternal push. The speed with 
which he initiated and performed movements was remarkably 
increased. His superior mental faculties were clearly unim- 
paired. He was discharged on October 9, 1972. 

He has been seen at regular intervals since discharge and has 
been on a regimen of 2 mg of benztropine mesylate four or five 
times daily, to which 100 mg of amantadine hydrochloride 
(Symmetrel) twice daily was later added. Since November 1972 
he has resumed his full-time active practice, at which he has re- 
mained highly effective. His Parkinson's disease has been stable 
and there has been no recurrence of psychiatric symptoms. 


Case 2. A 70-year-old businessman with a lifelong cy- 
clothymic personality had four severe episodes of manic-de- 
pressive illness over a period of 25 years. He had been hospital- 
ized and successfully treated with ECT on several occasions. 
His last psychiatric illness was a hypomanic episode following a 
prostatectomy in 1963. This was treated successfully with 
promazine hydrochloride (Sparine), psychotherapy, and special 
nursing care. ECT was not used. Promazine therapy was dis- 
continued in January 1964. His recovery was followed by a brief 
depression, which subsided in April 1964. 

He remained well until early 1972, when he developed bra- 
dykinesia, cogwheel rigidity, masked facies, shuffling gait, typi- 
cal parkinsonian tremor, and severe retropulsion. For a while 
his neurological symptoms were contained by trihexyphenidyl. 
However, he developed progressive mental depression, primar- 
ily because of his inability to engage in many of his previous ac- 
tivities. In February 1973 he became very rigid and immobile. 
L-dopa (Larodopa) produced remarkable improvement at first, 
but in spite of increased doses his parkinsonian signs worsened 
and he became severely depressed. He said, “I see no point in 
living....1 really want to die." He was unable to sit still and 
had great difficulty sleeping. 

On admission to the psychiatric unit of Sibley Memorial 
Hospital on April 23, 1973, he was tremulous, anxious, agi- 
tated, and despondent. He showed shuffling gait, bradykinesia, 
and a typical bilateral parkinsonian tremor. He continued to re- 
ceive L-dopa, the dose of which was gradually increased from 
500 mg to 750 mg, four times a day. Meprobamate was given 
for severe agitation, and he also received | mg of benztropine 
mesylate three times a day. 

Between April 24 and April 30 he received a total of four 
ECTs, each preceded by intravenously administered sodium 
methohexital and succinylcholine. Immediately after the first 
ECT the extreme muscular rigidity of his limbs disappeared, 
only to return an hour later. The next day he showed little or no 
tremor and he walked without shuffling. He was in better spir- 
its and was able to play bridge for the first time in weeks. After 
his second treatment he could shave himself and, apart from 
some slowness in movement, showed no rigidity or any other 
parkinsonian signs, even though the dose of L-dopa remained 
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unchanged. When he was discharged on May 2, 1973, he was 
no longer depressed and was walking without difficulty. The im- 
provement in both neurological and psychiatric symptoms has 
been sustained. The only medication he continues to take is 750 
mg of L-dopa four times a day. 


DISCUSSION 


The coincident improvement of parkinsonian and de- 
pressive symptoms in these two patients suggests a com- 
mon biogenic action of electroconvulsive therapy on both 
aspects of their illness. The exact mechanism of action of 
ECT in depressive illness is unknown, but the passage of 
an electric current through the brain, which produces a 
convulsive seizure, probably exerts its effects at many an- 
atomical levels and produces many different chemical al- 
terations in the brain, including the concentration and 
turnover of catecholamines (1-4). The role of depressed 
levels of brain dopamine in the pathogenesis of Parkin- 
son's disease is now generally accepted. Similarly, the 
catecholamine theory of endogenous depression has re- 
ceived clinical and experimental support (5, 6). Because 
ECT improved the parkinsonian signs in these two 
patients, it is reasonable to ask whether it did so by in- 
creasing dopamine synthesis. This would have important 
implications for the norepinephrine theory of depression. 
Dopamine is the precursor of norepinephrine, and ECT 
may produce its antidepressant action by increasing the 
synthesis of dopamine and norepinephrine. 

The therapeutic effectiveness of L-dopa in the treat- 
ment of Parkinson's disease is well known (7), but its role 
in the pathogenesis of affective disorders is less clear. 
Patients treated with L-dopa have developed a variety of 
mental changes. These include enhancement of memory, 
elation, hypersexuality, depression, excitement, halluci- 
nations, delusions, and frank psychosis. The drug may 
cause deterioration of the mental state of schizophrenic 
patients (8). Paradoxically, L-dopa has been reported to 
cause depression (9-11) as well as to alleviate it (12). Tri- 
cyclic antidepressant drugs, which probably increase 
available brain norepinephrine, are effective agents in re- 
lieving depression in parkinsonian patients receiving 
L-dopa. It might be supposed that ECT would act simi- 
larly. 

Were the extreme rigidity and bradykinesia of our two 
patients a manifestation of Parkinson's disease or the re- 
sult of psychomotor retardation? The typical tremor, 
bradykinesia, severe muscular rigidity, characteristic 
posture, shuffling gait, retropulsion, and other features of 
Parkinson's disease clearly confirm that they were in an 
advanced phase of parkinsonism. 

We are well aware of the effects of phenothiazines on 
the extrapyramidal system and their capacity to cause 
drug-induced parkinsonism or to aggravate preexisting 
Parkinson's disease. However, our first patient clearly 
suffers from classic idiopathic Parkinson's disease, which 
has been progressive and asymmetric over a number of 
years during which he did not receive any phenothiazines. 
In addition, his history revealed that at age 6 he had suf- 
fered severely from influenza during the 1918 epidemic. 


The question of drug-induced parkinsonism did not arise 
at all in our second patient since he had not taken any 
phenothiazines for over 11 years. 

Biochemical changes in dopamine turnover or ECT-in- 
duced dopamine-receptor sensitivity may explain our 
patients’ improvement. More difficult to explain is the 
maintenance of this 1mprovement for many months after 
ECT. This parallels a similar improvement in their de- 
pression and denotes the induction of long-acting changes 
in the underlying mechanisms subserving movement and 
tone as well as mood. 

We hope that this report will alert clinicians who are 
confronted by patients with Parkinson's disease com- 
plicated by depression to the fact that ECT is not con- 
traindicated and in some cases may be the treatment of 
choice. It remains to be seen whether ECT will be equally 
effective in helping parkinsonian patients without asso- 
ciated mental depression or those who fail to improve 
with L-dopa. 
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Classification of Suicidal Behaviors: I. Quantifying Intent and 


Medical Lethality 


BY AARON T. BECK, M.D., ROY BECK, AND MARIA KOVACS, PH.D. 


Previous studies of attempted suicide have cast doubt on 
the value of assessing psychological intent. By identifying 
a moderating variable, namely, the attempter s 
preconceptions about the lethality of his act, the authors 
were able to solve the puzzle of the low correlations 
between intent and lethality. Suicidal intent correlates 
highly with medical lethality when the attempter has 
sufficient knowledge to assess properly the probable 
outcome of his attempt. The authors conclude that 
suicidal intent and medical lethality are useful 
dimensions in classifying suicidal behavior. 


THE STUDY OF SUICIDAL BEHAVIORS has been chronically 
handicapped by semantic confusion, amorphous con- 
cepts, and contradictory taxonomies.! Many writers have 


' A complete review of the literature on taxonomies and nomenclature 
of suicidal behaviors was made by Beck and Greenberg (1). 


lumped completed suicides and nonfatal suicide attempts 
together as though these constituted a homogeneous 
group. Nonfatal suicide attempts have been reported sim- 
ply as unsuccessful suicides. The controversy surrounding 
the question of suicidal intent has spawned a variety of 
terms such as "suicidal gesture," ‘‘abortive suicide," 
"simulated suicide," *pseudosuicide," and "sub-inten- 
tioned suicide.” It is often difficult to understand what a 
writer means by a "serious suicide attempt" because 
some authors confound the degree of an individual's in- 
tent to kill himself with the medical consequences of his 
suicidal act (2-5). Other investigators, dismissing the 
wish to die as the motive for most cases of nonfatal sui- 
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cide attempts, have coined the term “parasuicide”’ to in- 
dicate that such cases mimic suicide (6). 

In recent years a number of efforts have been made to 
introduce greater conceptual clarity and order into the 
study of suicidal behaviors. A major step in this direction 
was Stengel and Cook’s separation of suicidal intent 
from the physical consequences of the suicidal act (7). 
More recently,.a system of classification was prepared by 
the Committee on Classification and Nomenclature, 
Center of Studies of Suicide Prevention, National Insti- 
tute of Mental Health. This committee classified suicida! 
behaviors into three major groups: completed suicides, 
attempted suicides, and suicidal ideation (8). 

The problem of denoting the genuineness or serious- 
ness of an individual’s attempt or desire to end his life 
was handled by conceptualizing intent as a dimension. 
Thus a patient who gave unmistakable evidence of a de- 
termination to end his life but who suffered little physical 
damage as a result of his suicidal attempt would be rated 
high on the intent scale and low on the medical lethality 
dimension. This classification scheme was strongly sup- 
ported by Stengel in his presidential address at the sixth 
meeting of the International Association for Suicide Pre- 
vention (9). 

In order to operationalize the concepts embedded in 
the new system of classification, Beck and coworkers (10 
11) developed, refined, and cross-validated a clinical scale 
for measuring suicidal intent in nonfatal as well as fatal 
suicide attempts. These investigators also developed a 
scale for assessing the degree of medical lethality?—that 
is, the danger to life resulting from a suicide attempt. 
However, since we found a low correlation between suli- 
cidal intent and medical lethality, a finding also reported 
by others (7, 13), this study was designed to determine 
whether certain previously unexamined factors might 
have contributed to the discrepancy between intent and 
lethality. 

We hypothesized that by taking into account the sui- 
cide attempter's preconceptions of the lethality of his act, 
we could demonstrate that suicidal intent is an important 
determinant of medical lethality. We predicted that the 
group of patients who had accurately anticipated the dan- 
gerousness of their self-destructive actions would show a 
high positive correlation between intent and lethality, 
while those who had not would show a low or negative 
correlation. 


METHOD 


The subjects were 227 patients admitted following a 
suicide attempt to the Philadelphia General Hospital or 
the Hospital of the University of Pennsylvania over a 
period of two years. Data were obtained through a com- 
prehensive psychiatric interview by an experienced clini- 
cian (M.K.), who evaluated the patient on his suicidal 


* Lethality is used here in the conventional medical sense—the danger 


to life resulting from injury—in contrast to Shneidman’s use of the 
term (12) to designate an individual's intentionality to self-destruction. 


286 Am J Psychiatry 132:3, March 1975 


intent, the medical lethality of the act, and his conception 
of medical lethality. 

Suicidal intent was measured by the Suicidal Intent 
Scale (SIS) (10). By taking into account all of the rele- 
vant aspects of the attempter's behavior before, during, 
and after his suicidal act, the SIS provides a comprehen- 
sive representation of suicidal intent. The scale is a 15- 
item schedule consisting of two parts. Part I (items 1-8) 
covers the objective circumstances of the attempt and in- 
cludes items on the preparation for and manner of execu- 


, tion of the attempt, the setting, and clues given before- 


hand by the patient that could facilitate or hamper 
intervention or discovery (isolation, precautions against 
discovery, suicide note). Part II (items 9-15) reflects the 
attempter's report of his conception of the method's le- 
thality, the extent of premeditation, the alleged purpose 
of the attempt, and his expectations of the possibility of 
rescue. All items are scored on a 0-2 scale of severity. 
The total score range is 0-30. 

A high degree of interrater reliability and validity in 
discriminating between attempted and completed sui- 
cides has been reported (10, 11) for part I. Other stud- 
ies (14, 15) have supported the construct validity of the 
instrument. 

Medical lethality was measured on a scale of 0-10. 
Ratings were based on an examination of the patient's 
physical condition on admission to the medical, surgical, 
or psychiatric service; a study of his medical charts; and 
consultation with the attending physician. The SIS was 
completed before and independently of the rating of med- 
ical lethality. The demographic characteristics of the 
sample have been described elsewhere (16). 

An index of the accuracy of the preconception was ob- 
tained by comparing the patient's expectation of lethality 
just before or during his suicide attempt (item 11, concep- 
tion of lethality) with the actual lethality. The sample was 
divided into three groups according to preconception of 
the lethality of the act: 1) patients who did less to them- 
selves than they believed would be fatal, 2) patients who 
were uncertain regarding the ultimate lethality of the at- 
tempt, and 3) patients who equaled or exceeded what 
they thought would be lethal. 

The expectation-outcome relationship allowed us to 
classify the patients according to the accuracy of their 
predictions and to compare these groups on other dimen- 
sions. There were 65 attempters in the low-expectation 
group, 63 in the uncertain group, and 99 in the high ex- 
pectation group. Using actual lethality as the criterion, 
the sample was then divided into three groups approxi- 
mating the frequency distribution of the initial three 
groups. There were 63 attempters in the low medical le- 
thality group (lethality «0,1), 70 in the middle (lethality = 
2,3), and 94 in the high (lethality «4 or above). 

Because the distribution was skewed toward the lower 
end of the lethality scale, the high-lethality group in- 
cludes more scale units than do the other lethality groups. 
A patient was designated as an accurate predictor when 
he was placed in the same expectation and actual lethal- 
ity groups (low, middle, or high). Ninety-two of the at- 
tempters fulfilled this criterion of accuracy: 24 were in the 


low group on both measures, 21 in the middle on both, 
and 47 in the high on both. One hundred thirty-five 
patients who did not meet this criterion were thus classi- 
fied as inaccurate predictors. 

The suicidal intent score was then computed for each 
expectation-outcome category. In analyses involving the 
SIS, item |] (conception of lethality) was subtracted 
from the total scale score so as not to bias the results. 


` 
RESULTS 


The correlation between suicidal intent and medical le- 
thality for the entire sample was low (.19 by Pearson 
product-moment correlation). The accurate predictors, 
however, showed a high positive correlation between in- 
tent and lethality (.73). In other words, high or low intent 
in this group was reflected in a high or low degree of le- 
thality, respectively. The intent-lethality correlation for 
the inaccurate predictors, on the other hand, was -.25. 

The accurate predictors also showed an ascending or- 
der of SIS scores (6.67, 10.10, and 16.30) for each in- 
creasing level of lethality. The inaccurate predictors 
showed decreasing intent (14.18, 12.98, and 9.52) with in- 
creasing lethality. One-way analyses of variance of the 
means of the three groups yielded an F ratio of 58.07 (p 
< .01) for the accurate predictors and a ratio of 8.57 (p < 
.01) for the inaccurate predictors. Clearly, for accurate 
predictors there was a very strong positive relationship 
between lethality and intent while for inaccurate predic- 
tors there was an inverse relationship. 

The overall correlation between the patients’ ex- 
pectations and actual lethality was .20 by Pearson prod- 
uct-moment correlation, a finding that indicates that the 
patients as a group did not have an accurate conception 
of the consequences of their suicidal acts. This low corre- 
lation also supports the assumption that the patients, in 
general, did not adapt their response to item 11 to con- 
form to the actual outcome. No significant differences 
were found between the accurate and inaccurate predic- 
tors in regard to their mean SIS scores, mean conception 
of lethality (item 11) scores, sex, age, race, education 
level, or previous suicide attempts. 

The patient's expectation of the lethality of his suicidal 
act would be expected to correlate highly with intent ir- 
respective of his accuracy in forecasting the outcome. 
This hypothesis was confirmed by Pearson product- 
moment correlations between intent and expectation of 
.76 and .64 in the accurate and inaccurate groups, respec- 
tively, and an overall correlation of .69. 


DISCUSSION 


These results indicate that when a patient has an accu- 
rate conception of the lethality of his suicidal act, the re- 
sulting degree of danger to his life is proportional to his 
suicidal intent. The study thus supports the conceptual 
usefulness of the dimension of intent as a qualifying term 
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in designating attempted suicides and supports the valid- 
ity of the Suicidal Intent Scale as a measure of the seri- 
ousness of a suicide attempt. At the same time, the study 
confirms the low validity of medical lethality as a mea- 
sure of the seriousness of intent, since in the majority of 
the cases the patient inaccurately conceived the lethality 
of his act. Clearly, as Stengel and Cook (7) pointed out, 
suicidal intent and lethality must be rated separately. 

The dimensions of intent and accuracy of conception 
of the lethality of the act have important implications for 
the assessment and management of suicidal behaviors. A 
patient with high intent and accurate conception would 
generally be at highest risk, low intent and accurate con- 
ception would be at lowest risk, and high intent and in- 
accurate conception at intermediate risk. 

A recent study by our group (17) indicated that sui- 
cidal intent as measured by the SIS is a result of the in- 
terplay between the wish to live and the wish to die. Fur- 
ther work is now in progress to develop criteria for 
diagnosing those who simply seek to imitate suicide 
("parasuicide") and to determine the incidence of such 
cases compared with patients whose act represents a de- 
sire to end their lives. 
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Hormonal Relationships in Homosexual Men 


BY GARFIELD TOURNEY, M.D., ANTHONY J. PETRILLI, M.D., AND LON M. HATFIELD, PH.D., M.D. 


The authors note that previous data on the role of 
biological factors in homosexuality have been suggestive 
rather than definitive. They investigated hormonal 
metabolism in heterosexual and homosexual men and 
found no indication of disturbed functioning in the 
homosexual subjects. The authors discuss problems with 
research in this area, suggesting the need for larger 
samples, attention to the factor of diurnal variations in 
hormonal secretion, and methodological refinements. 


A FEW recent studies have suggested a possible biological 
disturbance in homosexual subjects. A brief report by 
Lorraine and associates (1) described low urinary testos- 
terone and epitestosterone levels in two homosexual men 
and elevated testosterone levels in four homosexual 
women. Another study reported a lower androsterone/ 
etiocholanolone (A/E) ratio of excretion in homosexual 
men than in heterosexual men. This finding was inter- 
preted as an indication of a disturbance in the metabo- 
lism of testosterone in homosexual men (2). Plasma tes- 
tosterone levels in homosexual men were recently 
reported to be significantly below those of control sub- 
jects in a study that also found a significant reduction in 
sperm counts related to the degree of homosexual behav- 
ior (3). Evans (4) evaluated the body type of homosexual 
men and reported that they have narrow shoulders in 
relationship to pelvic width, reduced muscular strength, 
and -reduced body weight compared with heterosexual 
men. Products of androgen metabolism (17-ketosteroids) 
were significantly lower in the homosexual subjects, and 
Evans believed that he had evidence of a reduced A/E ra- 
tio in homosexuals, which supported the findings of Mar- 
golese (2). 

Subsequent reports have continued to reflect the con- 
fusion in this area of investigation. Doerr and asso- 
ciates (5) reported no significant differences between ho- 
mosexual and heterosexual subjects on plasma 
testosterone levels and semen analysis, but they found 
significantly elevated plasma estradiol concentrations in 
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the homosexual group. Elevated levels of plasma testos- 
terone in homosexual subjects have been reported by 
Brodie and associates (6), which admittedly complicates 
the interpretation of the studies on the subject. Birk and 
associates (7) examined baseline serum testosterone lev- 
els of homosexual subjects undergoing psychotherapy. 
This group, although not compared with a control group 
of heterosexual subjects, showed no relationship between 
Kinsey (8) homosexuality ratings and serum testosterone 
levels. The testosterone levels were considered to be 
within the normal range, but with some suggestion of ele- 
vation. 

The purpose of our study was to evaluate the hormonal 
relationship between homosexual and heterosexual men 
in order to clarify a number of issues that currently re- 
main regarding the possibility of some biological distur- 
bance associated with homosexual behavior. 


PHYSIOLOGICAL BASIS 


Many studies have been performed demonstrating ex- 
tensive anatomical linkages that provide points of con- 
tact for neural and presumably psychological influences 
on a great many endocrine systems via the hypothalamus 
and the anterior pituitary gland (9). In this study, the in- 
terstitial cell-stimulating hormone (ICSH) and the fol- 
licle-stimulating hormone (FSH) of the anterior pituitary 
were studied, along with the principal androgens secret- 
ed by the testes and the adrenal cortex. In the testes, only 
the ICSH is involved in stimulating secretion of hor- 
mones by the testes. FSH is primarily related to the in- 
tegrity of the semineferous tubules and the production of 
spermatozoa. ICSH stimulates the interstitial cells to se- 
crete androgens, principally testosterone, which also 
exerts an effect on the tubules, so that both components 
of the testes appear to be stimulated by this gonadotropin. 

In this study, free, unbound forms of testosterone, an- 
drostenedione, and dehydroepiandrosterone (DHEA) 
of peripheral plasma were measured. Androsterone, 
etiocholanolone, and total 17-ketosteroids from 24 urine 
specimens were also determined. Plasma testosterone is a 
major indicator of testes endocrine function, while 
DHEA and possibly androstenedione give indications of 
overall gonadal and  adrenocortical functions (10). 
DHEA and its 11-hydroxy derivatives are secreted by the 
adrenals in only small amounts and form the precursors 
for testosterone levels in women. Testosterone is biologi- 
cally 25 times more potent than either DHEA or andros- 
tenedione in the human. Androsterone and etiocholano- 


lone are two major breakdown products of the plasma 
androgens that are found in the urine. The 17-keto- 
steroids represent not only the breakdown products from 
the androgens but also those derived from cortisol and 
other adrenal hormones. Such total findings reflect a 
number of metabolic pathways and give only a gross 
“wastebasket” indication of testicular and adrenocortical 
function. 


METHOD 
Subjects 


The subjects were 14 homosexual and 11 heterosexual 
men whose ages ranged from 18 to 32 years, with means 
of 27.1 years for the heterosexual and 23.8 years for the 
homosexual subjects. Most of the subjects were college 
students, and all had average or above average in- 
telligence. Individual height and weight were within the 
defined ideal for the subject’s age. The mean height was 
70.7 inches for the heterosexuals (SD=2.8) and 69.4 
inches for the homosexuals (SD 22.2). Mean weight was 
170 pounds for the heterosexuals (SD=7.2) and 145 
pounds for the homosexuals (SD =5.0). The difference in 
weight between the two groups was significant at the .01 
level, although both means are considered to be within 
the normal range. 

The homosexual subjects actively participated in ho- 
mosexuat behavior as their predominant mode of sexual 
outlet. Heterosexual subjects had heterosexual relation- 
ships and fantasies on a regular basis. All subjects were 
evaluated in a two-hour psychiatric interview, and no evi- 
dence of a significant neurotic, schizoid, or psychotic 
symptomatology appeared. The homosexual subjects re- 
garded themselves as having made a satisfactory homo- 
sexual adjustment and denied personal conflicts over 
their homosexual orientation. They fell into the Kin- 
sey (8) classification of group V or VI, i.e., predominantly 
homosexual but incidentally heterosexual, or exclusively 
homosexual. 


Hormonal Determinations 


Blood specimens for the plasma determinations were 
drawn when the subject was in a resting and fasting state 
shortly after awakening in the morning. The 24-hour 
urine specimen collections were started when the blood 
was drawn. All specimens were coded, and the technician 
had no knowledge of their clinical source. 

The plasma concentration of ICSH was determined by 
a radioimmunoassay employing antibodies to human 
chorionic gonadotropin (anti-HCG), which selectively 
cross-reacts with '?I.labeled luteinizing hormone (!?I- 
LH) and unlabeled ICSH. The assay used was a slight 
modification of the method described by Midgley (11). A 
standard curve of known concentrations of LH was pre- 
pared by this method and the plasma ICSH concentra- 
tion was determined from that curve. All determinations 
were performed in duplicate, and the precision was +10 
percent. The serum concentration of FSH was deter- 
mined using the radioimmunoassay method reported by 
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Midgley (12). Antibodies to FSH were obtained from 
rabbits, and the '?I-labeled FSH was prepared according 
to the method described by Van Orden (13). The final 
precision of this method was +30 percent. Admittedly, 
the accuracy for the determination of FSH was poor. 

The separation and quantitative determination of 
plasma testosterone, androstenedione, and DHEA were 
performed by several recently described methods (14), 
using ether extraction, chromatographic separation, and 
liquid scintillation counting. The precisions obtained 
were +10 percent for the testosterone and DHEA and 
+15 percent for the androstenedione. Details of the 
methods have been described previously (14). _ 

Urinary 17-ketosteroids were determined by the 
method of Peterson (15). Urinary androsterone and 
etiocholanolone were determined by a modification of the 
method of Thomas and Bulbrook (16), using separation 
by thin-layer chromatography .and radioscanning. These 
methods have been previously reported to have a pre- 
cision of +10 percent for all these substances (14). 


RESULTS 


The data on the gonadotropic hormones are presented 
in table 1. No statistical difference was found between the 
two experimental groups for either ICSH or FSH. There 
were also no significant differences between testosterone, 
DHEA, and androstenedione in the two experimental 
groups (see table 1), although the differences in plasma 
levels for testosterone approached significance 
(.05«p«.10), with the homosexual subjects having the 
higher level. The ICSH/testosterone ratio, showing the 
relationship between the gonadotropin secretion and tes- 
tosterone production, also showed no significant differ- 
ences. 

Table 2 illustrates the urinary excretion products for 
24 hours. The 17-ketosteroids, androsterone, eitocholan- 
olone, and the A/E ratios again revealed no significant 
differences between the heterosexual and homosexual 
subjects. 


TABLE ! 


Plasma Levels of Gonadotropic Hormones and Plasma Androgens in 11 
Heterosexual and 14 Homosexual Male Subjects 


Heterosexual Homosexual 
Subjects Subjects 

Substance Measured Mean SD Mean SD 
Plasma androgens (ug/100 ml) 

Testosterone 0.65* 0.23 0.92* 0.29 

DHEA 0.90 0.69 0.55 0.62 

Androstenedione 0.06 0.08 0.10 0.11 

ICSH /testosterone 4.56 2.70 4.02 2.50 
Gonadotropic hormones (ug/100 ml) 

ICSH 3.46 2.19 3.26 1.31 

FSH 11.68 5.64 17.50 10.34 
* 05 « p « 10. 
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TABLE 2 
Measurement of Urinary Excretion Products for 11 Heterosexual and 
14 Homosexual Male Subjects 





Heterosexual Homosexual 

Subjects Subjects 
Product Mean SD Mean SD 
17-Ketosteroids (mg/24 hours) 16.19 7.16 17.69 5.14 
Androsterone (mg/24 hours) 7.42 4,75 9. Ih 542 
Etiocholanolone (mg/24 hours) 5.36 2.70 6.15 2.89 
A/E ratio 1.64 1.00 1.56 0.57 


DISCUSSION 


Our findings do not provide evidence of any distur- 
bance in the gonadotropins, the plasma androgens, or the 
androgen excretory products in homosexual subjects. 
None of the hormonal findings for the homosexual sub- 
jects in this study was statistically different from those 
for heterosexual subjects. There was a suggestion of an 
elevation of plasma testosterone in the homosexuals 
(.05«p«.10); a larger number of comparable subjects 
should be studied in order to clarify this observation. 
These results do not support any of the recent reports im- 
plying some disturbance in androgen metabolism in ho- 
mosexual subjects. 

We did not find the reduced testosterone or lower A/E 
ratios in homosexual men that have been reported in 
other studies. Kolodny and associates (3) used a similar 
subject population, but there was considerable drug 
abuse among a number of his subjects, whereas none of 
our subjects was active in the drug subculture. One 
should also note that Margolese’s (2) subjects had much 
more age variation than our subjects. The influence on 
androgen metabolism of the age factor and of drug 
abuse, particularly the use of marijuana, needs to be clar- 
ified. 

Our studies have admittedly not been comprehensive 
in that we have had a limited number of subjects, poor re- 
liability for the measurement of ICSH, and limited suc- 
cess in accurately measuring the levels of estrogens and 
progesterone in male subjects. Further investigation of 
these problems is necessary, particularly in view of Doerr 
and associates' report of elevated estradiol levels in ho- 
mosexuals (5). The possibility of elevated testosterone 
levels, which has been suggested by our study and re- 
ported by Brodie and associates (6) for a larger sample, 
should be investigated with more subjects. The only over- 
all significant difference in our study was the lower 
weight of the homosexual subjects, but this difference was 
within normal limits. 
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Researchers also need to be aware of diurnal fluctua- 
tions in hormonal levels and the need to control this fac- 
tor. For example, recent studies have indicated that tes- 
tosterone secretion rises independently of ICSH during 
sleep while remaining constant or fluctuating with ICSH 
activity during the day (17). These investigators believe 
that testosterone levels may be related to sleep stages. 
Another study strongly suggests that DHEA secretion is 
regulated primarily by adrenocorticotropic hormones in 
a manner synchronous with cortisol (18). Such studies in- 
dicate the need to examine these hormonal findings 
throughout the day and night, regardless of the inherent 
difficulties of such a task. 


REFERENCES 


l. Lorraine JA, Ismail AAA, Adamopoulous DA, et al: Endocrine 
function in male and female homosexuals. Br Med J 4:406-408, 
1970 

2. Margolese MS: Homosexuality: a new endocrine correlate. Hor- 
mones and Behavior 1:151-155, 1970 

3. Kolodny RC, Masters WH, Hendryx J, et al: Plasma testosterone 
and semen analysis in male homosexuals. N Engl J Med 285:1170- 
1174, 1971 

4. Evans RB: Biological factors in male homosexuality. Medical As- 
pects of Human Sexuality 7:12-27, 1973 

5. Doerr P, Kockott G, Vogt HJ, et al: Plasma testosterone, estradiol, 
and semen analysis in male homosexuals. Arch Gen Psychiatry 
29:829-833, 1973 

6. Brodie HKH, Gartrell N, Doerring C, et al: Plasma testosterone 
levels in heterosexual and homosexual men. Am J Psychiatry 
131:82-83, 1974 

7. Birk L, Williams GH, Chason M, et al: Serum testosterone levels in 
homosexual men. N Engl J Med 239: 1236-1238, 1973 

8. Kinsey AC, Pomeroy WB, Martin CE: Sexual Behavior in the Hu- 
man Male. Philadelphia, WB Saunders Co, 1948 

9. Gorski RA, Whalen RE: The Brain and Gonadal Function. Berke- 
ley, University of California Press, 1966 

10. Eik-Nex NB, Van Der Molen HF, Brownie AC: Testosterone, in 
Steroid Hormone Analysis. Edited by Garstensen H. New York, 
Marcel Dekker, 1967, pp 319-365 

11. Midgley AR: Radioimmunoassay: a method for human gonadotro- 
pin and human luteinizing hormone. Endocrinology 79: 10-18, 1966 

12. Midgley AR: Radioimmunoassay for human follicle-stimulating 
hormone. J Clin Endocrinol 27:295-299, 1967 

13. Van Orden DE: The analysis and fractionation of LH'?5 by gel fil- 
tration. Proc Soc Exp Biol Med 139:267-270, 1972 

14. Tourney G, Hatfield LM: Androgen metabolism in schizophrenics, 
homosexuals, and normal controls. Biol Psychiatry 6:23-36, 1973 

15. Peterson RE: Determination of urinary neutral 17-ketosteroids, in 
Methods of Clinical Chemistry, vol 4. Edited by Seligson D. New 
York, Academic Press, 1963, pp 151-162 

16. Thomas BS, Bulbrook RD: A rapid method for the estimation of 
total 1l-deoxy-17-oxosteroids in urine. J Chromatogr 14:28-36, 
1964 

17. Rubin RT, Gouin PR, Arenander AT, et al Testosterone secretion 
during sleep. Read at the International Congress for Psycho- 
endocrinology, Berkeley, Calif, Dec 1973 

18. Rosenfeld RS, Hellman L, Roffwarg H, et al: Dehydroepiandros- 
terone is secreted episodically and synchronously with cortisol by 
normal man. J Clin Endocrinol Metab 33:87-92, 1971 


BRIEF COMMUNICATIONS 


Recertification for Psychiatrists: The Time To Act Is Now 


BY S. MOUCHLY SMALL, M.D. 


Because of the predictions of partial obsolescence for 
psychiatry as a profession and because of the increasing 
pressures of government, third-party payers, and a 
patient population that will no longer blindly follow 
physicians, psychiatrists must face the demands for 
professional accountability. The author suggests that to 


maintain high-quality care and continuing self-governance, 


psychiatrists must participate actively in self-assessment 
and continuing education programs. 


MANY OF OUR COLLEAGUES are still fighting a rear-guard 
action in a battle that should never have been joined. 
They adamantly refuse to recognize that the public weal 
requires visible efforts on our part to ensure the highest 
quality of medical service we are capable of giving. 

The medical profession has lost many of its leadership 
prerogatives, partly through unawareness of and failure 
to respond to obvious social and political processes. The 
consumers of medical services-no longer blindly follow 
respected physicians; understandably, they demand to be 
fully informed. However, the medical profession is in 
danger of being overmanaged and drowned in a flood of 
compulsory regulations by government and by well- 
meaning but too frequently nescient lay groups (1). As 
the pace quickens, we must demonstrate to all that we are 
worthy of self-governance. 

Educational leaders (2, 3) have reported that as profes- 
sionals we face partial obsolescence in 5 to 10 years un- 
less we implement our dedication to the principle of life- 
time learning and scholarship. 

Consumer sophistication about medical problems, dis- 
eases, and drugs has increased the pressure for profes- 
sional accountability. A nationally circulated newspaper 
asked the question, "Do Doctors Need a Checkup?” (4). 
Of 350,000 physicians in the United States, about 
238,000 are designated as specialists, but only half of 
these are certified by a specialty board. The newspa- 
per (4) quoted Dr. Robert C. Derbyshire, past president 
of the Federation of State Medical Boards of the United 
States and member of the New Mexico Board of Medical 
Examiners, as saying that at least 5 percent of the physi- 
cians in our country are incompetent or barely able to 
keep up with modern clinical practice by reason of illness, 
senility, or perhaps lack of motivation. Yet these physi- 
cians are rarely weeded out by the profession. 
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MEDICINE'S REACTION TO RECERTIFICATION 


The APA Board of Trustees has supported the rec- 
ommendation of its Council on Medical Education and 
Career Development to require participation in continu- 
ing education experiences for maintenance of active 
membership status. 

If Congress passes a national health insurance bill, it 
will most likely mandate continuing medical education 
and some form of periodic reevaluation of physicians 
through relicensure and recertification. 

Twenty-one out of 22 specialty boards in the American 
Board of Medical Specialties (the exception is the board 
for neurosurgery) went on record in March 1974 as fa- 
voring a recertification policy at their conference in 
Houston. The American Medical Association has given 
an impetus to voluntary continuing education experi- 
ences by means of its Physician Recognition Award. The 
American Board of Family Practice certifies its special- 
ists for a limited period of time; its first recertification ex- 
amination is scheduled for 1976. 

This flurry of activity and praiseworthy resolutions, 
however, means little to the medical consumer unless we 
squarely face up to the central issue of prohibiting the 
practice of medicine by incompetents. 

Psychiatry is particularly vulnerable in this matter. In 
a tracking study of trends in graduate medical education 
and specialty certification in the United States, Levit and 
associates (5) reported that 98 percent of self-designated 
psychiatrists entered the residency training process but 
that only 58 percent even registered for the written exam- 
ination (part I) of the American Board of Psychiatry and 
Neurology. This compares with 96 percent, 91 percent, 
and 84 percent for surgery, pediatrics, and internal medi- 
cine, respectively. The statistics for ultimate board certi- 
fication expose similar invidious comparisons: 34 percent 
of practicing psychiatrists have been certified, compared 
with 89 percent for surgery, 87 percent for pediatrics, and 
61 percent for internal medicine. The proportion of psy- 
chiatrists who try for or achieve certification is clearly 
and disturbingly smaller than that for the other major 
specialties. (Family practice, approved as a primary spe- 
cialty board just five years ago, is excluded from these 
calculations.) 

Although certification, as distinguished from licensure, 
is not a legal requirement to practice a specialty, it does 
infer a willingness to be evaluated by one's peers on mat- 
ters of clinical safety and competence. These are the very 
concerns of medical service consumer groups, govern- 
ment agencies, and third-party payers. The fact that psy- 
chiatry is primarily an office-based practice may partly 
explain the small number of psychiatrists who enter the 
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certification process. However, neither this reason nor 
negative attitudes toward being judged will carry much 
weight with the public. Lack of certification will even- 
tually lead to an indictment of psychiatrists because pro- 
fessionals are expected to govern themselves and should 
assume responsibility for providing the highest quality of 
medical services. 

Strengthening the requirements for the practice of 
medicine may not be an unmitigated blessing. In New 
Mexico, where continuing education became a legal re- 
quirement in 1971, a trend has been seen toward physi- 
clans’ retiring earlier and moving away from the small 
towns to urban areas, where continuing education 
courses and “‘miniresidencies” are more readily available 
for updating knowledge and skills. Whether the require- 
ment for recertification has improved the quality of care 
has not yet been determined (4). 


SUGGESTIONS FOR PSYCHIATRY 


What shall we do as psychiatrists? The lead time for us 
to set our house in order is rapidly growing shorter. We 
should take steps before others take this opportunity 
away from us. APA has taken the initiative in offering 
two Psychiatric Knowledge and Skills Assessment Pro- 
grams (PKSAP). It is now preparing its third offering. 
Since the PKSAP serves as a positive educational stimu- 
lus and since no penalty is involved regardless of individ- 
ual performance, it should be an integral part of contin- 
uing education for psychiatrists. It could even be made 
mandatory for active membership; a given number of 
credit hours could be assigned for such participation. 

Although physicians, who tend to be individualists, 
may bristle at this suggestion, it builds on the common 
desire among doctors to serve their patients with a high 
degree of competence and effectiveness. Assessment pro- 
grams are most beneficial to all concerned when they are 
implemented in a fashion that minimizes threats and un- 
certainties. Rather than stressing their regulatory func- 
tions, we should view these evaluations as opportunities 
for self-improvement and as part of the process of contin- 
uing education. 

Despite the deficiencies inherent in written excercises 
and justifiable doubts concerning clinical relevance of 
parts of previous self-assessment programs, the PKSAP 
has been used by residents as a preparatory base for 
American Board of Psychiatry and Neurology (ABPN) 
examinations. It could also serve as a preparation for cer- 
tification and recertification programs. Closer coordina- 
tion and integration of APA’s continuing education and 
self-assessment programs with the ABPN's contem- 
plated recertification examination would be of great 
value to all concerned. 
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Perhaps a syllabus fashioned along the lines of content 
suggested in Prospects and Proposals: Lifetime Learning 
for Psychiatrists (6), which attempted to define the essen- 
tials of knowledge under the rubrics of a permanent core 
and a relatively time-bound core coupled with an exten- 
sive bibliography, would encourage self-education. The 
items in the self-assessment program would be based on 
the syllabus, as would part I of the ABPN examination. 
Experience with the PKSAP could be made a pre- 
requisite for registering for recertification examinations 
in psychiatry, just as the American Board of Internal 
Medicine now requires participation in its program, 
the Medical Knowledge Self-Assessment Program 
(MKSAP), in medicine. The experience and self-con- 
fidence gained by many clinical psychiatrists in using the 
PKSAP may lead to a larger number willing to enter the 
certification process. 


CONCLUSIONS 


As specialists, we are charged both individually and 
collectively with ethical and professional responsibilities. 
Many of us who are actively engaged in continuing edu- 
cation and evaluation programs have made pleas for sug- 
gestions, creative critiques, and technical help from all of 
our colleagues with knowledge and expertise in this area. 
The structure of testing must eventually be placed on a 
solid foundation of clear validation and clinical ability. 
We need to develop a rational and comprehensive se- 
quence of examinations that make use of a variety of 
techniques and that are geared to the stages of profes- 
sional development (7). 

The challenges are many in these parlous times as we 
work to redefine our identity as psychiatrists. To meet 
these challenges effectively will require the combined 
constructive efforts and wisdom of all of us who are dedi- 
cated to giving the highest quality of medical service. 
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The Treatment of Night Terrors Associated with the Posttraumatic Syndrome 


BY JOHN R. MARSHALL, M.D. 


The author describes three cases in which the frequency 
and intensity of night terrors associated with the 
posttraumatic syndrome were greatly lessened by 
administration of imipramine; in one case, the night 
terrors disappeared completely. Possible explanations for 
this effect of imipramine are discussed, including the 
drug's arousal-preventing action. The author believes 
that the study of sleep EEGs of patients suffering 
posttraumatic syndrome will prove fruitful. 


THE POSTTRAUMATIC SYNDROME is a complex reaction 
that usually occurs subsequent to a head injury or other 
severe threat to the individual’s life. The syndrome, which 
is Most commonly encountered by psychiatrists, neurolo- 
gists, and industrial physicians, may include headaches, 
dizziness, weakness and fatigue, anxiety, depression and 
emotional instability, difficulty in concentrating, forget- 
fulness, and general irritability. Although these symp- 
toms may gradually decrease over several months, they 
occasionally persist and result in a permanent personality 
change. 

Severe and persistent nightmares are frequently asso- 
ciated with the posttraumatic syndrome (1). In their most 
developed and severe form, these nightmares, called night 
terrors, consist of a striking combination of subjective, 
autonomic, and psychomotor phenomena. Patients who 
can recall them report brief frightening images or events 
that appear not as part of an ongoing dream but as iso- 
lated terrifying moments. This content is accompanied by 
extreme physiologic arousal, with profuse sweating, deep 
breathing, and heart rates up to 160 to 170 per minute. 
Accompanying psychomotor activity may consist of 
gasps, moans, screams, somnambulism, and violent at- 
tempts to ward off or escape from the feared perception. 
Night terrors appear to be distinctly different from the 
more frequent ordinary nightmares that occur during the 
REM state, which are characterized by less intense anx- 
iety and lower levels of autonomic discharge, motility, 
and vocalization. Night terrors have been demonstrated 
to arise from non-REM stages 3 or 4 (2). 

In the following three cases imipramine was used to 
treat this symptom, unintentionally with the first patient 
and specifically with the others. 


Dr. Marshall is Associate Professor, Department of Psychiatry, Uni- 
versity of Wisconsin-—Madison, 427 Lorch St., Madison, Wis. 53706. 


CASE REPORTS 


Case 1. Mr. A, a 52-year-old married man, was referred with 
symptoms of dizziness, weakness, headaches, severe night ter- 
rOrs, excessive binge-type drinking, and generalized somatic 
complaints. Marital strife and poor work attendance were asso- 
ciated with these symptoms. The symptoms had been present in 
approximately the same intensity for seven years following car- 
diac bypass surgery for angina pectoris. Although the surgery 
eventually proved successful from the cardiac standpoint, there 
were complications at the time that necessitated treatment in 
the intensive care unit for approximately six weeks. During that 
time, the patient was frightened, agitated, and thoroughly con- 
vinced he was near death. 

A complete neurologic and neuropsychiatric evaluation prior 
to referral revealed no specific neurologic signs or other evi- 
dence of organic brain damage and no history of overt psychiat- 
ric illness. The patient had received symptomatic treatment for 
his anxiety from several physicians during the seven preceding 
years. A variety of psychotropic drugs had been used, including 
diazepam, chlordiazepoxide, and meprobamate. He had also 
been given chloral hydrate and barbiturates for sleep. None of 
these drugs had more than a minimal effect on any of his symp- 
toms. 

The patient described his night terrors as occurring two to 
three times a night, every night. He denied having nightmares of 
this type prior to surgery. He could not always recall the vary- 
ing content of the nightmares, which included frightening 
dreams of the intensive care unit and, more frequently, of ca- 
tastrophes. Examples of the dream content included finding 
himself mutilating a member of his family and terrible acci- 
dents or fires in which he or someone close to him was mangled 
or badly hurt. During these episodes, the patient became quite 
agitated; he often screamed, thrashed about, or leaped out of 
bed to cower in the corner. If he awoke, he found himself very 
anxious, frightened, and drenched in perspiration with his heart 
beating rapidly. This patient also described what he called 
"daymares," brief flashes of terrifying events that he estimated 
lasted for one to two seconds. He reacted to these "daymares" 
with fear, palpitations, sweating, and near panic. When they 
passed, he described feeling slightly foolish and embarrassed 
and hoping that no one had seen him. 

The patient was begun on 100 mg of imipramine at bedtime 
because it was felt that there was a considerable depressive 
component to this posttraumatic syndrome. One week later, he 
spontaneously noted that although he did not feel appreciably 
different the night terrors had ceased on the first night of medi- 
cation and he was sleeping through the night. The patient's wife 
corroborated his reports, stating that he had begun to sleep 
peacefully without screaming or thrashing about. The nightly 
dose of imipramine was increased to 300 mg over the next sev- 
eral weeks. There was no objective change in the patient's over- 
all appearance, but he reported that he felt better, attributing 
this to his improved sleep. His wife also felt that while he did 
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not show any significant improvement in his functioning, he was 
less irritable. The daymares also ceased. After several months 
on nightly doses of 150 mg of imipramine, the patient discontin- 
ued his medication for approximately six days because he had 
run out of money. He immediately noted a recurrence of the 
night terrors, although they occurred less often. When he re- 
sumed his medication, they ceased. 


Case 2. Mr. B, a 25-year-old married man, was referred for 
psychiatric treatment 18 months after a construction accident. 
The patient had been walking on the top of a building and 
struck his head on a high-power electrical line. He was thrown 
from the building and suffered a fracture of his cervical verte- 
brae, lacerations, and severe burns to the scalp. He remained 
unconscious for approximately two hours and was in traction 
for six weeks, during which time several plastic surgery proce- 
dures were performed on his head. 

During the year following discharge from the hospital the 
patient experienced headaches, dizziness, weakness in the legs, 
memory loss, and phobic-type feelings regarding automobiles, 
high places, the sight of blood, or discussion of iliness or acci- 
dents. He also described night terrors that occurred one to two 
times a night, five to six nights a week. These dreams, which 
usually involved his accident or the related hospital stay and 
treatment, caused him considerable anxiety. He awoke per- 
spiring heavily, with palpitations and excessive psychomotor 
activity, and frequently cried out during the night. (This was 
confirmed by his spouse.) The patient had been treated during 
the preceding year with up to 30 mg of diazepam a day by his 
local physician, with no notable changes in his symptoms. There 
was no previous psychiatric history. Neurologic and physical 
examinations were essentially negative except for the obvious 
effects of trauma to his head and neck. 

Because of my experience with Mr. A, I prescribed 100 mg of 
imipramine at bedtime and gradually increased the dose to a 
level of 250 mg. The patient spontaneously described relief from 
his night terrors, citing a decrease in frequency to one or two a 
week. He also noted that the character of the dreams changed 
remarkably. Although he described the content as similar, he 
noted that he did not feel as concerned and did not awake in a 
panic with palpitations and profuse sweating. He summarized 
this by saying, “They seem to be the same dreams, but I don't 
get as upset about them." There were a few other objective ef- 
fects attributable to the medication. The patient also described 
slight improvement in his sense of well-being and wished to con- 
tinue the medication because of the substantial relief from the 
night terrors. l 


Case 3. Mr. C, a 29-year-old man, was referred for psychiat- 
ric treatment by his employer’s insurance company. He had 
been injured in an industrial accident one year previously. A 
heavy piece of metal flew from the machine he was working on 
and struck him on the head. He was unconscious for several 
minutes and was hospitalized for observation for two days. In 
the several weeks that followed, the patient became increasingly 
anxious and complained of severe headaches, difficulty in con- 
centrating, and recurring night terrors. These symptoms had 
reached a stable level after several months and continued for 
the rest of the year. 

The frequency of his night terrors ranged from one to two 
times a night to three times a week. They involved excessive au- 
tonomic, affective, and psychomotor arousal, as was described 
in the two previous cases. He also experienced many dreams 
that seemed clearly different and did not cause severe anxiety. 
There was no history of psychiatric illness, and neurologic ex- 
aminations were negative. Prior to referral, the patient had been 
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treated for his anxiety with up to 40 mg of chlordiazepoxide a 
day and had used several unknown sleeping medications, all of 
which were minimally successful in reducing his symptoms. The 
patient's situation was complicated by continued litigation and 
his propensity to focus on whether he would receive appropriate 
and sufficient compensation for his injuries. 

The patient was placed on a regimen of 75 mg of imipramine 
at bedtime and subsequently reported that his night terrors had 
become quite infrequent, occurring at the rate of one or two a 
month. The imipramine dose was then increased to 250 mg. Af- 
ter one month without further noticeable improvement, the 
dose was reduced to 50 mg, which continued to suppress the 
night terrors. 

Several months later, following the unsatisfactory com- 
pletion of litigation, Mr. C moved from the area and was lost to 
follow-up. 


DISCUSSION 


There are several reports in the literature of the treat- 
ment of night terrors. Imipramine was reported as effec- 
tive in the treatment of night terrors in three children 
with night terrors and somnambulism (3). Glick and as- 
sociates reported that diazepam successfully suppressed 
night terrors in children (4). It is not clear whether night 
terrors in children are the same phenomenon they are in 
adults, although they appear quite similar clinically. 
Fischer and associates (5) administered diazepam to six 
adult subjects and achieved reduction of night terrors 
from a mean of 1.9 to .48 a night and an overall reduction 
of 80.5 percent in the instances in which the frequency 
was reduced. Imipramine was given to one of the sub- 
jects for five weeks without success, and it was postulated 
that adults may react differently to imipramine than 
children do. 

The mechanism of imipramine's action in the elimina- 
tion of night terrors is unknown. Night terrors do not ap- 
pear to be a depressive symptom that is alleviated with 
treatment of that basic condition. Although all of the 
patients I have described reported increased feelings of 
well-being and less irritability and fatigue during the 
daytime (as did Fischer and associates' subjects and as do 
patients treated with tricyclic antidepressants), it appears 
that this effect is more related to a restful night's sleep 
than to direct relief from depression. The symptoms of 
dysphoric mood, lack of motivation, and interference 
with sexual functioning remain, as do other symptoms 
consistent with a diagnosis of depression. Moreover, 
imipramine's effect on night terrors was seen immedi- 
ately, and lower doses of imipramine than are needed for 
the treatment of depression were effective in the treat- 
ment of night terrors. 

It is unlikely that the effect of imipramine on night ter- 
rors in these patients is a placebo effect. The patients 
were unaware of the effect that was sought by the physi- 
cian, and two patients had been on several other psycho- 
tropic drugs (including diazepam) without similar effects 
on sleep. Fischer and associates (5), noting that the in- 
tensity of night terrors is correlated with the amount of 
stage 4 sleep preceding arousal, suggested that the suc- 


cess of diazepam is related to its effect of suppressing 
stage 4. They described an unusual effect in one subject in 
whom there appeared to be a displacement of arousal 
from stage 4 to stage 2 to REM sleep, and, finally, to the 


waking state in the form of *daymares." This displace- | 


ment was accompanied by a reduction in the intensity of 
arousal (or elimination of the terror). Mr. B in case 2 ap- 
peared to experience such a phenomenon in describing 
lessened intensity of feeling associated with his night- 
mares following imipramine administration. This would 
support Fischer and associates’ explanation of the mech- 
anism, although Mr. A also described elimination of his 
"daymares." However, imipramine does not reduce the 
amount of stage 4 sleep, and Zung (6) has shown that 
drugs of the tricyclic group actually increase the amount 
of stage 4 sleep. His work may provide a more plausible 
explanation of imipramine's action on night terrors. 
Zung noted that the tricyclics, in addition to increasing 
the amount of deep stage 4 sleep, lengthened the sleep 
cycle and reduced the awakenings by causing the individ- 
ual to be more resistant to outside disturbance. Thus, if 
night terrors are an arousal phenomenon, as suggested by 
Broughton (7), they would seem to be reduced by imipra- 
mine's arousal-preventing action. 

Whether to treat a specific symptom that is only part 
of a larger phenomenon is a clinical decision. Some clini- 
cians may argue that substitution of another, perhaps 
more severe, symptom ts likely to occur if the night ter- 
rors are removed. In general, recent behavioral studies 
have cast doubt on this old clinical maxim, and the two 
previous specific studies on night terrors do not report 
this phenomenon (3, 5). Others may argue that the night 
terrors represent an attempt by the ego to cope with this 
traumatic event and/or that they serve as a continuing 
type of autodesensitization and should not be suppressed. 
If this is true, the mechanism 1s not very successful, as the 
durations of symptoms following the traumatic events in 
the three cases I reported were seven years, one and a half 
years, and one year, respectively. The frequency of the 
night terrors appeared to stabilize rather than to decrease 
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steadily in each case. The patients themselves had few 
doubts about the value of treating this symptom: two of 
them stated that control of their nightmares was clearly 
valuable, and they continued on the medication. A third 
agreed with this view but was lost to follow-up. Whether 
indefinite administration of imipramine or a similar med- 
ication is required for continued suppression of these 
symptoms is not clear. In the treatment of depression, 
imipramine has proved to be a drug that can be given on 
a long-term basis without a high incidence of side effects 
or severe adverse reactions. 

In my experience, the posttraumatic syndrome is the 
most common clinical situation with which night terrors 
in adults are associated. Their association with this syn- 
drome may arise from specific causal or generally asso- 
ciated psychological and/or metabolic factors. It has 
been suggested that situations which produce anxiety and 
tension have an effect on the entire hormonal system that 
leads to an unusual arousal of the reticular system and 
thereby heightens arousal and sleep disturbance (8). The 
study of sleep EEGs in patients with a posttraumatic syn- 
drome may prove especially fruitful. 
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IN MEMORIAM 


Erich Lindemann 
1900-1974 


ERICH LINDEMANN, who died on November 16, 1974, in Palo 
Alto, Calif., was one of the most influential psychiatric pioneers 
of our time—a person who did more than almost anybody else 
to lay the theoretical and practical foundations of scientific 
community mental health. 

Erich Lindemann was born in Witten, Germany, on May 2, 
1900. He studied psychology, medicine, and neurology at the 
universities of Marburg, Giessen, and Heidelberg before emi- 
grating to the United States in 1927. He worked for eight years 
at the University of Iowa in the departments of psychology and 
psychiatry, both as a laboratory researcher and as a clinician. 
During that period he became interested in abreactive tech- 
niques and pioneered the use of sodium amytal as a psycho- 
therapeutic aid. 

In 1935 Dr. Lindemann moved to Harvard, where he re- 
mained until his retirement in 1965. There he joined a group of 
psychiatrists at the Massachusetts General Hospital who, under 
the influence of Dr. Stanley Cobb, trained at the Boston Psy- 
choanalytic Institute. He later became interested in social sci- 
ence and was one of the first psychiatrists in this country to 
build working relationships with sociologists, anthropologists, 
and social psychologists. He also worked with Walter J. Can- 
non at Harvard Medical School on the physiological aspects of 
homeostasis. He continued his research on the effects of drugs 
on the neuroses and then became interested in the psychiatric 
sequelae of hysterectomy and eye operations. 

Dr. Lindemann capitalized on all this experience in 1943 
when he studied the effects on patients and their families of the 
Coconut Grove fire in Boston. In 1944 he published what turned 
out to be the most important paper of his career, “Sympto- 
matology and Management of Acute Grief " (1). In that paper 
he developed the groundwork of crisis theory and preventive in- 
tervention. During the following years he implemented his ideas 
concerning the primary prevention of mental disorders by es- 
tablishing a mental health training program at the Harvard 
School of Public Health that included a multidisciplinary re- 
search and practice community laboratory, the Wellesley Hu- 
man Relations Service. 

The Wellesley project, established in 1948, became a proto- 
type for the comprehensive community mental health centers of 
the 1960s; it developed many of. the basic concepts and tech- 
niques for the collaboration of mental health specialists with 
such community caregivers as clergymen and teachers in men- 
tal health consultation and education, community organization, 
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and mental health epidemiology that are now standard in this 
field. 

In 1954 Erich Lindemann succeeded his former chief, Dr. 
Stanley Cobb, as Professor of Psychiatry of Harvard Medical 
School at the Massachusetts General Hospital. During the fol- 
lowing years he tried to introduce preventive mental health 
ideas into the community life of this medical school teaching 
hospital. Outside the hospital he extended his researches to the 
field of city planning by studying the psychosocial consequences 
for the surrounding population of an urban renewal project. His 
findings concerning the harmful effects of forced relocation that 
ignored the consequences of widespread disruption of social ties 
were a major influence in persuading urban planners to pay at- 
tention to the human dimensions of their work. 

Erich Lindemann was a superb diagnostician and psycho- 
therapist. He was also a great clinical teacher, and thousands of 
his students remember vividly his demonstrations of diagnostic 
interviewing. He had the capacity to draw a sort of magic circle 
around himself and a patient so that even in front of a large au- 
dience an anxious patient quickly began to feel and behave as 
though he were alone in a room with his therapist. 

Dr. Lindemann was also a charismatic lecturer. He rarely 
used notes, yet was able to cover a complicated topic com- 
pletely and concisely. His forte was interweaving clinical, physi- 
ological, social science, and epidemiological material at a high 
level of abstraction, and yet in language understandable to his 
audience, who were held spellbound by his charm, his warmth, 
his sincerity, his command of a multitude of interlocking fac- 
tors, and his intellectual clarity. 

He spent the last nine years of his life as Visiting Professor of 
Psychiatry at Stanford University. During that time he suffered 
from an extremely painful and debilitating illness. In spite of his 
sufferings, Erich Lindemann continued his studies and teaching 
and enriched the lives and careers of hundreds of medical stu- 
dents and young psychiatrists. He was a living model of the 
spiritual strength and the courage to confront and master stress 
that he advocated in his theories. 
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GERALD CAPLAN, M.D. 


LETTERS TO THE EDITOR 





The Capgras Syndrome in a Male 


Sir: Pursuant to the article “The Capgras Syndrome and Its 
Psychopathology” (August 1974 issue) by B. Frank Vogel, 
M.D., we would like to report another instance of this syn- 
drome that is of interest because of its occurrence in a male and 
because of the extent of the delusional system. 

The case is that of a 20-year-old man, diagnosed as having 
paranoid schizophrenia, who believes that his mother and 11 
siblings are impostors, their bodies having become inhabited by 
other people (his father is dead). His real family, he says, have 
moved on to inhabit other bodies. He also feels that he himself 
could at times be inhabited by other people, including members 
of his own family. When asked to describe what led him to these 
beliefs, he mentions no changes in his family's appearance, but 
says that their attitudes and behavior have changed. For ex- 
ample, he says that his "alias" mother is too efficient to be his 
real or “alter” mother. His family's wish to send him to the hos- 
pital further indicated to him that they could not be his real 
family. Consequently, the processes described by Dr. Vogel of 
splitting the love objects into “good”? and "bad" individuals, 
with subsequent concretization and projection, appear to have 
developed. 

Ms. Dorothy Gavin, a senior member of the nursing staff at 
McMaster University Medical Center, brought to our attention 
two additional cases of the Capgras syndrome. Both were wom- 
en, and both had been diagnosed as having paranoid schizo- 
phrenia. In one case, the delusions related ta the patient's par- 
ents and children; in the other, they related only to the patient's 
children. 

We agree with Dr. Vogel that this syndrome may indeed be 
more common than was formerly believed, although its occur- 
rence in males remains uncommon for some reason. 


ALAN B. EPPEL, M.B. 
JACQUELINE McCormick, M.A. 
Hamilton, Ont., Canada 


A Plea for Cooperative Efforts 


SIR: The opinion and comment section in the November 1974 
issue has led me to make several observations on the contro- 
versy over orthomolecular psychiatry as both theory and prac- 
tice. 

1. Both sides are so involved in attacks and defenses and po- 
lemics that they do not see that both arguments may be correct. 

2. Each side is passing the burden of proof to the other rather 
than attempting cooperative work. 

3. No one really knows what "schizophrenia" is. Therefore, 
are Drs. Pauling, Klein, Lipton, and Wyatt speaking the same 
language? There can be no dialogue unless terms are similarly 
defined and clearly understood by all. 

4. Dr. Pauling is an extremely gifted and discerning scientist 
who has the uncanny ability to propose major theories on the 
basis of relatively minimal evidence and then, óver the years, to 
prove or see others prove these theories. 


] prefer to view psychiatric dysfunction (signs and symptoms) 
as the endpoint of a long chain of events, which I will express in 
the form of a chemical equation: 


Genetic endowment + early life experience + sociocultural 
milieu + present life stress (biological, psychological, or 
social) + physiological dysfunction (biochemical, neuro- 
physiological, or neuroanatomical) —> signs and symp- 
toms. 


The weight of each factor varies in any individual. Thus, theo- 
retically one could become what we term "''schizophrenic" 
largely on the basis of present life stresses. Similarly, in some 
cases of schizophrenia the major factors could be a genetic defi- 
ciency that leads to enzymatic deficiencies, or the insufficient 
presence of a vitamin apoenzyme, or an acquired subclinical 
avitaminosis, etc. This may be a necessary condition in only a 
few of the schizophrenias. 

The appropriate therapy, of course, depends on what is most 
important in the long chain of events (e.g., if early life experi- 
ences are considered most important, psychoanalysis would be 
the appropriate therapy). Thus, megavitamins may be appropri- 
ate therapy for those schizophrenics in whom either relative or 
absolute vitamin deficiency is present. 

Obviously, much more work is necessary. As a first step, Í 
would propose that the scientific adversaries put down their 
boxing gloves, pick up their pens, and work out cooperative, 
well-designed, unbiased studies. 


KENNETH SOLOMON, M.D. 
Albany, N.Y. 


Defining the AMA Discharge 


SIR: The idea that leaving the hospital against medical advice 
(AMA) may actually be therapeutically beneficial is an impor- 
tant one, and Nancy Scheer and Gail Barton, M.D., M.P.H., 
are to be congratulated for their article “A Comparison of 
Patients Discharged Against Medical Advice with a Matched 
Control Group" (November 1974 issue). 

Recently, the Task Force To Study AMAs of the Utilization 
Review Committee of the Connecticut Mental Health Center 
learned that most clinicians are still using this designation in 
highly individualized ways. Documenting a discharge as AMA 
purportedly guards against the possibility of later lawsuits, but 
there have been no clear statutes or laws (at least in Con- 
necticut) that explicitly grant this protection. 

A patient thinking of terminating treatment may be coerced 
to remain by the clinician who warns of the dire consequences 
of termination or who threatens to wash his hands of the case 
entirely. The patient's decision to terminate in this case involves 
defying his clinician's judgment, a situation that many patients 
would prefer to avoid. Worse still, some treatment programs, 
particularly those involved in drug and alcohol treatment, tell 
patients that by leaving AMA they disqualify themselves from 
return for treatment for a prescribed length of time. Still other 
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programs present the patient with only two choices—continued 
hospitalization or commitment—before discharge will be con- 
sidered. Under these circumstances, it is debatable how volun- 
tary the patient’s hospitalization really 1s (1). 

The recommendations considered by our task force on 
AMAs include the following: 

1. Using the AMA category only when the patient is not 
committable, i.e., dangerous to himself or to others. 

2. Not using the AMA designation for patients who drop out 
and leave without telling the staff and who cannot be traced or 
returned to the facility after repeated attempts. 

3. Using the term only when the patient and/or the family 
have been informed of the pros and cons of the situation (i.e., 
not making the assumption that they know the possible com- 
plications or consequences). 

4. Using this term only when, in addition to considerations 
1-3, a physician signs or countersigns the order. One hopes that 
this would prevent a nonphysician clinician from being charged 
with practicing medicine without a license (i.e., giving medical 
ádvice and signing discharge orders). 

In this day of rising consumer consciousness and legal sensi- 
tivity, the entire question of AMA discharges must be reviewed. 
The use of the AMA discharge may be a not-so-subtle club, es- 
pecially when it is coupled with barring the patient's reentry 
into the treatment process. 

The American Psychiatric Association can exercise its lead- 
ership in this area by defining the boundaries of the AMA des- 
ignation before nonclinicians do this for us. We also need a 
term or terms to deal with the outpatient who wishes to termi- 
nate, the situation in which nonphysician clinicians are the pri- 
mary if not sole therapists, therapeutic communities where dis- 
charge decisions are made collectively, etc. 
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An Unnecessary Bureaucracy? 


Sir: The impressive special section "PSRO and Other Peer 
Review Mechanisms" (December 1974 issue) gives one pause. 
Twenty highly trained specialists devoted the time and thought 
necessary to prepare this material. One wonders how many 
patients could have been treated or administratively helped by 
these specialists in the time they spent working on this material. 

The increasing invasion of bureaucracy into medical practice 
may eventually destroy the physician-patient relationship and, 
with it, the art of medicine. 


HERBERT I. HARRIS, M.D. 
Cambridge, Mass. 


À Question of Anatomy 


Sin: One of the disturbing features of "Brain Activity During 
Emotional States" by Robert G. Heath, M.D., and associates 
(August 1974 issue) is its tenuous anatomical rationale. 

For example, the “previously defined" septal region the au- 
thors refer to occupies 2 pages in the 619-page book they cite as 
a reference (1). In that book, the criterion for grouping (“rigidly 
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demarcating") such diverse structures as the septal nuclei, ros- 
trum of the corpus callosum, pyriform cortex, and "various ol- 
factory pathways" under the rubric "septal region" is that they 
have “particular functional qualities." Since the septal region 
refers to nervous tissue—not function—anatomical criteria are 
necessary in defining the term. In fact, the septal region is diffi- 
cult to define in man because it is so unlike that of animals. In 
animals, the restricted term "septal nucleus" denotes a large 
midline structure with readily identifiable subdivisions (2) and, 
with the exception of the septal nuclei, does not include the 
structures Į have listed that are part of Dr. Heath and associ- 
ates’ definition (in a later article [3], Dr. Heath’s definition 
changed to include the nucleus accumbens, rostral sites of the 
gyrus rectus, and the ventral medial aspect of the head of the 
caudate, which are also not part of the septum). 

Such an obvious and well-defined structure is lacking in man. 
In its place, the broader term "septal region” is used to denote 
the septum pellucidum, which ts a thin sheet of tissue separating 
the lateral ventricles and which may or may not contain nerve 
cells and, more ventrally, the very small and poorly defined 
parolfactory (or septal) nucleus and the diagonal band (4). The 
heterogeneous structures Dr. Heath and associates include in 
their definitions preclude the possibility of an anatomical crite- 
rion for rigidly demarcating this area. 

What are the fiber connections between the septal region and 
other parts of the brain? Figure | in Dr. Heath and associates’ 
article diagrams them on a human brain. I know of no studies 
demonstrating such anatomical connections in man. Possibly, 
the arrows on this diagram represent an extrapolation of animal 
experiments to the human case. However, there is no published 
anatomical evidence of connection between the septal region 
and ventral lateral thalamus, between the fastigial nucleus of 
the cerebellum and the hippocampus, or between the inter- 
peduncular nucleus and the septal region by way of the medial 
forebrain bundle. The only evidence of a fastigio-septal con- 
nection is in a publication that Dr. Heath coauthored (5). How- 
ever, the photographs in that article do not convince me that the 
authors were capable of distinguishing experimental (degener- 
ating) axons from normal axons not sufficiently suppressed by 
their staining technique. Finally, figure I in their article in the 
Journal shows the amygdala existing in isolation. This structure 
Is connected to other parts of the brain, but not to the sensory 
thalamus and septal region as Dr. Heath and associates imply. 

I feel that "Brain Activity During Emotional States" is an tr- 
responsible article from an anatomical point of view. It is sadly 
apparent that Dr. Heath and associates were not concerned 
whether one of their central arguments incorporated an accu- 
rate presentation of the neuroanatomy involved. 
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Dr. Heath Replies 


SIR: Dr. Turner makes some provocative points. We origi- 
nated the term "septal region," and the definition, first pub- 
lished in 1954 in Studies in Schizophrenia (1), was formulated 
on the basis of its function. None of the data from our contin- 
uing studies with human and animal subjects over the past 20 
years has indicated that the original definition was inaccurate. 
In 1954, the boundaries of this large and heterogeneous brain 
region were precisely defined. Its caudal aspect is the anterior 
commissure, its rostral aspect is the tip of the anterior horn of 
the lateral ventricles, its lateral border includes some of the ven- 
tro-medial aspect of what 1s conventionally considered to be 
part of the caudate nucleus, its medial border is the midline, its 
dorsal extent is the septum pellucidum, and its ventral aspect is 
the orbital cortex. 

I think Dr. Turner is mistaken in applying the term "septal 
region" to the septum pellucidum. To the best of my knowl- 
edge, "septal region" has never been used synonomously with 
"septum pellucidum" in primates. As one moves up the phylo- 
genetic scale, the gray matter between the anterior horns of the 
lateral ventricle in lower species moves forward and downward. 
Some but not all of the specific nuclei of the septal region were 
cited in my original definition. Early studies suggested that this 
heterogeneous region functioned as a unit, and subsequent stud- 
ies have supported this contention. 

Dr. Turner criticizes our schematic diagram of brain path- 
ways—-pathways that obviously have not been and could not be 
experimentally mapped in man. Experimental techniques for in- 
ducing a lesion and subsequently studying axonal degeneration 
cannot be applied to patients’ brains, nor can we use evoked po- 
tential techniques that require histologic verification of elec- 
trode placements. It is only by extrapolation from animal ex- 
periments that brain pathways have been postulated in man. 

Dr. Turner is mistaken tn several of his points about ana- 
tomic pathways. Connections from the septal region to the ven- 
tral lateral thalamus have been demonstrated in our laborato- 
ries by degeneration studies and by evoked potential techniques. 
(These studies were referenced in our article.) In addition, we 
have published a paper demonstrating connections from the fas- 
tigial nucleus to the hippocampus (2). These findings have been 
demonstrated to some well-known anatomists, including Dr. 
Fred Mettler of Columbia University. 

Other pathways Dr. Turner contests were demonstrated in 
earlier papers by Fink-Heimer degeneration studies and by 
evoked potential techniques. Subsequently, there have been re- 
ports of the anatomic connection between the fastigial nucleus 
and parts of the limbic system, some of which were prompted 
by our original studies. (Abstracts of these reports appear in the 
program of the October 20-24, 1974, meeting of the Society for 
Neuroscience, which is located at 9650 Rockville Pike, Be- 
thesda, Md. 20014.) 

The fact that Dr. Turner is unaware of these pathways does 
not mean that they do not exist. Had they been known and de- 
scribed in textbooks previously, it would have been purposeless 
for us to demonstrate them and report them in the literature. 
The connection between the interpeduncular nucleus and the 
septal region by way of the medial forebrain bundle has been 
cited in the literature and is generally accepted. Almost all of 
the studies on self-stimulation allude to this pathway, since it is 
important in the reward (self-stimulation) mechanism of ani- 
mals. 

We too were less than satisfied with our early photographs, 
and we have been working continuously to improve them. Dr. 
Turner is no doubt aware of the difficulties in the Fink-Heimer 
technique, as well as its superiority for demonstrating axonal 
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degeneration and degenerating terminals. Staining of normal 
axons is often very similar to that of degenerating axons. With 
considerable work and experimentation, we are now able to 
more clearly distinguish between normal and degenerating 
axons. 
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Surgery for Tardive Dyskinesia? 


Sir: Recently, a patient of mine underwent a right colectomy. 
Subsequently her tardive dyskinesia of several years' duration 
disappeared. Her surgeon, Kenneth L. Wiebe, M.D. (650 Hob- 
son Way, Oxnard, Calif. 93030), told me that the only nerves 
transsected in the surgery were the autonomic nerves leading to 
the right colon. Preanesthesia included atropine and pen- 
tobarbital. Dr. Wiebe told me that he would be glad to corre- 
spond with interested individuals. 


JOHN M. ACKERMAN, M.D. 
Santa Barbara, Calif. 


What Should Reassessments Test? 


SIR: In view of the general pressure toward some kind of peri- 
odic reassessment, it seems to me that we should take a hard 
look at the results and conclusions reported by Hugh T. Carmi- 
chael, M.D., and associates in their article “Results of the 1972 
APA Self-Assessment Program" (June 1974 issue). 

It appears that the developers of the test assumed that there 
is a great deal of knowledge gained during residency that is 
gradually lost over the years after completion of training. The 
authors talk of a gradual falloff in psychiatric knowledge in 
their attempts to demonstrate “blind spots" in the knowledge of 
practicing psychiatrists. 

I thought we all agreed that retention of factual knowledge 
which is not used in daily life or incorporated into the uncon- 


scious falls rather rapidly over a period of time. It would follow 


that the conclusions drawn by the authors would be valid only if 
we could show that psychiatrists as a group practice in the same 
way that residents do at the completion of training, Only under 
those circumstances would something analogous to the Ameri- 
can Board of Psychiatry and Neurology exam have very much 
meaning. 

However, if it is the case that psychiatrists quite generally get 
involved in some specific aspect of the specialty, e.g., psycho- 
analysis, forensic psychiatry, child psychiatry, or community 
mental health, then we might expect a certain attrition of fac- 
tual knowledge compared with the end of residency training. 
This would, however, be accompanied by a corresponding in- 
crease of knowledge in the particular area of expertise. Thus, we 
could assume that psychiatrists learn more and more about less 
and less. 
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I am not sure that this kind of reassessment is necessary at 
all, but if it is, I think it should consider what people have 
learned—not just what they have forgotten. 


JAMES R. SILBER, M.D. 
Los Angeles, Calif. 


Dr. S. Mouchly Small Comments 


Sin: Dr. Silber's suggestion that many practicing psychia- 
trists tend to subspecialize is true—involvement in the areas 
he cites can readily be documented for a significant number of 
psychiatrists. This would partially explain the gradual falloff in 
general factual psychiatric knowledge and the development of 
the “blind spots" observed in the self-assessment program. This 
decrement was much more apparent in the multiple-choice 
questions, which covered a broad field of both theoretical and 
practical clinical items, than in the patient-management section 
of the assessment program, which related more closely to clini- 
cal practice. 

Recognition of subspecialization in internal medicine has led 
to assessment programs in which participants receive a syllabus 
and recent bibliography of important developments listed under 
the rubrics of the various subspecialties. The participants have 
the choice of selecting questions in their particular area of inter- 
est, I believe that such an opportunity in the psychiatric self-as- 
sessment program is what Dr. Silber has in mind. This option 
has been discussed by the APA Office of Continuing Education 
but has not been implemented. 

The intent of the Psychiatric Knowledge and Skills Self-As- 
sessment Program is in part to acquaint those who participate 
with the broad range of problems in diagnosis, modalities of 
management and treatment, and with related data in behavioral 
sciences, genetics, epidemiology, and other relevant areas. It is 
fully recognized that those who confine their practice to psycho- 
analysis would not necessarily be as knowledgeable about psy- 
chopharmacology or forensic psychiatry as would those who 
use such data in their daily practice. However, when Dr. Silber 
suggests that this kind of reassessment may not be necessary at 
all, he overlooks the considerable pressures building up both 
within and outside the profession for recertification procedures. 
Self-assessment programs may be looked upon as a helpful 
preparation for the time when such reexaminations may be 
mandated. 


S. MoucHLY SMALL, M.D. 
Buffalo, N.Y. 


We Are Our Brother's Keeper 


SIR: I would like to compliment Milton Greenblatt, M.D., on 
his excellent article entitled "Psychopolitics" (November 1974 
issue). He has very ably and perceptively analyzed the state of 
affairs confronting us in our dealings with politicians. 

| have developed an egocentric classification of the human 
race that has only two categories—enlightened self-interest and 
unenlightened self-interest. It is to be hoped that psychiatrists 
are people of enlightened self-interest. It seems to me that our 
efforts should be directed toward promoting this viewpoint in 
our fellowman. 

I agree with Dr. Greenblatt that if you are living in a jungle, it 
is nice to be able to identify and evade the spiders, snakes, and 
boa constrictors. However, I would ask the rhetorical question: 
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Does man have to go on living in jungles, or progressively re- 
verting to them? 

In our increasingly pragmatic and hedonistic society, it is be- 
coming more and more difficult to tell the good guys from the 
bad guys. This is confusing to our young people and has led to 
increasing cynicism in our society. In our pursuit of happiness, 
there seems to be a loss of awareness of personal responsibility 
for our decisions. If we lose sight of the fact that we are our 
brother's keeper, morality will disappear as an effective com- 
munity force. 


G.D. CARSON, M.D. 
Edmonton, Alta., Canada 


Journal Review Procedures Criticized 


Sirk: I wish to endorse the suggestion of Clara G. Livsey, 
M.D., in her letter to the editor (November 1974 issue) that the 
names of the reviewers of articles submitted to the Journal be 
disclosed. It is only fair that these reviewers assume responsi- 
bility for their opinions. When a reviewer does not wish to as- 
sume this responsibility, surely there must be another com- 
petent reviewer to take his/her place. 

Submitting a paper that has been rejected to another journal 
often requires much unnecessary reworking; worse, it entails the 
possibility that the paper will be seen by the same reviewer who 
rejected it initially. [ have seen the same name on the editorial 
boards of four different journals covering essentially the same 
field. 


BERNARD ZUGER, M.D. 
New York, N.Y. 


* 


Editor's Note: The reviewer does not turn the paper down—fre- 
quently there are three or four reviewers, and they only advise 
the Editor. The Editor is the culprit, and his name is on the 
masthead. Blame him. 


Reasoned Reevaluation of Community Psychiatry 


Sir: I feel that negative statements about community psychi- 
atry in recent issues of the Journal (1, 2) call for comment, not 
only because of the stature of their authors, but because they re- 
flect a feeling that seems to be increasing among psychiatrists— 
that community psychiatry has somehow failed and, in so 
doing, has led us all into difficulty. 

Having spent a great deal of my career in community psychi- 
atry, I do not pretend to be unbiased. However, I have never 
supported much of the grandiose nonsense that has been 
claimed in recent years in the name of psychiatry in general and 
community psychiatry in particular. I pointed out in 1970, for 
example, that many community programs then being touted as 
successes “will eventually be recognized as misguided and lead- 
ing to failure" (3, p. 694). What concerns me is that the un- 
thinking, enthusiastic acceptance of unsupported statements 
that marked the early days of community psychiatry has now 
turned to equally unthinking disparagement. 

Community psychiatry arose from the need to deal with seri- 
ous gaps in the delivery of psychiatric services. Not so long ago, 
most of our citizens could not hope to receive treatment for 
mental illness because of prohibitive costs, scarcity of person- 
nel, lack of facilities, etc. Many of the people who did manage 
to obtain care were so damaged in state hospitals that they 
would have been better off with no care at all. 


As a result of public and professional concern, new methods 
of providing services and new treatment approaches were 
planned, organized, and put into practice. Typically, the proto- 
types were said to work beautifully, but the later operations did 
not do so well. 

Unfortunately, in their hurry to jump on the community psy- 
chiatry bandwagon, psychiatrists as a group proved to be all too 
human and fallible. They never took the trouble to consider 
what they were getting into, perhaps because of their hope to 
wipe out mental illness, the pressure of public demands, or, in 
some cases, because of the advantages to be gained for their 
agencies or themselves. Serious attempts to evaluate the effects 
of the new methods were notably absent from the scene during 
the 1960s. There was little interest in examining the consistency 
of the underlying theories or in ensuring that personnel had suf- 
ficient training. 

Of course, the bubble burst. Now it is easy to say that “they” 
led us astray. However, the tendency to confuse hopes, beliefs, 
and prejudices with facts and to proceed to misguided action is 
a failing that runs throughout the history of psychiatry. Com- 
munity psychiatry has been far from immune to this unfortu- 
nate weakness, but it has not been the only area or even the ma- 
jor area to fall prey to it. 

Community psychiatry could certainly have benefited in the 
early days of enthusiasm from some strong leaders calling 
loudly for scientific objectivity. Where were the critics then? 
And what answers do they have now for the problems of in- 
adequate psychiatric services that still exist? Is there any pres- 
sure from the critics for an across-the-board evaluation of the 
effectiveness of all forms of psychiatric treatment so that we can 
honestly know what we are doing? Or is the current criticism of 
community psychiatry simply scapegoating? Had the federal 
government not cut back funding for all sorts of psychiatric ac- 
tivities, would we still be basking in the glow of out presumed 
but untested invincibility and our unearned public admiration? 

We still have some mental hospitals that are barely better 
than they were 30 years ago. Even among the hospitals that are 
greatly improved, how many would inspire confidence in us as 
prospective patients? My guess is very few. 


To me, the many needs that are still unmet and the poor qual- 


ity of the average public psychiatric facility are matters of pro- 
fessional shame. This is all the more so in that most of the re- 
cent pressure for improvement has come about not because of 
the demands of concerned psychiatrists, but because of the de- 
mands of patients in court, 

Those who would have us forget about the needs of the public 
while we retreat to the safety of the laboratory and private prac- 
tice are asking us to give up control of our profession. The need 
for services and the poor quality of those that now exist will not 
be forgotten by the public or the government. If we do not exert 
some leadership, we will be told what to do. 

There is more than enough work for us all. I hope that 
we as a profession can learn some positive lessons from the 
past. We need to think seriously about why our profession 
seems to go from one fad to the next with no serious attempt at 
evaluation. Why do we not use more of the scientific training we 
all have? Why don't we support evaluation efforts, rather than 
encouraging the expenditure of millions on approaches that 
have little more evidence in their favor than faith healing? 

Let us continue to work to meet community needs while we 
strive to raise our standards. 
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JACK ZUSMAN, M.D. 
Buffalo, N.Y. 


Psychiatry Challenged 


Sır: Psychiatry has been the harassed camp follower of the 
therapy faddists and other nonsense-spouting exponents of psy- 
chopathological theories for too long. Judge Bazelon ("The 
Perils of Wizardry," December 1974 issue), not withstanding 
his simplistic notions of etiology, has issued the profession a 
challenge. Will we be able to respond intelligently? 


KISHORE J. THAMPY, M.D. 
Chicago, lil. 


Criminality in the Psychiatric Picture 


Sin: The excellent summary of our present situation given by 
Seymour Kety, M.D., in "From Rationalization to Reason" 
(September 1974 issue) avoids that aspect of psychiatry where 
there is, in my opinion, the greatest difficulty—forensic psychia- 
try. During my 50 years of work in hospitals for psychiatric dis- 
orders and in private practice, the problems Dr. Kety points to 
have seemed most acute and difficult when delinquency and 
crime are part of the psychiatric picture. 

Baroness Barbara Wooton, speaking recently before the Ca- 
nadian Psychiatric Association and the British College of Psy- 
chiatry, stated her view that this problem will not be solved 


until an institution emerges to fuse hospitals, asylums, sana- 


toria, retreats, and prisons. She knows of no way to draw a line 
between them, and psychiatrists have been of little help. I have 
found that students taking histories miss criminality and delin- 
quency and their part in the total psychiatric picture more often 
than any other type of relevant fact. 

In my opinion, the Kety-Szasz controversy tends to obscure 
one large sector of our responsibility. 


W. CLIFFORD M. Scorr, M.D. 
Montreal, Que., Canada 


Ethics in Behavior Therapy 


Sir: I enjoyed the timely article by Seymour Halleck, M.D., 
in the April 1974 issue of the Journal on the ethical responsi- 
bilities of psychiatric practitioners. However, I thoroughly dis- 
agree with his suggestion that traditional psychotherapy has 
fewer ethical pitfalls than does behavior therapy. Furthermore, 
Dr. Halleck fails to distinguish between two broad groups of be- 
haviorally oriented approaches that, to me, clearly differ in 
their potential for ethical problems. 

One group of behavior therapies involves the use of operant 
techniques to subject people (usually large groups) to reinforce- 
ment schedules designed to modify their behavior. These indi- 
viduals are often institutionalized and have no voice in deter- 
mining what behaviors are considered desirable by the 
therapist. In these cases, the honest practitioner should admit 
that he is usually doing his work for the sake of what society as 
a whole considers to be beneficial. 
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The second group includes those techniques made popular by 
Robert Salter, Joseph Wolpe, and others. These are client-ori- 
ented therapies in which the patient voluntarily seeks alleviation 
of personal distress. Dr. Halleck's comments do not apply at ail 
to these techniques, which frequently expand the patient's self- 
awareness. They give the patient a meaning" for his symptom. 
(That the meaning rarely coincides with neo-Freudian theory 
diminishes neither its honesty of intent nor its utility.) Success- 
ful treatment frequently depends on increasing the patient's as- 
sertiveness, and the patient is the only person whose welfare is 
considered when these treatments are carried out. 

Traditional psychotherapy, on the other hand, often strongly 
reflects the theoretical biases of the practitioners. Because these 
biases are not transmitted overtly to the patient, such therapy 
can easily descend into an insidious form of thought control. 

Nothing I have said is intended to diminish my appreciation 
of Dr. Halleck's main thrust, which is that we will all do well to 
review often the moral and ethical dilemmas that confront us in 
our work. 


M.S. Rapp, M.D. 
Toronto, Ont., Canada 


Combining Antipsychotic Agents 


Sir: I am pleased by the increasing interest in combined med- 
ical and psychiatric strategies in the treatment of acute psycho- 
sis (1, 2). Fortunately, efforts are being made to evaluate the ef- 
ficacy of the traditionally used low-potency soporific 
antipsychotic agents and the high-potency antipsychotics that 
are now available for parenteral administration (3, 4). The ini- 
tial use of low-potency sedative agents such as thioridazine and 
chlorpromazine has been emphasized in the past (5, 6). Since in- 
somnia 1s a frequent finding in acute psychosis, providing sleep 
has been an accepted immediate chemotherapeutic goal (2, 5). 
Sedative benefits have been potentiated by using an initial com- 
bination of a phenothiazine and a barbiturate (2, 7). This com- 
bination is felt to be particularly useful during an acute period 
when parenteral administration is required and phenothiazine 
dosage limitations are of concern because of hypotension and 
other side effects. 

As a result of recent interest in the high-potency antipsychot- 
ics, we at the University of Chicago Drug Research Clinic have 
undertaken a preliminary assessment of their use in the treat- 
ment of acute psychosis in 32 individuals. Therapeutic goals in- 
clude 1) return to a level of social and interpersonal functioning 
that existed prior to the acute episode; 2) combined objective 
and subjective reports of desirable emotional comfort from the 
patient, nurse, family, and research team; and 3) the avoidance 
of undesirable side effects. Patients have received either 5 mg of 
haloperidol intramuscularly every 4 hours or this dosage of 
haloperidol in combination with 250 mg of sodium amytal in- 
tramuscularly every 8 hours. 

Satisfactory results have been obtained for both groups. 
However, the patients in the combination-drug group attained 
therapeutic goals earlier and accordingly have required less to- 
tal haloperidol. The incidence of dystonic reactions in the com- 
bination-drug group was 40 percent of that in the haloperidol- 
alone group. 

Hypotension has not been a problem in either group. Follow- 
ing the onset of treatment, the combination-drug patients at- 
tained sleep 10-16 hours earlier. The previous feeling that a 
hypnotic effect is associated with an earlier return to preexisting 
functioning appears to have merit. 
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WILLIAM E. THORNTON, M.D. 
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Medical Model in Mental Health Centers 


Sir: The categorically descriptive definition of the medical 
model developed by Frank M. du Mas, Ph.D., in his article 
"Medical, Nonmedical, or Antimedical Models for Mental 
Health Centers?" (August 1974 issue) is helpful, but it is re- 
stricted because of its relatively fixed structural basis. 

A more dynamic and historical approach is necessary to do 
full justice to the classical medical model. It is a working model 
of an open system presumably devised by Hippocrates to in- 
clude all pertinent data on health and illness, and it interacts 
with other systems. 

Different subsystems of the “organized complexity" repre- 
sented by the medical model can be identified and made the 
province of a variety of professionals and technicians. However, 
the comprehensive use of the model requires the educational 
process that programs the physician to its use and thereby in- 
cludes him in the system. 

The question is not whether we should use the medical model 
in mental health centers, but rather how it can be used. Its use 
certainly does not preclude the use of other models that may of- . 
fer more to a particular applicant for service. This may give the 
impression that nonmedical models are sufficient to meet the 
need in mental health centers. However, from my experience, 
this is an illusion that is shattered the first time an obviously 
sick person enters the clinic. 


SAMUEL R. Warson, M. D. 
Sarasota, Fla. 


Anticholinergic Action of Thioridazine 


Sir: I found Dr. Jonathan Davidson’s letter, "Possible EF- 
fects of Combining Phenothiazines" (December 1974 issue), 
most interesting. Thioridazine has the highest anticholinergic 
activity of the phenothiazines in common clinical use. It has ap- 
proximately 87 times the affinity for brain muscarinic choliner- 
gic receptors as fluphenazine (1). Also, it is about one-sixth as 
potent as benztropine in anticholinergic activity (1). At the Psy- 
chiatric Research Laboratory of the Massachusetts General 
Hospital, we feel that the anticholinergic activity of thioridazine 


is often overlooked. In fact, we have recently seen cases of anti- 
cholinergic toxicity involving thioridazine. These cases were 
successfully treated with the reversible anticholinesterase phy- 
sostigmine. Also, thioridazine coma has been reversed by phy- 
sostigmine (2). 

It is quite conceivable that the high doses of thioridazine used 
with Dr. Davidson’s patient could exert enough anticholinergic 
effect to suppress signs of parkinsonism resulting from flu- 
phenazine. As antiparkinsonian drugs have been shown to de- 
press plasma levels of phenothiazines (3) and to reverse clinical 
improvement (4), the idea of using anticholinergic phenothia- 
zines to control drug-induced parkinsonism deserves further 
study. 
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Psychiatric Syndromes and Modes of Therapy. Serial Hand- 
book of Modern Psychiatry, vol. II, by Jules Masserman, M.D. 
New York, N.Y., Intercontinental Medical Book Corp., 1974, 
184 pp., $14.75. 


In both arrangement and philosophy, this highly readable 
and informative book resembles Masserman's Principles of Dy- 
namic Psychiatry (1), which made such an impact on the psy- 
chiatric scene when it appeared almost 30 years ago. Even some 
of the same case illustrations are used. In both that book and 
this new one, Masserman deals with psychiatric syndromes in a 
way that recognizes the existence of and need for diagnostic la- 
belings while also recognizing the fact that patients’ problems 
may encompass more than one diagnosis. Masserman depre- 
cates a "procrustean relegation to iatropoietic categories." 

The result of this approach is that each case illustration 
(there are 47 clinical cases and three that will be mentioned 
later) mentions the diagnostic categorizations applicable to the 
syndrome but focuses more directly on the dynamics and on the 
social, familial, organic, intellectual, and economic elements in- 
volved in producing the incapacity that must be dealt with in 
therapy. The chapter headings therefore offer only general im- 
pressions of the material subsumed under them. Patients do not 
lend themselves to neat and tidy presentations. 

There are some concentrated discussions of various prob- 
lems, but in general the book is to be read through, not handled 
as a reference work. Used in this way it is delightfully illuminat- 
ing. In some areas the author exercises his right to digress into 
areas of his own interest, regardless of their specific application 
to the matter at hand. His etymologic bent has long been part of 
his great interest to his readers; he demonstrates it in various 
parts of this book. His discussion of the various meanings of the 
word "office" as used by the psychiatrist is a good case in point. 

As noted above, three of the case illustrations listed in the 
table of contents do not concern patients at all but are part of 
the whimsy that adds zest to the book. One is Theophrastus' de- 
scription of “The Penurious Man,” one is Masserman’s now fa- 
mous “*Psychosomatic Profile of an Ingrown Toenail,” and one 
is simply called “Stereotyped Normality.” They are all—as is 
the book itself—good reading. 
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Contemporary Issues in Psychiatry, edited by John G. Howells, 
M.D., D.P.M. Toronto, Ont., Canada, Butterworths, 1974, 259 
pp., $15.40. 


The title of this volume might cause an American reader to 


expect a treatise on national health insurance, PSROs, inter- 
professional relations, and the future existence of psychiatry as 
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a profession. However, the book consists of a collection of writ- 
ings from 1970 to 1973 by a group of progressive psychiatrists 
in the United Kingdom whose focus is primarily British. 

The substance encompasses the major topical aspects of psy- 
chiatry, including clinical, nosological, educational, administra- 
tive, and architectural issues. The individual sections reflect a 
high degree of scholarship and professional concern as well as a 
thorough coverage of the categorical concept. They lack only 
that redeeming British wit and humor which we Americans 
have come to expect. 

In spite of its emphasis on areas of British concern, the mate- 
rial has substantial pertinence for psychiatry in the United 
States. Indeed, the section on medical administration in psychi- 
atry, which reflects the problems of a nationally operated men- 
tal health system, may very well represent a precursor and a 
warning of what this country can expect under national health 
insurance. The only quasi-socialized system of medical care in 
the United States is that provided by the state hospital system. 
In spite of the apparent problems in our system, it lacks many 
of those described as occurring in the British federally operated 
system. 

In the clinical section of the book there is strong advocacy for 
reuniting psychiatry with the mainstream of general medicine, 
in terms of both clinical practice and psychiatric training. The 
recent trend toward broadening the practice of child psychiatry 
to that of family psychiatric practice receives full exposition in 
a lengthy section written by the editor, Dr. Howells. An ex- 
cellent plan for organizing the mental health services for deliv- 
ery to the aged mentally ill is also presented. This scheme re- 
tains a very practical approach toward idealized goals. 

The only section that gave me pause was that on the nosology 
of psychiatry, which, in spite of its linguistic erudition, reflected 
shades of Adolf Meyer. For example, I find it a little hard to be- 
lieve that the practicing psychiatrist will find it easy to evade 
traditional habit and substitute '*encephalo-ataxia" for the term 
"schizophrenia," in spite of the legitimate Greek derivation of 
the former term. Just as torturous would be the attempt to sub- 
stitute "encephalo-lampsia" for the commonly used term 
"mania"—not to mention the typesetting problems that would 
arise for psychiatric publications. Nevertheless, the logical 
argument for more precise diagnosis and appropriate changes 
in the nomenclature is well worth the short time necessary to 
review this section thoroughly. 

I would strongly recommend the section on neglected aspects 
of psychiatric education to those medical schools which have in- 
stituted crash programs for early specialization. I would also 
recommend comparisons of the American scene with the Brit- 
ish scene to all directors of psychiatric residency training pro- 
grams. 

Although the author of the portion of the book directed to- 
ward medical administration in psychiatry attempts to main- 
tain his objectivity, it becomes very obvious that he is sorely 
troubled by the complexity, the frustrating bureaucracy, and 
the major conflicts in the administrative organizations asso- 
ciated with the national health service. 

The remainder of the book is composed of two excellent sec- 
tions on architecture. These present a variety of psychiatric pro- 
grams that would be of value to those planning new or ex- 


panded psychiatric facilities and for those state services now 
modifying or renovating their physical plants. 

Each section of this book contains an exhaustive bibliogra- 
phy. All in all, I would recommend this small volume as an emi- 
nently readable reference work as well as a harbinger of things 
to come. 


JAMES C. JoHNSON, M.D. 
Hartford, Conn. 


Rational Hospital Psychiatry: The Reactive Environment, 5y 
Jerrold S. Maxmen, M.D., Gary J. Tucker, M.D., and Michael 
D. LeBow, Ph.D. New York, N.Y., Brunner/ Mazel, 1974, 274 
pp., $12.50. 


The voices of reason and humanity,.which are required for 
patient care and treatment, frequently get lost in the commu- 
nity clamor associated with the changing or closing of state hos- 
pitals. Beleaguered hospital staff members are hard pressed to 
plan, deliver, document, and monitor care and treatment efforts 
and to move prepared patients into prepared communities. 
Much of the present literature focusing on social and institu- 
tional change fails to deal with the important grass-root issues 
that are the ultimate objects of change. 

This book comes as a timely and reasonable antidote. It is 
concerned with improving inpatient services at the service deliv- 
ery level and offers very practical suggestions for the harried 
clinical staff. 

The core theme is that of the reactive environment required 
in the inpatient unit. This is best described in the authors' own 
words: 


A reactive environment [is] one in which the unit's 
overall structure maximally utilizes and coordinates the 
entire staff's efforts toward the rehabilitation of the 
patient's particular behavior problems so that ultimately 
he becomes a long standing and productive member of so- 
ciety. (p.33) 


Types of reactive environments are described, including a lu- 
cid consideration of the token economy. In this context empha- 
sis is placed on what a patient does rather than on what the 
patient is—an indication of the book's message that a rational 
and scientific detailing of the patient's behavior beyond tradi- 
tional diagnostic labeling leads to an appropriate and construc- 
tively reactive milieu. 

In their consideration of the hospital as a system, the authors 
detail specific problems and make specific procedural sugges- 
tions as they follow the patient through the system from admis- 
sion and treatment through discharge planning and community 
placement. 

The chapter on the use of medication exemplifies the book's 
approach to hospital psychiatry. Avoiding the use of specific 
drugs, the authors choose to point out the rational use of medi- 
cation: all team staff need to know about the use of medication 
because staff attitudes toward the use of medication can influ- 
ence the patient's clinical response. Chapters on family in- 
volvement, training, recordkeeping, and planning for aftercare 
should offer help to hospitals in the throes of change. 

I would like to have found more of the authors’ ideas on the 
rational use of crisis intervention as well as their concepts of the 
rational place of inpatient services in the context of a broader 
mental health delivery system—including outpatient and partial 
hospitalization services. 

However, the book does deliver very well what its title prom- 
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ises. The concepts and methods presented are rational, timely, 
and clearly expressed. It succeeds in integrating concepts and 
methods of concern to all disciplines on the treatment team. 

This book is an important addition to the literature on state 
hospital change. 


JAMES W. Dykens, M.D. 
Concord, N.H. 


Practical Clinical Psychopharmacology, by William S. Apple- 
ton, M.D., and John M. Davis, M.D. New York, N.Y., Med- 
com Press, 1973, 162 pp., no price listed (paper). 


This little handbook is part of a series intended for rapid 
communication of current medical information. It deals with 
the clinical application of psychopharmacology and 1s ad- 
dressed to “the practicing physician-psychiatrist and medical 
student." One of its purposes is to differentiate “fact from fic- 
tion when prescribing psychotropic medication.” 

On the whole, the book is fairly well done; it is a useful addi- 
tion to what has been available, particularly for the practicing 
physician, the resident in psychiatry, and others interested in 
psychopharmacology. In a simplistic but reasonable way, it 
covers many aspects of psychopharmacology and deals with the 
major categories of useful pharmacotherapeutic agents. In this 
area it succeeds admirably in its aim. Its virtue is the brief, ac- 
curate, and simple way that it conveys this information. 

However, because it is a small volume, it is less successful 
when it attempts to summarize clinical psychiatry to provide a 
background for the use of psychotropic agents. The book might 
have been better in this area if it had omitted this section, which 
becomes a reductionistic attempt to squeeze psychiatry into a 
small format and add psychopharmacology to it. In short, if the 
book can be criticized for a shortcoming, it is that its psychiat- 
ric summaries are reductionistic and thus inadequate. 

This, however, is a minor carp if one looks at the main pur- 
pose of the book, which is to convey psychopharmacology in a 
simple form. In the hands of experienced teachers, residents in 
psychiatry, or others who are learning or who have learned their 
clinical psychiatry more thoroughly elsewhere, it is a valuable 
book. 

I recommend this volume to those who want a cogent, precise 
summary of many of the main findings of current clinical psy- 
chopharmacology. There are some points one could quibble 
about, but this in no way detracts from the basic merits of 
this concise, practical summary of psychopharmacology. It 
can also be used as a handbook companion to some of the 
larger psychopharmacological textbooks in the teaching of psy- 
chopharmacology. 


G.J. SARWER-FONER, M.D. 
Ottawa, Ont., Canada 


A Home for the Heart, by Bruno Bettelheim. New York, N.Y., 
Alfred A. Knopf, 1974, 461 pp., $12.50. 


In his introduction to this book Dr. Bettelheim states, 


This book consists of four unequal but closely inter- 
related parts. The first is a discussion of the physical set- 
ting within which the institutional life proceeds. The sec- 
ond is an account of total residential therapy as it evolved 
over some twenty-seven years. The third and fourth parts 
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discuss, in detail, how the staff operates and how its train- 
ing ts carried out. (p. 13) 


The setting is, of course, the University of Chicago’s Ortho- 
genic School for autistic and schizophrenic children. Dr. Bettel- 
heim, a well-known lay analyst, has written extensively on the 
topic of the school. Having recently retired after many years as 
its director, he attempts in this book to present an overall view 
of its program. 

It appears that the author tries to place the philosophy of the 
school within the historical background of nineteenth-century 
moral treatment in the United States and the psychoanalytic 
movement. Both of these trends have by nature resisted any at- 
tempt at categorization and objectification; each therapeutic 
program influenced by these trends has tended to remain 
unique—to be an isolated expression of a particular charismatic 
leader. 

This feeling of uniqueness certainly permeates Dr. Bettel- 
heim’s book. There is much to be admired in the feeling that 
comes through in his description of the school—-the dedica- 
tion of the staff, the reciprocal support among staff members 
(especially when exposed to the psychotic behavior of the 
patients), and the characteristics of the physical setting, particu- 
larly of the "living room," bathroom, staircase, and grounds. 
Also impressive are the analogies brought forward between a 
treatment center and a monastic setting or a spa as well as some 
of the more clinical discussions— notably the lengthy one on 
empathy. 

On the other hand, many readers might be troubled by more 
than one point in this book. The author almost completely dis- 
regards the parents of the children in treatment. He seems to 
view them as the perennial villains of the play: they are never 
consulted, emphathized with, or considered as worthy of respect 
as their psychotic children. It appears to me that Dr. Bettel- 
heim's statement that “we try to convince the parents that they 
must be satisfied with the thought that they have done the very 
best for him [the child]" (p. 183) seems meaningless. Another 
distressing facet of the book is the overt or covert criticism of 
other professionals. Dr. Bettelheim states that we would never 
believe that somebody else has a deeper understanding about 
what is good for us than we do” (p. 180). 

The repeated statement that everybody is equally important 
at the school is at variance with the conclusion of the distin- 
guished sociologist Jules Henry (1). He defined the school's sys- 
tem as "simple undifferentiated subordination." The book also 
lacks clarity in defining such terms as "senior staff members," 
"consultants," "superiors," ‘‘psychotherapists,” and "'individ- 
ual psychotherapy." This seems strange in a book that gives 
more than 100 pages to a description of the physical setting. 

Do the results justify the program carried on at the Ortho- 
genic School? We are told, 


Better than 85 percent of those with whom we worked 
have been restored to full participation in life... . Among 
the more than two hundred former patients are pilots of 
commercial airlines, social workers, journalists, nurses and 
professors of nursing education, businessmen and bankers, 
but also some master barbers, construction foremen, and 
secretaries. (p. 13) 


These are about all the data we are given showing the success 
of the school. This seems inadequate in our age of sophisticated 
methods of data collection. 

This last point raises the question of whom the book is writ- 
ten for. I would guess that it is not written for parents or for 
former patients. Various professionals as well as non- 
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professionals working with very disturbed children can cer- 
tainly find in it new incentive for their daily labor, but it is ques- 
tionable that the experience of the Orthogenic School can be 
repeated elsewhere. It does not seem unlikely to me that Bettel- 
heim wrote the book mainly for himself, as a way of facilitating 
a difficult separation from the program he built and loved so 
much. 

Regardless of his motives, Bettelheim's work should be 
placed in the proper developmental perspective: that is, a very 
comprehensive attempt at the psychoanalytic treatment of psy- 
chotic children. In the light of today's upsurge of behavioral 
therapy and the involvement of parents, such treatment can be 
considered as essentially too unilateral or, for some, as nostal- 
gia for things past. 
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The Psychological Sense of Community: Prospects for a Com- 
munity Psychology, by Seymour B. Sarason. San Francisco, 
Calif., Jossey-Bass, 1974, 285 pp., $12.50. 


Dr. Sarason addresses many critical issues that require study, 
discussion, and action if the movement of the past 15 years to- 
ward community-based care is to flourish and maintain its via- 
bility. The book is written in the context of psychology but has 
equal relevance for psychiatry. Dr. Sarason issues a challenge 
to all mental health professionals who have moved into the 
community in the following statement: 


Although by and large [the] community psychologist 
{has been] dealing with individuals, groups, and problems 
that were long neglected .. . he has dealt with them as if he 
was to pour old wine into new bottles. (p. 151) 


In this illuminating, challenging, and well-written work, 
Sarason takes to task those in his own profession of psychology 
and, indirectly, all other mental health professionals who have 
chosen to work in the community for their neglect of the impor- 
tance of the psychological sense of community. He feels that the 
dilution or loss of this community sense is “the most destructive 
dynamic in peoples’ lives" (p. viii). 

He argues that the development of a psychological sense of 
community should be the keystone value motivating not only 
community psychologists but all mental health professionals at- 
tempting to assist people to remain in their communities. In the 
most persuasive part of this book, Sarason calls attention to 
how the setting up of community “institutions,” although: they 
remove people from state institutions, can further diminish the 
psychological sense of community because they “rob the com- 
munity around them of an opportunity to reinforce the psycho- 
logical sense of community among its members” (p. 162). He 
cites lengthy descriptions of special classes in our educational 
system, mental retardation centers, and detention institutions 
for juveniles as examples of what he calls “humane segrega- 
tion." 

On the positive side, he also argues persuasively for the po- 
tential that halfway houses have for reinforcing the psychologi- 
cal sense of community. However, in his opinion, they have 


failed to reach their potential because they usually serve as a 
mechanism for removing people with abnormal behavior from 
the community and thereby perpetuate humane segregation. 

Sarason’s powerful arguments for the integration of those 
with abnormal behavior into the community to preserve the 
psychological sense of community are somewhat diluted by his 
failure to address the dynamics that affect most individuals’ re- 
actions to abnormal behavior. He does not seem to recogmize 
the increased anxiety in normal individuals, which tends to play 
a role in the development of these programs and institutions. 

While one can accept his argument that there can be no true 
psychological sense of community until humane segregation is 
eliminated (p. 173), I find it difficult to accept Sarason’s con- 
tention that the complete elimination of humane segregation ts 
a realistic goal. Within the current context of the often vehe- 
mently negative reaction of many toward those who have been 
discharged from the state hospital into the community without 
aftercare, it is hard to conceive of the development of a com- 
plete psychological sense of community. 

Despite these criticisms, the basic theme of Dr. Sarason’s 
book—that all mental health professionals who work in the 
community, including psychiatrists, must pay more attention to 
community processes and dynamics—is valid. He is also partic- 
ularly forceful when he calls attention to the failure of commu- 
nity psychology and psychiatry to turn more toward prevention. 
However, like other authors, he does not offer any concrete sug- 
gestions as to how primary prevention might be accomplished. 

Sarason is also on target when he criticizes academia for its 
isolation from the community and when he describes the defen- 
siveness apparent in the failure of many academicians to appro- 
priately engage with lay members of the community in the plan- 
ning and the delivery of services. 

Dr. Sarason, who is the director of the Yale Psycho-Educa- 
tional Clinic, has provided a useful service by once again focus- 
ing our attention on the need for those of us who are actively en- 
gaged in the delivery of services to disturbed individuals within 
the community to pay more attention to community processes 
and characteristics. Although these social characteristics may 
appear to lack psychological substance, they have very impor- 
tant psychological consequences for the progress of our 
patients. Our failure to take these factors into consideration can 
be legitimately criticized. Dr. Sarason has written one of the 
most lucid criticisms of this failure to date. 


ALLAN BEIGEL, M.D. 
Tucson, Ariz. 


The Child in His Family: Children at Psychiatric Risk, vol. 3, 
edited by E. James Anthony, M.D., and Cyrille Koupernik, 
M.D. New York, N.Y., Wiley-Interscience (John Wiley & 
Sons), 1974, 544 pp., no price listed. 


This is the third volume in a series of yearbooks of the Inter- 
national Association for Child Psychiatry and Allied Profes- 
sions published by John Wiley & Sons. The editors of all three 
volumes are E. James Anthony of St. Louis and Cyrille Kou- 
pernik of Paris. The first two volumes were titled The Child in 
His Family (published in 1970) and The Child in His Family: 
The Impact of Disease and Death (published in 1973). The edi- 
tors were assisted by an editorial board of child experts from 
countries all over the world. 

The content of this third volume is divided into three sections 
and preceded by a foreword by Bertram S. Brown, M.D., Direc- 
tor of the National Institute of Mental Health. 

The first section, titled Theory for a New Field, is made up of 
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five articles. The second section deals with articles presented at 
the Bled Conference in Yugoslavia in July 1972. The third sec- 
tion deals with papers presented at the Dakar Conference in 
Senegal, Africa, in the summer of 1973. In addition to the vari- 
ous papers, there are discussions by various invited participants 
from different parts of the world. 

It is difficult to single out the most important papers con- 
tained in this volume in a brief review. The articles cover the en- 
tire field of childhood psychopathology. There are also arti- 


.cles dealing with site visits by English-speaking and French- 


speaking groups. I found the anthropological and sociological 
studies, including the study on child-rearing practices in various 
African cultures, to be most informative. 

An advertisement with reference to the publication of this 
volume describes quite accurately my reaction to this work: 


These volumes present the family as a changing entity 
acted upon by industrialization, war, social movement, dis- 
ease, and more .... They give you a better picture of how 
the family affects the child. 


This volume alerts the child psychiatrist to the growing risks 
of life today and to the special vulnerabilities of particular chil- 
dren to these risks. It also discusses how to prevent the devel- 
opment of psychological disorders in vulnerable children by re- 
ducing the degree of risk they are exposed to. 

| recommend this volume to all professionals who deal with 
children. This includes not only psychiatrists, psychologists, and 
social workers but also such professionals as teachers and pro- 
bation officers. 


FRANK J. CURRAN, M.D. 
New York, N.Y. 


Questions and Answers on Death and Dying, by Elisabeth 
Kübler-Ross, M.D. New York, N.Y., Macmillan Publishing 
Co., 1974, 171 pp., $4.95; $1.50 (paper). 


From antiquity, physicians have endeavored to relieve the 
suffering of dying patients and to provide them with what for 
centuries was called euthanasia. This Greek term originally re- 
ferred to a good or peaceful death and included the medical art 
of accomplishing easy dying. First used by Emperor Augustus, 
the word retained its original meaning until the end of the nine- 
teenth century, when it began to be used to refer to mercy 
killing. 

In recent times, the healing professions have seemed neglect- 
ful of the noble art of euthanasia according to its original mean- 
ing. Armed with the achievements of modern science and tech- 
nology, we have joined with society at large in attempting to 
escape the reality of death. A conspiracy of silence has sur- 
rounded the dying patient as an endless succession of new treat- 
ments has prolonged his demeaned existence. 

Since the appearance of her book On Death and Dying (1), 
Dr. Kübler-Ross has become the foremost spokesman of merci- 
ful ministry to the needs of patients facing death. She is a mod- 
ern-day good Samaritan in her advocacy of a compassionate re- 
sponse to their suffering. While many professionals have passed 
by on the other side of the road, Dr. Kübler-Ross has stopped to 
offer her unselfish care and concern. 

Dr Kübler-Ross' message, which she presents again in Ques- 
tions and Answers on Death and Dying, is simple and direct: al- 
though dying patients threaten our sense of immortality and 
omnipotence, we must not avoid them. Since most dying per- 
sons are aware of the seriousness of their illness, we must be 
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prepared to talk with them about it and accept their expressions 
of grief and rage. Dr. Kiibler-Ross feels that genuine com- 
passion and courage are adequate preparation for encounters 
with the fatally ill, encounters in which words may give way to 
shared silence and jointly held hope for this life may be relin- 
quished. She also tells us that if we are patient we will see many 
persons who, as their energy declines and they sever ties with 
the world about them, progress from stunned disbelief to a wel- 
come acceptance of the death that awaits them. 

Dr. Kübler-Ross’ book is directed toward paraprofessionals; 
they should derive guidance and inspiration from it. Written in 
a question-and-answer format, it is somewhat fragmented and 
repetitious. However, the questions are those most frequently 
asked about death and dying, and they pose a great variety of 
challenging and poignant situations. 

Dr. Kiibler-Ross has aroused us to the needs of dying patients 
and reintroduced us to the ancient and noble art of euthanasia. 
Her latest communication is welcomed in this light. If she has 
improved our care of these patients, perhaps she has also helped 
us to become more aware of our own mortality and more 
humble regarding the medical skills at our command. 


REFERENCE 


1. Kübler-Ross E: On Death and Dying. New York, Macmillan Pub- 
lishing Co, 1969 


RUSSELL Noyes, M.D. 
Iowa City, Iowa 


The History of Childhood, edited by Lloyd deMause. New 
York, N.Y., Psychohistory Press (Atcom), 1974, 431 pp., 
$12.50. 


This history of childhood in Western civilization is the prod- 
uct of a collaborative research project begun six years ago un- 
der the auspices of the Association for Applied Psychoanalysis. 
Each of the 10 contributing historians sought “‘to reconstruct 
how parents and children related to each other in different time 
periods and different countries." They have assembled a good 
deal of useful, fascinating, and relevant material from very 
diverse sources. 

Infanticide, child abandonment, the use of wet nurses in and 
out of the family home, fosterage (sending seven-year-old 
children to be raised as servants in the homes of others), and 
swaddling are some of the topics discussed. For the most part, 
these are handled well and thoroughly. Affectional and in- 
timidating parental attitudes through the years are also de- 
scribed, together with some of the factors tilting the scales in 
one direction or the other. I learned a great deal from these de- 
scriptions. 

Ross's chapter on middle-class children in urban Renaissance 
Italy is a model of what psychohistory should be. Data and con- 
clusions are presented simply, clearly, and without jargon; the 
questions emerging from the study are offered similarly. Also 
excellent is Tucker's description of childhood in fifteenth- and 
sixteenth-century England, which points out that men were not 
permitted in delivery rooms until the middle of the sixteenth 
century. The chapters by Marvick and by Illick on childhood in 
seventeenth-century France and seventeenth-century England 
and America, respectively, are also well worth reading. Dunn's 
chapter on imperial Russia has a splendid short section on the 
upbringing of several key literary critics, the ideological fore- 
bears of the revolt there against autocracy. 

The other chapters all present valuable data, but a few are 
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marred by unprovable and essentially meaningless psychologi- 
cal speculations like the following: 


Who can say whether or not Esther Burr, wife of the 
president of Princeton College, was entirely free from de- 
structive motives when she took her little baby, Aaron, age 
about 11 months, on a long and dangerous trip ... from 
which he nearly died? (pp. 352, 353) 


Greater knowledge of religious history, particularly of the 
Pauline antisexual counterreaction to Greek pansexual promis- 
cuity, might have strengthened the book. Editor deMause's first 
and lengthy chapter, "The Evolution of Childhood," would 
have particularly benefited by such knowledge. By the same 
token, a greater awareness of the naive religious historians of 
the late nineteenth century, who evaluated pre-Christian 
religious data primarily as foreshadows of the true Christian 
faith, might have reduced deMause's tendency to see psycho- 
analytic explanations as veritable ultimate answers rather 
than as important illuminations. 

This book belongs in medical libraries. Some of its chapters 
and sections should be read by all those who are interested in 
the history of parent-child relationships. I look forward to fur- 
ther work from these authors and hope that their future contri- 
butions will separate more clearly the valuable facts they have 
unearthed and the speculations and concepts based upon them 
from what sometimes appears like arbitrarily imposed theory. 


NATHANIEL S. LEHRMAN, M.D. 
Roslyn, N.Y. 


Remember Maria, by John G. Howells, M.D., D.P.M. Toronto, 
Ont., Canada, Butterworths, 1974, 115 pp., $2.50 (paper). 


Maria Caldwell was battered to death by her stepfather while 
she was in his and her mother's care after having been in the 
care of foster parents for six years. This book is Dr. Howells' 
chilling brief remembrance of her life and death; it is also a 
lesson, if it will be learned, to all in and out of the health profes- 
sions whose decisions determine life, death, or a living hell for 
Marias everywhere. 

Dr. Howells gives brief vignettes of many other instances of 
child abuse that have resulted from administrative, legal, and 
bureaucratic insensitivities. He is specifically concerned that 
many children are at risk in their own homes, as was the case 
with Maria. Child authorities lean on the established opinion 
that there is an ever-present strong bond between child and 
mother. It is one of the main objectives of this book to show 
that this bond is not always present. 

Child-care procedures are for the benefit of the child, not the 
child-care authorities. Howells challenges the many assump- 
tions—tacit and overt—that govern our attitudes and actions 
about the rights of children, the rights of natural parents, and 
the rights of foster parents. He especially challenges the as- 
sumption that natural parents should have the upper hand in 
managing their children even when this is inappropriate or, as 
in Maria's case, dangerous. 

Howells elaborates on the basic misconceptions that killed 
Maria and many other children. The first misconception is that 
the link between natural parent and child is of such value to the 
child that it outweighs all other considerations. For Maria the 
determination was made that this link had to be maintained 
with her natural mother even if this meant that she would be 
with an abusive stepfather and be separated from a caring 
natural aunt. 


The tie of blood is often given overriding importance in legal 
proceedings—to the detriment of the child. The battered child is 
the tip of the iceberg of child abuse. Only a small minority of 
children are physically battered; many more suffer from psy- 
chological neglect and abuse. Howells emphasizes that the par- 
ent-child bond is not mystical or ever present. There are vari- 
ous capacities for parenting; each situation must be assessed as 
It 1S. 

Howells does not consider the mother-child bond as unique. 
He avers (as though anyone would quarrel) that the father is 
central to that relationship too. To understand where we have 
gone wrong, Howells feels that we have to turn to psycho- 
analytic theory. He is especially critical of the view that a child 
needs a continuous relationship with one object in his earliest 
years. The mother-child relationship is indeed central in psy- 
choanalytic developmental theory because there is satisfactory 
evidence that from this close and trusting early tie the child de- 
velops the capacity for other relationships. Such a view neither 
denies nor minimizes the relationship of the father or of the rest 
of the family. Howells asserts that fathering is as significant an 
element in family life as mothering, but he seems to feel that 
current psychoanalytic theory and practice are inimical to this 
view, 

The final misconception referred to is that separation and 
deprivation are synonymous. Howells emphasizes the fact that 
a child can be psychologically deprived while not separated 
from his parents and, conversely, can be separated from his par- 
ents and not be psychologically deprived. Again, psychoanalytic 
theory is held responsible for this misconception. Howells is so 
entirely reasonable in his points of view that it seems all the 
more strange that he seeks to belabor psychoanalytic views, 
which in many respects are not too different from his own. A 
major exception in this regard would surely have to be his blind 
spot about separation anxiety. 

Howells advocates evaluation, diagnosis, and treatment of 
the entire family unit when the issue of child abuse is involved. 
If treatment measures fail, separation of the child from the 
family has to be considered as a therapeutic modality. Howells 
also calls for increased sensitivity in and restructuring of the le- 
gal, bureaucratic, and agency policies with which cases of child 
abuse inevitably become entangled. 


JACOB SwarTZ, M.D. 
Boston, Mass. 


Dreams and Nightmares: A Book of Gestalt Therapy Sessions, 
edited by Jack Downing, M.D., and Robert Marmorstein. New 
York, N.Y., Harper & Row, 1974, 186 pp., $6.00; $1.50 (paper). 


This is a book of 14 Gestalt therapy sessions transcribed 
from tape recordings in which patients, friends, and colleagues 
of the therapist work on their dreams. The sessions appear in 
the form of dialogues with some editorial comments inter- 
spersed. They occurred during short workshops, extended group 
psychotherapy sessions, and in such unique settings as a 
patient's apartment, The verbatim style of presentation is that 
typically used by Gestalt therapists. The late Fritz Perls wrote 
the introduction to explain how Gestalt therapists work with 
patients. 

No information is provided as to how the dreams presented 
were selected; each dream is from a different patient. These in- 
dividuals appear to be office neurotics and individuals seeking 
personal growth experiences. Dr. Downing serves as a guide, 
leading each patient through enactments of the images in 
dreams. The guidance reflects Dr. Downing's theoretical orien- 
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tation, which is based in Gestalt therapy but includes a variety 
of existential concepts, psychoanalytic derivations, and some 
less familiar ideas garnered from his experiences with Sufism 
and Eastern religion. The work is presented in the human 
growth and potential framework rather than according to more 
traditional psychotherapies. 

In the preface of the book Mr. Marmorstein, who has partici- 
pated in a number of Dr. Downing’s workshops, explains that 
he was so impressed with his workshop experiences that he 
wished to share them with others. He not only describes the per- 
sonal qualities that he feels make Dr. Downing effective as a 
therapist but also briefly reviews Downing's medical, psychiat- 
ric, and humanistic psychology experiences. The reader will be 
interested to note that Dr. Downing is best known for his work 
in comprehensive community psychiatry and the epidemiology 
of mental disorder. Following Mr. Marmorstein's preface, Dr. 
Downing reviews some of the major conceptual components of 
Gestalt therapy that he uses. 

The therapeutic method illustrated here is the one pioneered 
by Fritz Perls and described in his books Gestalt Therapy (1), 
Gestalt Therapy Verbatim (2), and, more recently, The Gestalt 
Approach & Eye Witness to Therapy (3). The strategies focus 
on the here and now, memories and fantasies are enacted as 
though they were occurring in the immediate present. The pur- 
pose of this approach is to heighten emotional experience and to 
encourage a patient to identify fully with each of the fragments 
of his life as they emerge into awareness. The underlying con- 
cept is that personality change occurs not by reconstruction of 
the past but through an identification with the ever-changing 
pattern of perception and behavior. 

When conflicts appear in the psychotherapeutic process, as 
they inevitably do, they are enacted as a psychodrama in which 
the patient takes both roles in a dialogue, one at a time; the two 
sides "talk to each other.” This often leads to a new integration 
of the warring elements of personality. At various times the 
therapist encourages the patient to take an opposite stance to 
the one that he is espousing; this occurs when the therapist notes 
that the patient's position seems particularly overdetermined. 

The use of an empty chair as a locus for the projection of in- 
trapsychic components is Dr. Downing's standard procedure, as 
it was Perls's. In these strategies and tactics, one often sees dra- 
matic catharses and unexpected realizations. Such is the case in 
many of the dreams of patients revealed here. To Dr. Down- 
ing's credit, however, the dreams he chose to include do not all 
reveal successes. Some are more mundane examples of the 
slow, often routine experiences that are part of psychotherapy. 

The book is an honest attempt to reveal without justification 
what one therapist does with patients. The dreams include only 
the briefest background data so that in order to find meaning in 
the dreams the reader must share the perspective of the editors 
and the "Gestalt" from which they work. 

The work will not stand the light of rigorous scientific scru- 
tiny. Rather, it shows some fragments of interaction within a 
particular framework. As a result, those who share the Gestalt 
perspective are likely to be impressed by the work; those who do 
not share this perspective (probably the majority of psychia- 
trists) are likely to find the information incompatible with their 
theoretical model. Unfortunately, there is little communication 
or understanding between those who embrace the medical treat- 
ment approach in psychiatry and those who are in the third 
force of humanistic approaches. Psychotherapists remain di- 
vided, like most of our society, into what John Gardner called 
"unloving critics and uncritical lovers." This division deprives 
those in one camp of the gains made in the other. 

It is well to remember John Stuart Mill's observation about 
the limits of any conceptual model: that every concept is correct 
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in what it affirms but wrong in what it ignores or denies. The 
reader may be surprised to find that although Gestalt therapy 
has been primarily identified with the humanistic psycho- 
therapies conceptually, it has strong kinship with the medical 
prescriptive approaches in practice. The therapist offers direct 
suggestions of exercises for the patient to use in exploration in 
both types of therapy. 

The working alliance that is so essential to any successful 
therapy is facilitated in Gestalt therapy by the therapist's en- 
couraging the patient to "play" with the elements of his conflict 
while at the same time insisting that the choice and the respon- 
sibility for following these directions reside with the patient. 

It 1s unfortunate that those in humanistic psychology and 
Gestalt therapy often must rediscover many of the basic truths 
learned long ago in more traditional therapies. It is as though, 
in rediscovering everything themselves, they must recapitulate 
all the errors of the past. Gestalt therapists would do well to 
read the psychoanalytic literature, especially some of the newer 
ego psychology developments. 

It is equally unfortunate that the biases of psychoanalysts 
and other therapists are such that they are unable to benefit 
from reading the developing literature in Gestalt therapy. Here 
they could find technical devices and concepts that would mate- 
rially enhance and broaden their own framework. Perhaps we 
are approaching the day when psychiatrists will be able to in- 
corporate ideas and techniques from a range of therapies with- 
out feeling that they are abandoning their theoretical position 
or becoming alienated from their reference group. 
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Alfred Adler: His Influence on Psychology Today, edited by 
Harold H. Mosak. Park Ridge, N.J., Noyes Press, 1974, 306 
pp., $12.50. 


This book contains 31 contributions by 32 Adlerians on a 
wide variety of subjects. It is divided into seven sections. The 
first consists of a memorial to Adler by Marguerite and Willard 
Beecher to commemorate Adler's 100th birthday. Sections on 
Theory, The Neuroses, Therapy, Education, Social Issues, 
and The Humanities foliow. 

Thirty-seven years after the death of Alfred Adler, one of his 
original theoretical triumvirate of early psychoanalysis, individ- 
ual psychology, appears to be alive and well. 

Approximately one-third of the contributors to this volume, 
such as Paul Brodsky, Asya Kadis, and Danica Deutsch, are 
Europeans who were students of Alder. Most of the remaining 


contributors are Adierians who were trained in the United : 


States, e.g., Harold Mosak, Harry Elam, and Robert Powers. 

The topics of this volume are quite diverse, ranging from such 
traditional subjects as The Private Logic" by Rudolf Dreikurs 
to such unexpected chapters as “The Young Hooligan” by 
James Hemming and "The Cartoon as Therapeutic Catalyst" 
by Asya Kadis and Charles Winick. 

There is of course a variety of writing styles and idiosyncratic 
points of view. For the casual reader the book might appear to 
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be an entirely eclectic potpourri of information and points of 
view, e.g., “Sociometry of the Family" by Adlerine Starr, “The 
Psychology of Addiction" by Donald Lombardi, and “The Psy- 
chology of Prejudice" by Lewis Way. However, for the dis- 
criminating reader who is sensitive to the various currents of 
thought in the application of psychology to human problems, 
each of the articles is entirely consistent with the central theo- 
retical-philosophical tenets of Adler's individual psychology as 
a teleological, holistic, field-theoretical, phenomenological, and 
socially oriented point of view. 

The reader may also realize that each of these articles ap- 
pears to be of the commonsense variety. None of them appears 
to be representative of a particular school of thought. This is al- 
most a central paradox of Adler's individual psychology: what 
appears to be just plain horse sense is very clearly distinguished 
from other points of view that emphasize such elements as the 
dualism of mind and body, the importance of conditioning, and 
the effects of society and heredity in determining behavior. 
These elements are strongly rejected by Adlerians. 

Adler's individual psychology, with its strong social orienta- 
tion, its insistence on the integrity or indivisibility of the individ- 
ual, its assumption that the proper position to view people 1s 
from their individual points of view, and its proposition that fu- 
ture goals rather than past experiences determine behavior, is 
well represented by the various articles in this book. 

At the present time, there is no completely satisfactory book 
about individual psychology for the general layman or for the 
mildly interested professional, but Mosak's book appears to be 
the volume of choice for a comprehensive picture of Adlerian 
individual psychology in action. 

Well edited and fairly comprehensive in its coverage, it is an 
easy book to read and will be of interest to a wide spectrum of 
readers. It should also help expand the interest in individual 
psychology that has been growing at an accelerating rate in re- 
cent years. 


RAYMOND J. CORSINI, PH.D. 
Honoluiu, Hawaii 


The Fear of Looking or Scopophilic-Exhibitionistic Conflicts, by 
David W. Allen, M.D. Charlottesville, Va., University Press of 
Virginia, 1974, 128 pp., $7.95. 


This book is a slender but remarkably comprehensive volume 
on the phenomenon of voyeurism and its counterpart, the “fear 
of looking." This active-passive duality has been part of man’s 
repertoire of instincts since the beginning of mankind. It was 
evident in man’s first artistic representations of other human 
beings, in the wave of modesty that came over ancient heathen 
statuary when figleaves made their appearance to cover the gen- 
ital zones, and in modern society’s debates on the esthetic mer- 
its of nudity on the beaches and pornographic moving pictures. 

Although both the sexual pleasure and the fear of looking ex- 
ist to some degree in all people and have always been present, 
Sigmund Freud seems to have been the first to find descriptive 
terminology for the complex. More specifically, Freud de- 
scribed the neurotic conflicts and consequences arising from the 
violation of the “looking-and-showing”’ interdictions. It may be 
for this reason that Dr. Allen, a psychoanalyst, felt particularly 
attracted to the study of the looking-showing phenomenon. 

Dr. Allen illustrates his discussion with the clinical data of 
a dozen case histories from among his own patients who suf- 
fered from the neurotic consequences of their unresolved sco- 
pophilic-exhibitionistic conflicts. Apart from his profound and 
convincing clinical insight into the consequences of the sco- 


pophilic-exhibitionistic conflicts, Dr. Allen also offers a rich 
panorama of illustrative material from anthropology, the his- 
tory of art, and belletristic and psychoanalytical literature. 

It is only after completing the study of this volume that one 
becomes aware of the all-pervasive fear and love of looking, 


both of which govern so much of what is common human be- 


havior, regardless of the almost total absence of voyeuristic ten- 
dencies in women. 


ILZA VEITH, PH.D. 
San Francisco, Calif. 


Child Psychiatry for Students, by F.H. Stone, M.B., Ch.B., and 
C. Koupernik, M.D. New York, N.Y., Longman, 1974, 105 pp., 
$4.00 ( paper). 


Drs. Stone and Koupernik, two experienced child psychia- 
trists from Glasgow and Paris, respectively, have composed a 
most useful distillation of the principles of child psychiatry for 
medical students and other beginning trainees. This slim vol- 
ume is the right size to accompany the student as he or she first 
arrives on a child psychiatric service. 

The authors' European orientation is not a serious obstacle 
for the student in America. In fact, their lucid presentation ts 
good evidence of the high level of current transatlantic com- 
munication. The authors convey a mature wisdom and human- 
istic respect for the person as they approach the problems of 
troubled children and their families. 

The coverage includes all major topics of significance, rang- 
ing from a précis of normal child development through dis- 
cussions of diagnostic categories, assessment, and treatment 
techniques. Certain elements are necessarily skimmed (as in the 
chapter on organic syndromes). Other sections, such as the one 
on psychotic and autistic states, are somewhat incomplete. 

For the most part, the authors have done a masterful job in 
compressing a great deal of knowledge into a brief text. It is 
clear from the special nature of the presentation that they in- 
tend that the book be studied under the direction of a tutor and 
in connection with the first clinical exposure to child psychiatry. 
When used in this way, the volume will serve a most useful pur- 
pose. 


PAUL N. GRAFFAGNINO, M.D. 
Hartford, Conn. 


The Psychology of Leisure: Research Approaches to the Study | 


of Leisure, by John Neulinger. Springfield, ll., Charles C 
Thomas, 1974, 203 pp., $9.75. 


Most students of the psychology of leisure quickly reach the 
point of deploring the lack of hard data on leisure and empha- 
sizing the necessity for extensive research on which to base con- 
clusions. Thus a book that promises to fill the void is ap- 
proached with eager anticipation. 

Unfortunately, what one rediscovers in this book is the diffi- 
culty in even defining the term *'leisure," let alone coming up 


with a valid theory of leisure. The complexity of the problem: 


was well stated by Kaplan: "Ultimately a theory of lesiure can 
be little less than a theory of man and a theory of the emerging 
culture" (1, p. 289). 

An adequate conceptualization of leisure is a sine qua non for: 
any research on the topic. Rather than providing such a concep- 
tualization, Neulinger lists a number of definitions of leisure, in- 
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cludes an excellent paradigm of his own, describes differences in 
various concepts of leisure, and delineates some of the meanings 
implied by the word itself. 

He resolves the dilemma about research on leisure by nar- 
rowing his goals, restricting his research to the study of specific 
aspects of leisure. He delineates meaningful dimensions in the 
leisure domain that are susceptible to investigation and, per- 
haps, experimentation. 

It is interesting and understandable that this book by a re- 
search psychologist about doing research in the field of leisure 
has a missionary, nonresearch goal. It was written with one 
overriding purpose: to help restore leisure to its rightful place— 
to show that to be at leisure is to become oneself and to be one- 
self. Neulinger hopes to redefine leisure in such a way that so- 
ciety can proudly and openly acclaim once more that it is the ul- 
timate goal. 
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Adolescence: Psychology, Psychopathology, and Psychotherapy, 
by Derek Miller, M.D. New York, N.Y., Jason Aronson, 1974, 
529 pp., $15.00. 


Although somewhat uneven, this book unquestionably repre- 
sents a solid contribution to the literature on adolescence. It is 
unusually comprehensive, thoughtful, and sensible as well as 
well indexed and cited. 1t also contains helpful case examples 
throughout. Dr. Miller, who trained both in England and in the 
United States, has published widely in his field; he draws heav- 
ily on his clinical experiences in the case vignettes. 

Miller favors a traditional psychotherapeutic approach. He 
warns of the appeal of behavior modification techniques as em- 
ployed by teachers who can then ignore “the dynamic subtleties 
of interpersonal relationships." He also cautions against plac- 
ing too much reliance on family therapy as the sole approach to 
adolescents because of the inevitable conflict of interest present 
between the adolescent and his family. Throughout the book 
there is a strong emphasis on the adolescent's need for external 
controls-—controls tempered, however, by mutual respect 
rather than predicated on fear. 

The author's avoidance of jargon and his clarity make this a 
superb book for those laymen who deal with adolescents— 
teachers and school administrators in particular. Even archi- 
tects and city planners will find excellent suggestions regarding 
adolescents’ needs. Any parent should profit from a careful 
reading of the book, not only to understand his child better but 
also for the insights he will receive about his own psychic life. 
The section on death and divorce and the ones on drug abuse 
are particularly excellent for all readers. 

` In my opinion, the principal flaw in the book rests with its 
style more than its philosophy. It is a rather ponderously writ- 
ten book. The author uses too many words to say too little; yet, 


paradoxically, his case examples are often too abbreviated. He 


has organized his chapters and subchapter headings in such a 
way that repetitiousness 1s inevitable and annoying. One ex- 
ample of this is the paragraphs that are repeated verbatim 
on pages 520 and 521 and pages 514 and 515. (This may have 
been a printer's error.) 

This book also seems curiously dated on the subject of 
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women’s liberation. Although Miller refers to the changing 
roles of the sexes he still makes such statements as the follow- 
ing: 


A boy proves his masculinity away from home, primar- 
ily with male friends, with girlfriends, and finally with eco- 
nomic self-sufficiency, the family getting the backwash of 
the struggle. Girls have their primary struggle for indepen- 
dence in the family group; ultimately, they partly resolve 
this by becoming dependent on lovers and husbands. A girl 
seeks economic self-sufficiency, but she is likely to view 
this as transitional experience in her overall relationship to 
her world. (p. 18) 


There are a number of other examples of Miller's attitudes 
plus.a warning that if male and female parental roles become 
too coequal they are likely to produce sexually anxious or im- 
potent men and angry women (p. 417). Miller does not consider 
the possibility that changing roles for women could lead to bet- 
ter adjusted children. 

There are some miscellaneous criticisms as well. The chapter 
on psychological disturbances, which one might expect to be 
central to the book, is scanty. Miller expresses a few startling 
opinions here also. 


Only those adolescents who are brought up with reli- 
gious teaching that masturbation is sinful, or by parents 
who were over-anxious about infantile sexuality, are likely 
to be anxious about this act. (p. 281) 

By puberty in Western culture it is inappropriate for 
children to share their parents’ bed at any time. (p. 277) 


What about prepubertal children? 

There are also some notable inconsistences: the author de- 
plores labels and artificial categories yet repeatedly dichoto- 
mizes adolescents into "academics" versus “‘non-academics’’: 
he urges honesty yet suggests to parents that “it’s better to be 
wrong with conviction than right with uncertainty" (p. 131) and 
lauds a rather glib and gimmicky psychotherapeutic stance in 
one instance (pp. 4141f.). 

I would have liked more about various kinds of acting-out 
phenomena in adolescence, more on the Johnson-Szurek hy- 
pothesis, more on Anna Freud and Kenneth Keniston, and 
more orn the concept of object removal. However, no book can 
cover every topic to every reader's satisfaction. This book 
comes close enough to being a compendium of adolescent psy- 
chology to prove useful to all readers. 


HOWARD S. SuDAK, M.D. 
Cleveland, Ohio 


Clinical Sexuality: A Manual for the Physician and the Profes- 


sions, 3rd ed., by John F. Oliven, M.D. Philadelphia, Pa., J.B. 


Lippincott Co., 1974, 530 pp., $24.00. 


This encyclopedic volume, now in its third edition, attempts 
to deal with the normal developmental aspects of the sexual 
function as well as with the pathological aspects. In spite of all 
the recent monumental revisions in our theoretical, practical, 
psychological, and physiological understandings of the sexual 
function in man, Oliven simply restates the old "formulas" 
without a critical selection of the valid versus the hangovers 
from tradition. 

For example, some of the earlier notions of psychosexual de- 
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velopment are presented without any real attempt to compre- 
hend their significance in the light of more recent findings. 
Freud’s notions about the oral, anal, and oedipal periods of psy- 
chosexual development are described as if they were validated 
facts about man rather than a useful theory that may be out- 


- moded and no longer fruitful in its assertions and implications. 


Oliven states, “At about 2'/2 years of age—sometimes much 
earlier, sometimes later—sensuous interest becomes gradually 
centered in the genitalia" (p. 14). What evidence is there that 
this is a sensuous interest? He goes on to say, "The child discov- 
ers these parts and explores them, and this is accompanied by 
vaguely pleasurabie sensations" (p. 14). Oliven does not present 
any evidence to indicate how such pleasure differs from the 
pleasurable sensations in other exploratory activities of the 
child. 

The portions of the book that deal with the early sexual activ- 
ities of the child are particularly distressing because they in- 
volve important areas of sexual education but reassert the un- 
confirmed and questionable implications of the psychosexual 
theory. The author not only betrays his middle-class orientation 
in describing the effects of observing the sex act, but he seems to 
accept the negative consequences of witnessing the primal 
scene. 

He describes a child observing the sexual act with “fascinated 
horror” and states, 


The child who chances on the parents in the act of sexual 
intercourse is frequently affected greatly and sometimes [in 
a] lastingly unfavorable manner. This impression of vio- 
lence and aggression is carried to a point where the par- 
ents' moaning and groaning, postures and struggles arc 
perceived as an act of brutal aggression and there are vivid 
images of choking, sticking, biting or eating the other, 
beating, even killing. (p. 39) 


It is hard to believe that any enlightened author on sexuality 
could simply relate these outmoded and unvalidated notions 
about the child's view of sexual activity without at least raising 
the issue as to their validity. The idea that the sexual act con- 
notes violence rather than tenderness is the heritage of our Vic- 
torian past and of early psychoanalytic notions about sexuality. 
These views continue to have wide influence because such vol- 
umes repeat them without any adequate validation. 

Such descriptions lead to stern warnings about allowing pa- 
rental intercourse to be observed or overheard rather than: 
encouraging appropriate sexual privacy. Oliven states, 


Under no circumstances should there be exposure after 
age 2'/2 or 3. The incidence and the seriousness of psychic 
ill mount rapidly from this point on. (p. 41) 


The same attitude is expressed in regard to nudity and the 
concern about “dissolute laxity or undue exposure of the par- 
ents.” The body as a source of pride and positive regard is in- 
sufficiently emphasized in this point of view. However, some is- 
sues like sex play and masturbation are dealt with openly and 
with greater understanding. 

When we come to the clinical portion of the book, however, 
Oliven's presentation of the normal as well as the abnormal, 
disordered, and deviant behavior is complete and authoritative. 
The book is well written and the index is extremely useful. For 
this reason, it certainly deserves a place in the library of most 
physicians. 


LEON SALZMAN, M.D. 
Bronx, N.Y. 


Mental Handicap and Physical Environment: The Application of 
an Operational Philosophy to Planning, by H.C. Gunzburg, 
M.A., Ph.D., and Anna L. Gunzburg. London, England, Bail- 
liere Tindall (Baltimore, Md., Williams & Wilkins Co., exclu- 
sive U.S. agents), 1973, 247 pp., $14.00. 


During the last few years many psychiatrists in the United 
States have been developing a new interest in the care of the 
mentally retarded. I therefore think that this book is timely and 
of interest to many members of our profession. The authors 
show great interest in the education, handling, and care of the 
mentally retarded, but they do not direct themselves toward 
such issues as diagnosis or medical management and refer only 
tangentially to psychiatrists and other mental health profes- 
sionals. 

The book makes a strong plea for the idea that the progress 
of the mentally retarded is related primarily to the "individual 
orientation" of those who care for and educate these people 
rather than the “institutionally oriented" mental health profes- 
sionals and other caretakers. It cites a number of quotations 
from the literature to indicate that progress for the mentally 
handicapped is not particularly related to the size of their place 
of residence, its per capita expenditures, or the age and pleas- 
antness of facilities. However, it does admit that a “dismal, un- 
inspired, barren physical environment" is undesirable due to its 
effect on the staff as well as on the patients. 

The Gunzburgs point out that good progress, which includes 
increasing IQ and the development of social skills, is often quite 
spectacular when one small child is brought up, at least for a 
while, in an institution whose population is mainly older girls 
and women. The child gains a great deal of attention in this set- 
ting. On the other hand, it is emphasized that IQs and social 
skills tend to go down rather rapidly when there is a lack of in- 
dividual attention, whether this occurs in an institution, a foster 
home, a hostel, or any other environment—including the 
patient's home. 

The authors note that the effects of genetic endowment are 
limiting factors but that something can be done for almost ev- 
eryone, although limitation of goals is necessary. They further 
emphasize that one key person should have as constant contact 
with the retarded child as conditions permit. One study they cite 
showed that slum children of retarded mothers were greatly 
helped by spending at least 20 hours a week in a research center 
where there were persons identified as “infant stimulators.” 
These were women with limited training who worked with the 
children on a one-to-one basis. 

The authors discuss the advantages as well as the dis- 
advantages of institutional placement; they point out that such 
placement has much to offer patients from a “very bad home" 
but only a moderate amount to offer to those from "moderately 
bad homes." 

It seems important that the patient have a place to put his 
own personal property. It is also emphasized that lack of stimu- 
lation, regardless of the reason, makes for a poorer prognosis. 
The patient should be allowed to make choices for himself in- 
sofar as he is competent to do so. The initiation of this policy 
usually has to be approached gradually with patients who have 
been institutionalized. They need to learn to make choices for 
themselves gradually rather than being overwhelmed by many 
demands to do so all at once. 

Much of the book is devoted to architecture. As the authors 
explain, in the word "architect" they include not only profes- 
sional architects but the administrators and mental health care- 
takers who advise them and decide what types of buildings to 
build. 

The authors stress the advantages of mixed-sex wards; unfor- 
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tunately, they have no suggestion on how to handle the sexual 
attraction that is bound to occur in some cases. In fact, from 
reading this book one would not realize that the mentally re- 
tarded have any sexual drive whatsoever. 

There is also a long section on the defects of current archi- 
tecture that points out the disadvantages of not only institu- 
tional settings but also of foster and private homes. This is fol- 
lowed by some suggestions for the types of architecture the 
authors feel are more satisfactory. They recognize that for eco- 
nomic reasons we will have to get along with the buildings that 
exist, but I think their ideas are useful and should be consulted 
by anyone who is involved in planning new facilities for the care 
of the mentally retarded. 

A substantial portion of the recommendations they make in 
regard to architecture would be impractical in most parts of the 
United States, but these plans contain some ideas that could be 
adapted to the various climates and geographical features of 
this or any other country. There are also some useful sugges- 
tions for reshaping a hospital ward to make it more suitable for 
caring for the mentally retarded. 

(I wish to acknowledge the help of Joseph Hillson, Ph.D., 
Chief Psychologist of the Norfolk Regional Center, in review- 
ing this book.) 


WILLARD C. BRINEGAR, M.D. 
Norfolk, Neb. 


Obsessional States, edited by H.R. Beech. London, Methuen & 
Co. {New York, N.Y., Barnes & Noble Books, Harper & Row, 
exclusive U.S. distributor), 1974, 342 pp., $17.00. 


The editor of this book has succeeded in bringing together the 
contributions of a group of authors into an evenly developed, 
very well-written, and comprehensive volume on the puzzling 
and troublesome psychiatric disorder of obsession. 

The introduction defines the subjects to be discussed; a report 
on psychological studies of the obsessional personality and de- 
tailed case histories are also presented. Other chapters concern 
theories of the development of this psychic disturbance and crit- 
icism of these theories, various treatment modes and long- and 
short-term results, and therapeutic approaches. There ts a 36- 
page list of references, an author index, and a subject index. The 
book is handsomely bound, and the typography ts excellent. 

I found the work to be a scholarly contribution to the litera- 
ture and recommend it to students of psychiatry, students of 
psychiatric theory, psychologists, and practitioners of psycho- 
therapy of all persuasions. 


WILLIAM FLEESON, M.D. 
Hartford, Conn. 


Early Malnutrition and Mental Development. Symposia of the 
Swedish Nutrition Foundation XII, edited by Joaquín Cravioto, 
M.D., Leif Hambraeus, M.D., and Bo Vahlquist, M.D. Stock- 
holm, Sweden, Almqvist & Wiksell, 1974, 331 pp., 75 Swiss 
krona. 


This book is a collection of several papers from the Swedish 
Nutrition. Foundation and the World Health Organization 
Workshop presented at a meeting in Sweden. The papers reflect 
the transition in research from relatively neat animal studies, in 
which the results of various nutritional deficiencies lead to rela- 
tively clear-cut deficiencies in mental and emotional function- 
ing, to studies in human nutrition, which involve vast com- 
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plexities. For instance, vitamin Bs deficiency in animals leads to 
a reduction in brain size, RNA synthesis, DNA synthesis, and 
nucleic acid synthesis. However, the specific role of vitamin B, 
in the mental development of man has yet to be clearly eluci- 
dated. 

The problems encountered in this type of research in under- 
developed areas involve the complex interaction among malnu- 
trition, untreated infectious diseases, and psychological factors 
due to disturbed family relationships. The clinical papers 
presented in this book often address themselves to the attempt 
to tease apart these various factors. This endeavor appears to be 
without success; detailed descriptions of nutritional inter- 
ventions in field studies are often lacking. 

Allusions are also made to the very real technical problems in 
supplemental nutrition programs. For instance, the government 
of Chile attempted a milk distribution program that would as- 
sure every child at least one pint of milk daily. Follow-up of this 
program over several years revealed that 25 percent of the dis- 
tributed milk actually reached the hands of those for whom it 
was intended. 

This book is of interest to workers in the field of nutrition and 
mental development. No one could doubt, either before or after 
reading this book, that adequate early nutrition is impor- 
tant for brain development. Although the book is of very lim- 
ited interest to the average psychiatrist, it is certainly thought 
provoking. 


SYDNOR B. PENICK, M.D. 
New Brunswick, N.J. 


Life Stress and Illness, edited by E.K. Eric Gunderson, Ph.D., 
and Richard H. Rahe, M.D. Springfield, Ili., Charles C 
Thomas, 1974, 254 pp., $19.50. 


This book ts the result of a symposium on life stress and ill- 
ness sponsored by the Science Committee of the North Atlantic 
Treaty Organization. The symposium was held at Beito, Nor- 
way, on June 12-16, 1972. 

The conceptual model of psychosocial stress as it relates to 
disease is presented by Dr. Lennar Levi, Director of the Labo- 
ratory for Clinical Stress Research, Karolinska Institute, 
Stockholm. Dr. Levi recapitulates the concept of the non- 
specificity of stress originally developed by Hans Selye (1). Dr. 
Levi identifies the concept as a working hypothesis to be tested 
in a number of situations. There is a brief review of some of the 
research done at the Karolinska Institute in terms of five objec- 
tives related to Selye's definition of stress. 

The most interesting chapter in the book is W.T. Singleton's 
comment, which turns out to be a philosophical, method- 
ological, and technical analysis of the concept of stress. Single- 
ton concludes his essay with seven positive suggestions for the 
development of this field of research. In the following chapter, 
Aubrey Kagan examines strategies and technical problems re- 
lated to further research in this field in the future, This paper 
highlights three of Singleton's recommendations: solve real 
problems, get into the field, and start large-scale prospective 
studies. 

The rest of the book deals with some informative technical 
comments related to the standardization of life changes and 
scales measuring how recent certain events are. It also deals 
with life changes in relation to subsequent illness, e.g., myocar- 
dial infarction, coronary death, clinical depression, depressive 
and schizophrenic conditions, and biochemical and neuroendo- 
crine response to severe psychological stress. 

The material presented is interesting and well written. The 
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empirical research presented is primarily retrospective in nature 
and reinforces Singleton's point regarding the need for well- 
structured large-scale prospective studies. The logical inter- 
relatedness apparent in the introduction and in the first three 
chapters is less apparent in the rest of the book. However, on 
balance, Life Stress and Illness provides a fair indication of the 
status of the concepts and seems worth owning. 


REFERENCE 
i. Selye H: Stress and psychiatry. Am J Psychiatry 113:423-427, 1956 


CLAUDEWELL S. THOMAS, M.D., M.P.H. 
Newark, NJ. 


Eidetic Parents Test and Analysis, by Akhter Ahsen, Ph.D. 
New York, N.Y., Brandon House, 1972, 246 pp., $17.50. 


This book is by an author who is already well known for his 
work on the clinical behavior of eidetics. The book embodies a 
projective test-therapy technique that uses eidetic images for 
diagnosis and change of personality. An eidetic is different from 
a dream, daydream, guided fantasy image, or free association 
image in that it requires rigid fixation for arousal, and the per- 
ceptual quality of the image resembles near-hallucinatory vivid- 
ness. Penfield (1) supplied neurological proof of such high-fidel- 
ity pictorial recordings, and Kubie (2) predicted a promising 
future for such images because they clearly circumvented ego 
defenses. 

This book presents an artful technique for deep exposure to 
the eidetic images of parents. The technique enables patients to 
attack or circumvent resistances, undergo an experience deeper 
than conscious recall of memories concerning their parents, and 
develop spontaneous insights into family interactions and sym- 
bols. As consciously held views concerning the parents are cor- ' 
rected, perplexing sources of anxiety are explained. The mean- 
ing-building process released through eidetic visualization 
retrieves, reconstructs, and corrects consciousness. 

Dr. Ahsen is an astute and creative therapist who presents the 
fundamentals of eidetic therapy in a very definitive and concise 
step-by-step manner. To my knowledge this is the only psycho- 
logical or psychiatric work that bases its operations entirely on 
eidetics. Ahsen describes the basic unit of eidetic therapy as the 
ISM, a three-segment experience through the eidetic as an im- 
age (I), as a somatic feeling involving emotional and physi- 
ological states (S), and as meaning of a given experience (M). 
His emphasis on the eidetic experience as linked to both emo- 
tional and physiological states is bound to bring psycho- 
somatics clearly into the field of psychiatry and might engender 
fruitful research projects. 

Another of Ahsen's significant concepts is the consciousness- 
imagery gap (CIG). This is a valuable concept in uncovering 
discrepancies between a patient's perception and his conscious 
evaluation of it. Awareness of such discrepancies leads the 
patient and the therapist directly into the understanding of de- 
fenses against concepts and feelings. Repeated projection of 
eidetic images progressively clarifies emotional perspectives 
through surfacing of further experiential detail. Since the 
patient is more open in eidetic awareness, the therapist can 
transmit his knowledge to the patient in a much more definitive 
manner. 

Although reading this book and applying its method involve 
some shifting of mental gears, especially in grasping the new 
concepts presented, the reader will be well rewarded by a re- 
markable preciseness in therapy. The amount of practical im- 


agery that can be revealed through the method described is, in 
my opinion, unmatched in the clinical literature. The book rep- 
resents a methodological advance; the experienced therapist 
will find joy in using it. 


REFERENCES 
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GREGORY SARMOUSAKIS, M.D. 
Wilmington, Del. 


Mental Retardation and Developmental Disabilities: An Annual 
Review, vol. VI, edited by Joseph Wortis, M.D. New York, 
N.Y., Brunner/ Mazel, 1974, 301 pp., no price listed. 


The volume is a scholarly, up-to-date compendium of re- 
search, programs, and developing trends in the field of mental 
handicaps. Medical, behavioral, and programmatic aspects of 
the volume are well balanced. It belongs on the bookshelf of 
anyone concerned with research in mental retardation and with 
planning for or helping the mentally handicapped. 

This is the sixth in a series of annual reviews in mental retar- 
dation and developmental disabilities edited by Joseph Wortis. 
The series represents an ambitious undertaking in light of the 
vast scope of the areas covered. It should be evaluated in the 
context of the entire series because it is not possible or desirable 
to review and update every area every year. Some chapters, 
such as those dealing with hydrocephaly, represent definitive re- 
views of an entire area and appear for the first time. Others rep- 
resent areas covered one or more times in previous volumes and 
are meant to bring the reader up-to-date. 

Volume VI contains 12 major chapters and a short in- 
troduction by the editor. A chronicle of events in 1973 and a 
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calendar for 1974 are also included. Similar chronicles and cal- 
endars have been presented in each of the preceding volumes, 

Brief comments on each of the 12 chapters follow: 

The chapter on clinical aspects by Kirman is geared primar- 
ily for the physician but is highly readable for nonmedical per- 
sons. 

Anderson's chapter dealing with genetics and intelligence is a 
scholarly presentation. 

Dignan and Warkany provide a major definitive review of hy- 
drocephaly as a congenital malformation. They cover defini- 
tion, incidence, etiology, course, anatomical and histological 
pathology, and treatment. 

Himwich and Agrawal present a description of biochemical 
research that focuses on the relationship between abnormal 
brain biochemistry and mental retardation. 

Braddock's contribution is unique in that it presents a study 
of federal funding policy using funds budgeted for specific fed- 
eral programs as the criterion. 

Farber's sociological survey covers ““The Role in Society of 
Those Called Retarded." 

Gallagher provides an interesting and provocative summary 
of recent educational trends, updating Gunzburg's previous re- 
view in this series. 

Hall's survey of sexual behavior is a timely and very recent 
summary of an important area of concern for parents and ad- 
ministrators. 

Hayden reviews evidence on performance, patterns of devel- 
opment, and the benefits of physical and recreational activities. 

Posner's paper dealing with employment is anecdotal and ex- 
periential. 

Schiefelbusch provides a scholarly updating of Spradlin's 
1963 review of language behavior in mental retardation. 

Dybwad traces the growth of the International League of So- 
cieties for the Handicapped in stimulating parent, volunteer, 
and national organizations. 


GERALD R. CLARK, M.D. 
Elwyn, Pa. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


Middle-Level Workers: Characteristics, Training and Utiliza- 
tion of Mental Health Associates. Community Mental Health 
Journal Monograph 8, by E. Jo Baker, Ph.D., and Harold L. 
McPheeters, M.D. New York, N.Y., Behavioral Publications, 
1975, 67 pp., no price listed (paper). 


Loving and Making Love: A Psychiatrist's Guide to Happiness 
and Pleasure, by Dominick A. Barbara, M.D. Rockville, N.Y., 
Farnsworth Publishing Co., 1975, 169 pp., $8.95. 


The Residential Psychiatric Treatment of Children, edited by 
Philip Barker, M.B., D.P.M., D.C.H. New York, N.Y., Halsted 
Press (John Wiley & Sons), 1974, 346 pp., $22.50. 


The Revolution in Psychiatry: The New Understanding of Man, 
by Ernest Becker. New York, N.Y., Free Press (Macmillan 
Publishing Co.), 1974, 269 pp., $2.95 (paper). 


Early Child Care in Sweden. International Monograph Series on 
Early Child Care 2, by Ragnar Berfenstam and Inger William- 
Olsson. New York, N.Y., Gordon and Breach, 1973, 155 pp., 
$9.50. 


Father Power, by Henry Biller, Ph.D., and Dennis Meredith. 
New York, N.Y., David McKay Co., 1975, 368 pp., $9.95, 
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104 pp., no price listed (paper). 
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land Park, NJ., Gryphon Press, 1974, 800 pp., $70.00. 
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listed (paper). 
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N.Y., Farrar, Straus and Giroux, 1975, 215 pp., $8.95. 


Treatment Settings in Psychiatry: A Comparative Study, by 
John B. Copas, B.Sc., Ph.D., Michael Fryer, B.Sc., and Ashley 
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Robin, M.D., D.P.M. London, England, Henry Kimpton, 1974, 
103 pp., £ 2.25 (paper). 
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pp., $3.95 (paper). 
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tegrative and Interdisciplinary Studies, vol. III, 1974, edited by 
Leo Goldberger and Victor H. Rosen. New York, N.Y., Inter- 
national Universities Press, 1975, 544 pp., $15.00. 


Sexual Deviance and Sexual Deviants, edited by Erich Goode 
and Richard R. Troiden. New York, N.Y., William Morrow & 
Co., 1974, 409 pp., $10.95. 


Sexual Identity Conflict in Children and Adults, by Richard 
Green, M.D. Baltimore, Md., Penquin Books, 1975, 319 pp., 
$3.95 (paper). 


Career Guidance for Young Women: Considerations in Planning 
Professional Careers, edited by Richard E. Hardy, Ed.D., and 
John G. Cull, Ph.D. Springfield, Ill., Charles C Thomas, 1974, 
203 pp., $13.75; $8.95 (paper). 


Teenage Nutrition and Physique, by Ruth L. Huenemann, 
D.Sc., Mary C. Hampton, M.S., Albert R. Behnke, M.D., 


Leona R. Shapiro, M.S., and Barbara W. Mitchell, M.S. 
Springfield, Ill., Charles C Thomas, 1974, 241 pp., $9.75. 


Homicide: Investigative Techniques, by Daniel J. Hughes, 
M.Ed. Springfield, Ill, Charles C Thomas, 1974, 350 pp., 
$16.75. 


Medical Nemesis: The Expropriation of Health, by Ivan Illich. 
London, England, Calder & Boyars, 1975, 183 pp., £ 3.50; £ 
1.25 (paper). 


The Myth of Meaning, by Aniela Jaffe; translated by R.F.C. 
Hull. Baltimore, Md., Penguin Books, 1975, 186 pp., $2.25 (pa- 


per). 


Drug Use: Epidemiological and Sociological Approaches, edited 
by Eric Josephson and Eleanor E. Carroll. Washington, D.C., 
Hemisphere Publishing Corp. ( New York, N.Y., Halsted Press, 
John Wiley & Sons, distributor), 1974, 366 pp., $13.50. 


Living Your Dying, by Stanley Keleman. New York, N.Y., 
Random House (Berkeley, Calif., Bookworks, copublisher). 
1975, 160 pp., $6.95. 


Magic, Faith, and Healing: Studies in Primitive Psychiatry 
Today, edited by Ari Kiev, M.D. New York, N.Y., Free Press 
(Macmillan Publishing Co.), 1974, 464 pp., $2.95 (paper). 


Somatic Manifestations of Depressive Disorders, edited by Ari 
Kiev, M.D. New York, N.Y., Elsevier Publishing Co., 1974, 119 
pp., $13.50 (paper). 


From Sad to Glad: Kline on Depression, by Nathan S. Kline, 
M.D. New York, N.Y., G.P. Putnam's Sons, 1974, 252 pp., 
$7.95. 


Gesell and Amatruda's Developmental Diagnosis: The Eval- 
uation and Management of Normal and Abnormal Neuropsy- 
chologic Development in Infancy and Early Childhood, 3rd ed., 
edited by Hilda Knobloch, M.D., and Benjamin Pasamanick, 
M.D. New York, N.Y., Harper & Row, 1974, 514 pp., $14.95. 


Biogenetic Structuralism, by Charles D. Laughlin, Jr., and Eu- 
gene G. d'Aquili. New York, N.Y., Columbia University Press, 
1974, 206 pp., $10.00. 


Youth, Socialization, and Mental Health. Mental Health Re- 
search in Asia and the Pacific, vol. III, edited by William P. 
Lebra. Honolulu, Hawaii, University Press of Hawaii, 1974, 
303 pp., $12.00. 


Handbook of Rorschach Scales, edited by Paul M. Lerner. New 
York, N.Y., International Universities Press, 1975, 514 pp., 
$18.00. 


Rules for Raising Kids, by Robert I. Lesowitz, M.D. 
Springfield, HI., Charles C Thomas, 1974, 186 pp., $6.75 (pa- 
per}. 


The Psychology of Sex Differences, by Eleanor Emmons Mac- 
coby and Carol Nagy Jacklin. Stanford, Calif., Stanford Uni- 
versity Press, 1974, 627 pp., $18.95. 


Psychoanalytic Concepts of Depression, 2nd ed. by Myer 
Mendelson, M.D. Flushing, N.Y., Spectrum Publications ( New 
York, N.Y., Halsted Press, John Wiley & Sons. distributor), 


BOOK REVIEWS 


1974, 340 pp., $15.00. 


Problems and Programmes Related to Alcohol and Drug Depen- 
dence in 33 Countries, by Joy Moser. Geneva, Switzerland, 
World Health Organization (Albany, N.Y., Q Corp., distrib- 
utor), 1974, 106 pp., 20 Swiss francs (paper). 


Minutes of the Vienna Psychoanalytic Societv, vol. IV: 1912- 
1918, edited by Herman Nunberg and Ernst Federn. New York, 
N.Y., International Universities Press, 1975, 313 pp., $20.00. 


Normality: Theoretical and Clinical Concepts of Mental Health, 
rev. ed., by Daniel Offer and Melvin Sabshin. New York, N.Y., 
Basic Books, 1974, 255 pp., $8.95. 


The Game of Wizards: Psyche, Science, and Symbol in the Oc- 
cult, by Charles Poncé. Baltimore, Md., Penguin Books, 1975, 
240 pp., $2.50 ( paper). 


Clinical Psychology: Issues of the Seventies, edited by Albert I. 
Rabin. East Lansing, Mich., Michigan State University Press, 
1975, 243 pp., $10.00. 


Just an Ordinary Patient: A Preliminary Survey of Opinions on 
Psychiatric Units in General Hospitals, by Winifred Raphael, 
B.Sc. London, England, King Edward's Hospital Fund for Lon- 
don, 1974, 45 pp., £ 1.30 (paper). 


The Healing Alliance, by Margaret Elmendorf Raymond, 
M.S.W., Andrew Edmund Slaby, M.D., M.P.H., and Julian 
Lieb, M.D. New York, N.Y., W.W. Norton & Co., 1975, 287 
pp., $8.95. 


The Pornography Controversy: Changing Moral Standards in 
American Life, by Ray C. Rist. New Brunswick, N.J., Transac- 
tion Books, 1975, 273 pp., $3.95 (paper). 


The Qualities of Mothering: Maternal Deprivation Reassessed, 
by Michael Rutter, M.D. New York, N.Y., Jason Aronson, 
1974, 155 pp., 87.50. 


Charisma: A Psychoanalytic Look at Mass Society, by Irvine 
Schiffer. New York, N.Y., Free Press (Macmillan Publishing 
Co.), 1974, 184 pp., $3.95 (paper). 


Society and the Absurd, by S. Giora Shoham. New York, N.Y., 
Springer Publishing Co., 1975, 198 pp., $9.50. 


Psychiatric Examination of Children, 2nd ed., by James E. Sim- 
mons, M.D. Philadelphia, Pa., Lea & Febiger, 1974, 233 pp., 
$6.00 (paper). 


The Re-entry Game, or **How's Your Sex Life—Now That 
You're Divorced?" by Carole Sims. New York, N.Y., Warner 
Paperback Library, 1974, 223 pp., $1.25 (paper). 


Psychophysiological Studies of Emotion and Mental Disorders, 
by Nozomi Suwa, M.D., and Itaru Yamashita, M.D. Tokyo, 
Japan, Igaku Shoin (Portland, Ore., International Scholarly 
Book Services, distributor}, 1974, 226 pp., $12.50. 


New Approaches to College Student Development, by Arthur L. 
Tollefson. New York, N.Y., Behavioral Publications, 1975, 144 
pp., no price listed. 


Better Bowel Health, by Marian T. Troy, M.B., B.S. New York, 


Am J Psychiatry 132:3, March 1975 319 


BOOK REVIEWS 


N.Y., Pyramid Books, 1974, 217 pp., $1.50 (paper). 
Group Therapy 1974: An Overview, edited by Lewis R. Wolberg 


and Marvin L. Aronson. New York, N.Y., Stratton Inter- 
continental Medical Book Corp., 1974, 221 pp., $14.75. 


Prompt Publication Policy 


Glossary of Mental Disorders and Guide to Their Classification, 
for Use in Conjunction with the International Classification of 
Diseases, 8th Revision, by the World Health Organization. Ge- 
neva, Switzerland, WHO (Albany, N.Y., Q Corp., distributor), 
1974, 77 pp., 12 Swiss francs (paper). 


The Journal would like to remind authors who are particularly interested in early publication 
(whether to establish priority of an idea, reveal innovative results of new research, or for other 
pressing reasons) of its prompt publication policy. Under this policy, short (maximum of six 
double-spaced pages) manuscripts will be considered for publication in the Brief Communica- 
tions section of the first available issue. These manuscripts must still undergo expert scrutiny 
before being accepted, and two months must be allowed for the printing process. However, the 
time required for publication of these short articles can be lessened considerably. 


Authors who would like to have their manuscripts considered under this policy should indicate 
this desire, as well as the reasons for it, when they submit their manuscripts. 
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OFFICIAL ACTIONS 


i € LLL 


1975 Annual Meeting: Preliminary Program 


Following is the preliminary program and other information related to the APA annual meeting, which will be held in Anaheim, 
Calif., May 5-9, 1975. The information here is what was available as of mid-January 1975; it is subject to additions, deletions, 
and other changes. Included are Registration and Related Information, the Scientific Program, and an Index of Participants. 
An official booklet containing additional information, such as the names of officers of sessions and of discussants, as well as 


locations, will be distributed in Anaheim at the time of registration. 


Registration and Related Information 


REGISTRATION 


All registration will take place in North Exhibit Hall of the 
Anaheim Convention Center. The registration desk will be 
open: 

Sunday, May 4— 1:00 p.m. to 5:00 p.m. 

Monday through Thursday, May 5-8— 8:00 a.m. to 5:00 p.m. 

Friday, May 9— 8:00 a.m. to 12:00 noon. 

A registration fee of $10 per day, or $40 for the five days, is 
required from all nonmembers with the exception of 1) invited 
nonmember program participants who are presenting papers or 
who are session officers, and their immediate families, 2) dis- 
cussants, 3) participants on morning and evening panels and 
their immediate families, and 4) the immediate families of 
members of APA. Associate members, members-in-training, 
and their immediate families are also exempt from paying reg- 
istration fees. The fee covers admission to the sessions and in- 
cludes a badge and a copy of the official program. Badges are 
required for all sessions (including the opening session) and for 
the exhibit area. However, a badge does not cover admission to 
the business session of the Association, which is open only to 
members. 

A $10 registration fee for the five days is required of visitors 
living outside the United States or Canada and of military per- 
sonnel on active duty. 

A $5 registration fee for the five days 1s required of the 
spouses and dependents of all nonmember registrants (ex- 
cluding invited nonmember program participants). 

A $5 registration fee for the five days is required of medical 
students, interns, residents, chaplains, nursing students, and stu- 
dents in the mental health professions and their spouses. Stu- 
dents must present a letter from their school or training facility 
instructor certifying their status. 

The Scientific Proceedings in Summary Form for the 1975 
annual meeting will be available throughout the week in the reg- 
istration area of the Convention Center. 


KEY LOCATIONS 
All APA Staff offices will be located in the Convention Cen- 
ter. 


Staff Offices 
Convention Office 


Orange 9, 10 
Westminster 16 


Journal Office 

Press Offices 

Local Arrangements 
Program Committee 
Registration 

Information and Message 


Costa Mesa 12. 
Fullerton 7,8 
Buena Park 15 
Buena Park 14 
North Exhibit Hall 


Center Grand Lobby 
Spouse Hospitality Center Grand Lobby 
First Aid Kitchen First Aid 


INFORMATION AND MESSAGE CENTER 


This center will be located in the Grand Lobby and will be 
manned the same hours as registration. 

Self-service message racks will be available for pick-up, de- 
posit, and exchange of messages at all times, even when the 
message center is closed. Extremely urgent messages will re- 
ceive the personal attention of APA staff members. All regis- 


. trants are requested to check the message center periodically. 


JOURNAL OFFICE 


The office of The American Journal of Psychiatry will be in 
Costa Mesa 12. The office will be open from 9:00 a.m. to 5:00 
p.m., Monday through Thursday, and on Friday until noon. 
Staff will be available to discuss any questions that authors 
who are presenting papers at the meeting may have. They 
particularly welcome the opportunity to confer with authors 
about tables and figures to be included in the papers. — 

Authors of numbered papers are reminded that all such pa- 
pers are the property of the Journal. Permission must be se- 
cured from the Editor, Francis J. Braceland, M.D., before a pa- 
per may be considered for publication elsewhere. New research 
papers and papers presented at morning and evening panels do 
not automatically become the property of the Journal; however, 
authors may submit them for publication if they wish to do so. 

It is the policy of the Journal to publish only original mate- 
rial that has not been published elsewhere in any form and that 
is not being considered for publication elsewhere. "Publication" 
includes recording on videotape or audiotape or appearance in 
printed form. i 
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WRITERS’ WORKSHOP 


APA and the American Medical Writers Association will co- 
sponsor a workshop on writing for scientific journals, to be held 
on Sunday, May 4, from 9:00 a.m. to 5:00 p.m. For further de- 
tails see page 361. 


PLACEMENT SERVICE 


There will be a register available at the Membership Infor- 
mation Center for prospective employers and those seeking a 
new position. 


PAPER NUMBERS 


Paper numbers are assigned for your convenience in using 
this preliminary program; these numbers are subject to change. 
Final numbers will appear in the official APA program that will 
be distributed at the annual meeting. 


MORNING AND EVENING PANELS 


Morning panels will be held on Tuesday, Wednesday, and 
Thursday from 7:00 a.m. to 8:45 a.m. Breakfast may be ob- 
tained in regular hotel facilities. Evening panels will be held on 
Monday and Thursday at 8:00 p.m. All panels will be held at ei- 
ther the Disneyland Hotel, the Grand Hotel, the Sheraton Ana- 
heim, or the Royal Inn. Check your official program for hotel 
listings for panels of interest. 


CONTINUING EDUCATION COURSES 


Continuing education courses on wide-screen closed-circuit 
color TV will be shown in the Arena, Convention Center, on 
Monday, 2:00 p.m.-5:30 p.m., Tuesday, 9:00 a.m.-12:15 p.m., 
Wednesday, 9:00 a.m.-12:00 noon and 2:00 p.m.-5:30 p.m., 
Thursday, 9:00 a.m.-12:00 noon and 2:00 p.m.-5:00 p.m., and 
Friday, 9:00 a.m.-12:00 noon. 


FILMS 


Films will be shown in the Anaheim Room, Convention Cen- 
ter, on Monday, 12:00 noon-5:00 p.m. and 8:00 p.m.-10:00 
p.m., Tuesday, 9:00 a.m.-12:00 noon, Wednesday, 9:00 a.m.- 
5:00 p.m., Thursday, 9:00 a.m.-5:00 p.m. and 8:00 p.m.-11:00 
p.m., and Friday, 9:00 a.m.-12:00 noon. 


CONVOCATION 


The convocation will take place Wednesday, May 7, at 7:30 
p.m. in the Grand Ballroom, Disneyland Hotel. 


FORUM ROOM 


Rooms in the Anaheim Convention Center are available for 
the discussion of special issues during the course of the meeting. 
Any group that wishes to schedule a program must apply for 
use of a room by contacting the Program Committee Chairper- 
son. Groups that have secured use of the rooms and that wish to 
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have a placard prepared for display in the registration area 
should contact the Convention Manager in Westminster Room 
16. Scheduled forums will be listed in the official program un- 
der APA Activities. 


SPOUSE HOSPITALITY CENTER 


The Local Arrangements Committee will have a Spouse 
Hospitality Lounge in the Grand Lobby of the Convention Cen- 
ter. Information on all leisure-time activities will be available 
Sunday through Thursday in this area. This area will also serve 
as the assembly point for all tours and special events. 


PROFESSIONAL TOURS 


Information on tours to facilities of psychiatric interest in the 
Anaheim area may be obtained from members of the Local Ar- 
rangements Committee in the Spouse Hospitality Center. 


SHUTTLE BUS SERVICE 


This service will be available between the Convention Center 
and nearby hotels. Route maps, hours of operation, and fare in- 
formation are available at the Information and Message Center 
and in the registration area. 


EXHIBITS 


Technical and scientific exhibits will be on display in North 
Exhibit Hall, Convention Center, Monday through Wednesday, 
8:00 a.m.-5:00 p.m. 

An APA exhibit featuring services of the Association to its 
members will be located in North Exhibit Hall, Convention 
Center, Monday through Wednesday. 


FAMILY FUN AT DISNEYLAND 


This will take the place of the Annual Banquet. Disneyland 
Park will be reserved for the exclusive use of the APA member- 
ship from 7:00 a.m. to midnight on Tuesday, May 6. Tickets 
may be purchased in the registration area. 


SPECIAL BRUNCH 


A brunch and fashion show will be held in honor of the fami- 
lies of APA officers on Wednesday, May 7, at 11:00 a.m. at the 
Balboa Bay Club. Tickets for the brunch and fashion show are 
$15 per person and may be purchased in the registration area. 
Buses will depart at 10:30 a.m. from the Grand Lobby. 


SPECIAL LECTURE BY DR. BERTRAM S. BROWN 


As this issue was going to press, word was received of the 
addition of a special lecture on “The Life of Psychiatry" by 
Bertram S. Brown, M.D., Director, National Institute of 
Mental Health, on Monday at 2:00 p.m. The lecture will be 
Session IX, and “Continuing Education" will become Session 
X. 


The Scientific Program 


MONDAY, MAY 5 9:00 A.M. 


Official Opening of the 128th Annual Meeting of the American Psychiatric Association 


Call to Order: John P. Spiegel, M.D.(F),' President 
Selections by the University Singers of California, Fullerton: David Thorsen, Conductor 


Official Greetings: The Honorable Ralph A. Diedrick, Chairman of the Orange County Board of Supervisors, The 
Honorable William J. Thom, Mayor of Anaheim 


Introduction of Visiting Dignitaries 


Introduction of Chairpersons of the Program and Arrangements Committees: H. Keith H. Brodie, M.D. (F), Paul V. 
Gustafson, M.D. (M) 


Presidential Address: John P. Spiegel, M.D.(F) 
Response of the President-Elect: Judd Marmor, M.D. (LF) 
Organist: John E. Fryer, M.D.(M) 


Reception 


MONDAY,MAY 5 12:00 NOON 


Films I: 


Fl 


Noon Feature: Families Under Stress* 


The Green Wall 


*This session continues until 1:50 p.m. 


MONDAY,MAY 5 2:00 P.M. 


Session I: 


2 


Disaster at Buffalo Creek: Studies of 160 Families (Joint Session with the American Psychoanalytic Association) 
From Chaos to Responsibility 
Gerald M. Stern, LL.B. (I) 


Loss of Communality at Buffalo Creek 
Kai Erikson, Ph.D. (I) 


The Human Meaning of Total Disaster 
Robert J. Lifton, M.D. {F}, Eric Olson, M.A. (I) 


Children of Disaster 
C. Janet Newman, M.D. {F} 


Family and Character Change in Buffalo Creek 
James L. Titchener, M.D. (F), Frederic T. Kapp, M.D. {F} 


'The following abbreviations refer to membership in the American Psychiatric Association: 


(A) Associate (F) Fellow (M) Member (LM) Life Member 
(CF) Corresponding Fellow (HF) Honorary Fel. w (MT) Member-in-Training (I) Invited Participant 
(DF) Distinguished Fellow (LF) Life Fellow (DM) Distinguished Member 
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Session l1: Biofeedback and Self-Control 
7 Biofeedback: A Clinician’s Perspective 
Stephen C. Padnes, M.D.(M) 


8 Biofeedback, Self- Regulation, and Stress Disorders 
Johann Stoyva, Ph.D. (I) 


9 EEG Biofeedback: Research and Clinical Problems 
Maurice B. Sterman, Ph.D. (I) 


10 Theta EEG Feedback: A New Psychotherapeutic Tool 
Elmer E. Green, Ph.D. (I) 


11 Applied Biofeedback: A Systems Approach 
Thomas H. Budzynski, Ph.D. (I) 


Session III: Current Concepts of Schizophrenia 


12 Diagnosis 
William T. Carpenter, Jr., M.D. (M) 
13 The Family 


David Reiss, M.D. (M) 


I4 Social and Environmental Interaction 
Melvin Kohn, Ph.D. (I) 


15 Genetics 
Stephen M attysee, Ph.D. (I) 


16 The Psychotomimetic Model 
J. Christian Gillin, M.D. (M) 


17 Serum and Blood Factors 
Herbert Meltzer, M.D. (M) 


18 The Dopamine Hypothesis 
Solomon H. Snyder, M.D.(F) 


19 Treatment 
John M. Davis, M.D.(F) 


Session IV: Follow-Up Studies of Community Care 


20 Follow-Up Evaluation of an Inpatient Alternative Program 
Paul R. Polak, M.D.(A), Mick Kirby, Ph.D. (I) 


21 Training in Community Living: One Year Evaluation 
Leonard I. Stein, M.D. (F), Mary Ann Test, Ph.D. (I) 


22 Symptom Stability Among Patients After Discharge 
Steven Gurgevick, Ph.D. (I), Allan Beigel, M.D. (M), Frank A. Petroni, Ph.D. (I) 


23 Follow-Up Study of Berkeley House: A Psychiatric Halfway House 
Richard D. Budson, M.D.(M j, Mollie C. Grob, S. M.(I] 


23a Soteria: One- and Two-Year Follow-Up 
Loren R. Mosher, M.D. (M) 


Session V: Special Lecture 
24 Clinical Significance of Research on Coping and Adaptation 
David A. Hamburg. M.D. {F} 
Session VI: Family! 


25 Brief Versus Standard Hospitalization: The Families 
Marvin I. Herz, M.D. {F}, Jean Endicott, Ph.D. (I), Robert L. Spitzer, M.D.(F) 


324 Am J Psychiatry 132:3, March 1975 


THE SCIENTIFIC PROGRAM 


26 Family Therapy in Aftercare: A Unique Approach 
Paul E. Wood, M.D.(M) 


27 A Psychosocial Kinship Model for Family Therapy 
E. Mansell Pattison, M.D. (F), Don De Francisco, M.D. (MT), Paul E. Wood, M.D. ( M ), Hal Frazier, M.D. (MT) 


28 Family Studies and Psychoanalytic Theory and Therapy 
Theodore Lidz, M.D. (LF) 


29 Current Trends in the Training of Family Therapists 
Edward W. Beal, M.D. (M) 


30 Psychiatric Dimensions of Family Practice 
Sidney Werkman, M.D.{F), Linda Mallory (I), Jeffrey Harris (I) 


3| Treatment for the Parents of Feminine Boys 
Lawrence E. Newman, M.D. {M } 


Session VII: Drugs of Abuse 


32 EEG Sleep Patterns and Drug Abuse 
Ismet Karacan, M.D. (F), Robert L. Williams, M.D. {F}, Betsy S. Comstock, M.D. {M ), Eric G. Comstock, M.D. (I), 
Masako Okawa, M.D. (I) 


33  La-Acetylmethadol Prognostic Considerations 
Richard B. Resnick, M.D. (M), Lois Orlin, M.S.W. (I), Gretchen Geyer (I), Alfred M. Freedman, M.D.(F) 


34 An Epidemic of Drug-Induced Schizophrenia 
Paul V. Luisada, M.D. (M ), Catherine Reddick, R.N. (I) 


35 Treatment Related Factors in Alcoholic Populations 
Melvin L. Selzer, M.D. (F), Louis van Rooijen, Ph.D. (I) 


36 Behavior Therapy and Alcohol Abuse in Adolescents 
Joseph D. Teicher, M.D. {LF}, Ruth D. Sinay, Ph.D. (I), Jerome S. Stumphauzer, Ph.D. (I) 


37  In-Hospital Treatment of Alcoholic Couples 
Peter Steinglass, M.D. (M ), Donald I. Davis, M.D. (MJ, David Berenson, M.D. (TI) 


Session VIII: Delivery of Mental Health Services to Minority Groups 
38 Service Delivery in the Black Community 
Hiawatha Harris, M.D. {F} 


39 The Use and Misuse of the Indian Paraprotessional 
Humphrey C. Townsley, M.D.(M) 


40 The Internal Administration of a CMHC 
Lindbergh S. Sata, M.D. (M) 


4| Service Delivery in the Spanish-Speaking Community 
Angel Gregorio Gomez, M.D. (M) 


42 New Legislation in Menta! Health 
Frank Ochberg, M.D.(M) 


43 National Institute on Alcohol Abuse and Alcoholism in Minority Programs 
John Wolfe, Ph.D. (I) 


44 National Institute on Drug Abuse in Minority Programs 
Lee Dogoloff (1) 


Session X:* Continuing Education (Videotape Special Session) 


2:00 Exploring Nonverbal Communications in Couples: Freeze-Frame Video 
Presented by: Ian Alger, M.D.(F) 


245 Social Interaction in Homes of Alcoholics 
Presented by: Alfonso Paredes, M.D. (FJ; Dick Gregory (I) ( Discussant) 


3:45 Lesbian Mothers and Their Children 
Presented by: Martha Kirkpatrick, M.D. (F) Katherine V.R. Smith (I), Del Martin (I) ( Discussants ) 


*Session IX: see bottom of p. 322 for new information on special lecture by Bertram S. Brown, M.D. 
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Films if: 


F2 
F3 
F4 
F5 


Women's Health Issues (Joint Session with the Task Force on Women in Psychiatry)* 


Menstruation 

Period Piece 

Taking Our Bodies Back 
Image and Reality 


*This session continues until 5:00 p.m. 


MONDAY,MAY S 8:00 P.M. 


Films HI: 


F6 


Special Film Seminar* 


The Psychiatrist in Film 


*This session continues until 10:00 p.m. 


Evening Panels 


326 


A 


APA Task Force on Women in Psychiatry 

Moderator: Elissa P. Benedek, M.D.(F) 

Panelists: Anne M. Seiden, M.D. (M), Carol S. Wolman, M.D. (M), Martha Kirkpatrick, M.D. (F), Mary Ann Bar- 
tusis, M.D. (F), Nancy A. Durant, M.D.(F) 


Group Approaches to Sex Education in Inner City Adolescents 

Moderator: Pedro Ruiz, M.D. (M) 

Panelists: Saul Scheidlinger, Ph.D. (I). Jose R. Lombillo. M.D. (M), Ruth Hochberg, Ph.D. (I), Melvin Roman, Ph.D. 
(1), Travis Simon, M.D. (I) 


Psychodrama I 
Moderator: Neville Murray, M.D. {F} 
Panelist: Zerka T. Moreno (I) 


Problems of and for the Law Enforcement Officer 

Moderator: Frederic T. Kapp, M.D. {F} 

Panelists: Earl J. Simburg, M.D. {LF}, Floyd O. Due, M.D.(F), Donald Rossi, Ph.D. (I), Jesse Rubin, M.D. {F}, Robert 
J. Sokol, M.D. (F) 


Future Developments on the Frontiers of Psychiatry 

Moderator: John S. Lawall, M.D. (MT) 

Panelists: Judd Marmor, M.D. (LF), Robert O. Pasnau, M.D. (F), Stanley L. Portnow, M.D. (F), Arnold Mandell, 
M.D. {F}, Elliott Heiman, M.D. (M) 


Hearing or Seeing: What Is Best in Nonpsychiatric Physicians' Education? 

Moderator: Alexander N. Levay, M.D.(F) 

Panelists: Lawrence Sharpe, M.D. (I), John Romano, M.D. (LF). Thomas Webster, M.D. (F), Lucy Zabarenko. Ph.D. 
(1), Robert Daugherty, M.D. (I) 


Demonstration of Encounter Techniques 
Moderator: William Earl Moore, M.D. (LM) 
Panelists: Nicholas Fish, M.D. (F), Timothy M. Magee, M.D.(F) 


Generative Graphics: Image Making in Psychotherapy 

Moderator: Marvin Karno, M.D.(F) 

Panelists: Barnett Addis, Ph.D. (I), Joseph Brunon, M. Arch. (I), Sheldon Kardener, M.D. (M), Joseph Sicignano, 
M.D.(MT) 


Psychiatry and Current "Psychic" Research 

Moderator: Stanley R. Dean, M.D.(F) 

Panelists: Paul L. Adams, M.D. { F), Eugene B. Brody, M.D. (F), Mohammed Shafie, M.D. (A), Elmer E. Green, Ph.D., 
(I), Alyce M. Green(I) 


Roots of Gender— Chauvinism Within the Family 
Moderator: Natalie Shainess, M.D. {F} 
Panelists: Sherwyn M. Woods, M.D. {F}, Robert E. Gould, M.D. {F}, Anita T. Bell, M.D. {F}, Robert Seidenberg, M.D. 


(F) 
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The Revolving Door 
Moderator: Eugene B. Feigelson, M.D. (F) 


i Alvin M. Mesnikoff, M.D. {F}, Edwin S. Robbins, M.D. {F}, Jack Sheps, M.D. (F), John A. Talbott, M.D. 
} 


Mental Health Economics: The Case for NHI Benefits 
Moderator: Henry A. Foley, Ph.D. (I) 
Panelists: Steven Sharfstein, M.D. ( M), David Berenson, M.D. (I) 


The Stress of Parenting 
Moderator: Arnold L. Gilberg, M.D.{F) 
Panelists: Saul Brown, M.D. (F), Myrtle LeBow, M.D. (M), Alexander Rogawski, M.D. (F) 


Increasing Child Teaching in the General Residency 
Moderator: Wells Goodrich, M.D. (F) 
Panelists: Justin Call, M.D. {F}, Alexander Z. Guiora, Ph.D. (I) 


Family Therapy by Male-Female Cotherapy Teams 

Moderator: Lawrence W. Lazarus, M.D. (M) 

Panelists: Kurt Schlesinger, M.D. (M), Stephen S. Leavitt, M.D. (M), Andrea H. Lazarus, M.S. (I), Maribelle Leavitt, 
R.N. (I), Barbara Artson, M.A. (I) 


The Viet Nam Veteran: Continuing Problems of Readjustment 

Moderator: Leonard Neff, M.D.(F) 

Panelists: Jonathan Borus, M.D. (M), Peter Bourne, M.D. (M), Robert J. Lifton, M.D. (F), Lee Robbins, Ph.D. (I), 
Chaim Shatan, M.D. (M), George Solomon, M.D.(F) 


Confidentiality in the Public Mental Health Sector 

Moderator: Roger Peele, M.D.(F) ; 

Panelists: Horace Greene, M.D. (M), Jefferson McAlpine, M.D. (M), John H.L. Marshall, M.D. (M), Julie Ponqui- 
nette, M.D. (I), Irving Schneider, M.D. (F) T 


Psychiatric Health Services and Metropolitan Jails 

Moderator: John Petrick, M.D.{M) 

Panelists: Donald Verin, M.D. (I), Harold C. Deering, M.D. (M), Anthony Elite, M.D. (I), Raymond Anderson, Ph.D. 
(T) 


Depression in the Heroin Patient: Myth or Reality? 

Moderator: Jacob Schut, M.D. (M) 

Panelists: Aaron T. Beck, M.D. (M). Jonathan O. Cole, M.D. (F), Edward C. Senay, M.D. {F}, Charles O'Brien, M.D. 
(M) 


Residents Compare Unified and Block Training 
Moderator: John S. Strauss, M.D. (M) 
Panelists: Bruce Granovetter, M.D. (I), Simeon Grater, M.D. (MT), Tom Segall, M.D. (I), Kent Hart, M.D. (MT) 


Curren: Modalities of Sexual Therapies 

Moderator: Arthur Zitrin, M.D.(F) 

Panelists: Stanley Coen, M.D. (M), Bluma Swerdloff, Ph.D. (I), John F. O'Connor, M.D. (F), Virginia Lozzi, M.D. 
(M), Harry Albert, M.D. (M), Lothar Gidro-Frank, M.D. {F} 


Love, Sexual Dysfunctions, and the Sexual Revolution 
Moderator: Samuel V. Dunkell, M.D. {A} 
Panelists: George Serban, M.D. (M ), Laurice W. Glover, M.S.S.W. (I) 


Team Training in Community Mental Health 

Moderator: Lt. Col. James H. Rumbaugh, MC(A]) 

Panelists: Lt. Col. John N. Follansbee., MC (M), Maj. Richard G. Newhouse, MC (I), Capt. Paul Rumbaugh, MSC 
(1), ist Lt. Paul Clavelle, MSC (I) 


Ethnic Variation: A Problem in Psychiatric Training 

Moderator: Carl Eisdorfer, Ph.D., M.D. (F) 

Panelists: E.H. Auerswald, M.D. (A), Robert Kraus, M.D. (F). Lindbergh S. Sata, M.D. (M), James H. Shore, M.D. 
(M), William M. Womack, M.D.(F) 


Impact of Judicial Decisions on Mental Health Care 
Moderator: Louis E. Kopolow, M.D. (M) 
Panelists: Alan A. Stone, M.D.(F), Charles R. Treadway, M.D.(F), Seymour Pollack, M.D.(F), Herb Silverberg (I) 


PSRO and the Problem-Oriented Record 
Moderator: Ralph S. Ryback, M.D.(M) 
Panelists: Robert Fowler, M.D. (M), Richard Longabaugh, Ed.D. (I), Richard Dorsey, M.D.(M) 


Human Services to Spanish-Speaking Migrant Workers 
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Z3 


ZA 


Moderator: Angel Gregorio Gomez, M.D. (M) 
Panelists: Rodolfo Sanchez (I), Rodolfo Alvarez, Ph.D. (I) 


Dialogue on Alcoholism 

Moderator: John A. Ewing, M.D. (F) 

Panelists: Keith S. Ditman, M.D.(F), Ebbe C. Hoff. M.D.(A), Jack H. Mendelson, M.D. (F), Robert A. Moore, M.D. 
(F), E. Mansell Pattison, M.D.(F) 


Drug Abuse: The Unremitting Epidemic 
Moderator: Jordan Scher, M.D. (M) 
Panelists: Peter Bourne, M.D. (M), Robert Newman, M.D. (I) 


Current Concepts of Schizophrenia* 

Moderator: Richard Jed Wyatt, M.D.(M) 

Panelists: William T. Carpenter, Jr., M.D. (M), David Reiss, M.D. (M), Melvin Kohn, Ph.D. (I), Stephen Mattysee, 
Ph.D. (I), J. Christian Gillin, M.D. (M), Herbert Meltzer, M.D. (M), Solomon H. Snyder, M.D. (F), John M. Davis, 
M.D.(F) 


*Continuation of Monday afternoon Session III. 
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Morning Panels 
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Tul 


Tu2 


Tu3 


Tu4 


Tu5 


Tu6 


1u7 


Tu8 


Tu9 


Reports from Local Groups of Women Psychiatrists 

Moderator: Carol S. Wolman, M.D. (M) 

Panelists: Barbara E. O'Connell, M.D. (M), Ann Laycock Chappell, M.D. (M ), Ursula Henderson, M.D. (M), Carol 
Nadelson, M.D. (F), Elaine Hilberman, M.D. (M) 


Cubans in the U.S.A.: A Mental Health Profile 

Moderator: James N. Sussex, M.D.(F) 

Panelists: Pedro Ruiz, M.D. (M), David Pinosky, M.D. (A), Fernando Milanes, Jr., M.D. (M), Luis P. Garrigo, M.D. 
( M), Esteban Valdes-Castillo, M.D.(M) 


Psychodrama II 
Moderator: Neville Murray, M.D.(F) 
Panelists: Zerka Moreno (Ij, Ernest Fantel, M.D.(F) 


Psychodynamics of Administration 

Moderator: David W. Kennard, M.D., Ph.D. (M) 

Panelists: Frederick Redlich, M.D. {LF}, Gerald L. Klerman, M.D. {F}, Louis B. Fierman, M.D. {F}, Herbert Shepherd, 
M.D. (I), Leonard B. Belcore, M.B.A. (I), Milton S. Greenblatt, M.D. (F) 


On the Emotional Well-Being of Psychiatrists 

Moderator: Elaine J. Knutsen, M.D. {F} 

Panelists: Gordon E. Bermak, M.D. (F), Herbert McGrew, M.D. (A), Lewis McKeever, M.D. (F), David H. Rosen, 
M.D. (MT), Frederick R. Ford, M.D.(F) 


Follow-Up Studies on Battered Children 
Moderator: John B. Reinhart, M.D.(F) 
Panelists: Elizabeth Elmer, M.S.W. (I), F. Gordon Foster, M.D. (I), Ruth Kempe, M.D.(M), Richard Martin, M.D.(I) 


Women's Studies in Psychiatric Education Il 
Moderator: Anne M. Seiden, M.D. (M) 


Panelists: Malkah Notman, M.D. (M), Leon Salzman, M.D. (F), Martha Kirkpatrick, M.D. {F}, Jean Baker Miller, 
M.D.(M) 


Psychoanalytic Training and Psychiatric Practice 
Moderator: G. Pirooz Sholevar, M.D.(F) 


Panelists: Barbara G. Deutsch, M.D. (A), Stanley Stern, M.D. (M), Charles Stone, M.D. (F), Linn A. Campbell, M.D. 
( M ), Calvin Colarusso, M.D. (M ) 


Family-Focused Medical and Psychiatric Care 
Moderator: Stephen Fleck, M.D.(F) 
Panelists: George Brunell, M.D. (I), Salvador Minuchin, M.D. (I), Nathan Epstein, M.D. (E), John Donnelly, M.D.(F) 
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Key Issues in Polydrug Abuse 
Moderator: Edward Kaufman, M.D. (M) 


Panelists: John Benvenuto, M.D. (I), Peter Bourne, M.D. (M), John N. Chappel. M.D. (M), Betsy Comstock, M.D. 
(M), David Smith, M.D. (I) 


Resident Training in Family Therapy—Who Can Teach? 

Moderator: Thomas P. Detre, M.D.(F) 

Panelists: Gordon Fuqua, M.D. (I), Froma Walsh, M.S.W. (I), Raymond Zablotney, M.D. (I), Christopher Erstling, 
M.D. (I), Carol M. Anderson, M.S.W.(I) 


Art Therapy 
Moderator: Paul Jay Fink, M.D.(F) 
Panelists: Elliot R. Reiner, M.D. {F}, Helen Landgarten, A.T.R. (I), Paul Fox, M.D. (I), Phyllis Miller (1) 


Future of the Private Practice of Psychiatry 
Moderator: Arnold L. Gilberg, M.D. {F) 
Panelists: Donald Naftulin, M.D. (F), Robert Nemiroff, M.D. (M), Jona Perlmutter, M.D.(M) 


Prison Psychiatry: Good or Bad for Prisoners? 

Moderator: Melvin S. Heller, M.D. {F} 

Panelists: Robert L. Sadoff, M.D. {F}, Jonas Rappaport, M.D. (F), Louis B. Aytch (I), Edward B. Guy, M.D. (M), Ar- 
thur Boxer, M.D.(M) 


The New Sex Therapy and Psychiatric Office Practice 

Moderator: Alexander N. Levay, M.D. (F} 

Panelists: Harold I. Lief, M.D. {F}, John B. Reckless, M.D. {F}, Maj-Britt Rosenbaum, M.D. (M ), Phillip E. Veenhuis, 
M.D.(M) 


The Private Practice of Community Psychiatry 

Moderator: Allan Levy, M.D. (F) 

Panelists: Norman Graff, M.D. (F), Howard Gurevitz, M.D. (F), Thomas Samuels, M.D. (I), Donald Newman, M.D. 
(F), Warren Vaughan, Jr., M.D. (F) 


Fantasy, Creativity, and Poetry Therapy 
Moderator: Anthony Pietropinto, M.D. (M) 
Panelists: John Antel, M.D.(F), Morris R. Morrison, M. A.(I), Joy Shieman (1) 


Psychotherapy with Homosexuals 

Moderator: Richard C. Pillard, M.D. (F) 

Panelists: Jean Munzer, M.D., Ph.D. (M), Pam Oline (1), Mark Freedman, Ph.D. (I), Bill Horstman, Ph.D. (I), Betty 
Berzon, M.S. (I) 


Outreach in the Community: Invitation or Intrusion? 

Moderator: George S. Sigel, M.D. (M) 

Panelists: Peter B. Randolph, M.D. (I), William G. Kantar, M.D. (A), Stephen B. Bernstein, M.D. (A), Joanna Dono- 
van, M.S. (I) 


Multi-State Information System: Results, Plans, and How to Use lt 
Moderator: Zebulon Taintor, M.D.(F) 
Panelists: Eugene Laska, Ph.D. (I), Carole Siegel, Ph.D. (I) 


New Mental Health Teams 
Moderator: John Chapman Urbaitis, M.D. (M) 
Panelists: Mary Jane Lucas, R.N. (I), Roger C. Sider, M.D. (MT), Thomas N. Wise, M.D. (M), Gail Wise, M.S.W.(I) 


Recent Research in Schizophrenia: Special Report 1975 

Moderator: Loren R. Mosher, M.D.(F) 

Panelists: Samuel J. Keith, M.D. (I), Herbert Meltzer, M.D. (A), Leopold Bellak, M.D. (F), Norman Garmezy, Ph.D. 
(1), John G. Gunderson, M.D. (M) 


Factors Influencing Drug Treatment in Depression 
Moderator: Barry Blackwell, M.D.(M) 
Panelists: Heinz E. Lehmann, M.D. (F), Carl Eisdorfer, M.D.(F), Alexander H. Glassman, M.D.(F) 


The Teaching of Emergency Psychiatry 

Moderator: Stephen G. Landau, M.D. (M) 

Panelists: Thomas N. Rusk, M.D. (A), Noel Hoell, M.D. (A), John S. Strauss, M.D. (M), Mark Rhine, M.D. (M), 
Abraham Twerski, M.D.(I) 


Rehabilitation: State, National, International Perspectives 
Moderator: Nathan Kline, M.D.(F) 
Panelists: Bertram S. Brown, M.D.(F), Thomas Adeoye Lambo, M.D. (I) 
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Solomon Carter Fuller Lecture 


45 


TUESDAY, 


Session I: 


46 


47 


48 


49 


50 


51 


52 


Session II: 


53 


54 


55 


56 


Session HI: 


a 


58 


59 


60 


61 


62 


The Interface of Mental Health and Education 
Wilson Riles, Ph.D., Superintendent of Public Instruction and Director of Education, Department of Education, State 


of California, Sacramento, Calif. 


MAY 6 9:00 A.M. 


Psychopathology 
A Computer-Assisted Psychiatric Assessment Unit 
Thomas A. Williams, M.D. (M), James H. Johnson, Ph.D. (I), Eugene L. Bliss, M.D.(F) 


Clinical Criteria for Psychiatric Diagnosis 
Robert L. Spitzer, M.D.(F), Jean Endicott, Ph. D. (I), Eli Robins, M.D.(F) 


Twin Studies of Affective [iness 
Martin G. Allen, M.D. (M) 


Studies in Postpsychotic Depression 
Thomas H. McGlashan, M.D. (M), William T. Carpenter, Jr., M.D. (M) 


Agitated Depression and Mania: a Rare Syndrome 
Jonathan M. Himmelhoch, M.D. (I), David J. Kupfer, M.D.(F), Patricia Coble, R.N. (I), Thomas P. Detre, M.D.(F) 


Are Personality Disorders Diseases? 
Richard A. Schwartz, M.D. (M), Ilze K. Schwartz, M.D. (M) 


Prognostic Correlates of Psychotherapy 
Arthur K. Shapiro, M.D. (F), Elmer L. Struening, Ph.D. (I), Elaine Shapiro, Ph.D. (I), Harvey Barten, M.D. (F), Ann 
Rosen, M.A.(I) j 


Sex Therapy 
New Developments in Sex Therapy 
William H. Masters, M.D. (I), Virginia Johnson Masters (I) 


Psychoanalysis and the Sex Therapies 
Robert Michels, M.D.(F) 


Sex Therapy and Behavior Therapy 
John Paul Brady, M.D. {F} 


Sex Therapy and Marital Therapy 
Clifford J. Sager, M.D.(F) 


Sleep Disorders 
Differential Diagnosis of Sleep Complaints 
William C. Dement, M.D. (M) 


The Effect of REM Sleep Reduction on Depression 
Gerald W. Vogel, M.D.(M) 


Therapeutic Considerations in Treating Insomnia 
Anthony Kales, M.D. (M) 


Sleep and Neuroendocrine Patterns in Man 
Elliot D. Weitzman, M.D.(I) 


Is There a Sleep Disorder of Schizophrenia? 
J. Christian Gillin, M.D.(M) 


Narcolepsy and the Hypersomnias 
Jerome V. Holland, M.D. (F) 
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Session IV: Peer Review 
63 Can Psychiatry Police Itself Effectively? 
Henriette R. Klein, M.D. {LF}, Arthur Zitrin, M.D. (F) 


64 Medical Records: Treatment Boon or Pavment Hazard 
Lucy D. Ozarin, M.D. (LF), Abe S. Abraham, M.D. (M) 


65 Peer Review of Prescribing Patterns in a CMHC 
Herbert Diamond, M.D. (M), Richard Tislow, M.D. (M), Thoburn Snyder, M.D. (I), Karl Rickels, M.D.(F) 


66 Peer Review Effects on Patterns of Psychotherapy 
Lorraine L. Luft, M.C.P. (I), Donald E. Newman, M.D. (F), Pamela A. McMickin, M.A. (I) 


67 Peer Review in Illinois: Four Years! Experience 
Alex J. Spadoni, M.D. {F} 


68 Peer Review: Therapist and Patient Follow-UpSurvey 
Lawrence M. Sampson, M.D. (M ), Lorraine L. Luft, M.C.P. (I), Donald E. Newman, M.D.(F), Vard Kazangian, Ph.D. 
(1) 


Session V: Special Lecture 


69 Psychological Sex Differentiation in Childhood 
Eleanor Maccoby, Ph.D. 


Session VI: Family II 
70 Mental Illness and the Family in America and India 
Jagdish S. Teja, M.D. (M) 


71 The Family in Exile: Cuban Expatriates in the U.S.A. 
Ruben Dario Rumbaut, M.D. (M), Gustavo Rumbaut, M.A. (I) 


72 Psychiatric Effects of Asian Captivity 
Richard C.W. Hall, M.D. (M), Patrick T. Malone, M.D. (I) 


73 Lithium Prophylaxis The Married Couples Group 
Yolande B. Davenport, M.S.W. (I), Michael H. Ebert, M.D: (I), Marvin L. Adland, M.D. (F), Frederick K. Goodwin, 
M.D.(M) 


74 A New Finding and Concept in Morbid Jealousy 
John P. Docherty, M.D. (M), Jean Ellis, R.N. (I) 


75 The "Wonderful" World of Disney 
Michael Brody, M.D. (M) 


76 The Effects of the Sealed Record in Adoption 
Arthur D. Sorosky, M.D. (M), Annette Baran, M.S.W. (I), Reuben Pannor, M.S.W. (I) 


Session VII: The Social Intoxicants: Alcohol and Marijuana 
77 | Alcohol and Marijuana: Comparative Psychopharmacology 
Jack H. Mendelson, M.D. (F), Nancy K. Mello, Ph.D. (I) 


78 Marijuana and Hostility in a Small Group Setting 
Carl Salzman, M.D. (M), Bessel A. van der Kolk, M.D. (M), Richard I. Shader, M.D. {F} 


79 Marijuana, Alcohol, and Interpersonal Perceptions 
Frederick T. Melges, M.D.{M) 


80 Experiencing and Altering States of Intoxication 
Herbert Weingartner, Ph.D. (I), Richard C. Stillman, M.D.(A) 


81 The Intoxication "State of Consciousness” 
Marc Galanter, M.D. (M) 
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Session VIII: Advances in Psychoanalytic Psychology of Children (Joint Session with the Academy of Psychoanalysis) 


82 Observational Studies of Child Development 
Everett P. Dulit, M.D.(M) 


83 Cognitive Studies of Child Development 
Jules R. Beniporad, M.D. {F} 


84 Infantile Sexuality: Fact or Fiction 
Leon Salzman, M.D. (LF] 


Session IX: Continuing Education (Videotape Special Session} 


9:00 The Child's View of Family Disturbance 
Presented by: Sol Nichtern, M.D. (My; Helen DeRosis, M.D.{F}{ Discussant} 


10:15 — Pathosyntonic Families: Behavior Learning Problems 
Presented by: Irvin A. Kraft, M.D.( FJ); Robert L. Beck, A.C.S.W.(I), Helen DeRosis, M.D.(F)( Discussants) 


11:15 Fatherand Son: Abandonment and Reunion After 4i Years 
Presented by: Norman L. Paul, M.D.(F); Helen DeRosis, M.D.(F)( Discussant) 


Films IV: Children and Documentaries: Family, School, and Communities 


F7  Thisis the House of Mrs. Levant Graham 
F8 | He Comes from Another Room 
F9 Between T wo Rivers | 


FIO You See I’ve Had a Life ` 


TUESDAY, MAY 6 1:00 P.M. 


Adolf Meyer Lecture 


85 Psychiatry’s New Challenges 
Professor Thomas Adeove Lambo, M.D., Deputy Director General, World Health Organization, Geneva, Switzerland 


TUESDAY, MAY 6 2:30 P.M. 


Business Session* 


President: John P. Spiegel, M.D. {F} 
Secretary: Robert W., Gibson, M.D. (F) 
Call to Order: John P. Spiegel, M.D. {F} 
Memorial to Deceased Members and Fellows l 
Announcement of Election of Officers and Trustees: Morris Kleinerman, M.D. (LF), Chairperson, Committee of Tellers 
Reports to the Membership 
Secretary: Robert W. Gibson, M.D.(F) 
Treasurer: Jack Weinberg, M.D.(LF) 
Speaker, Assembly of District Branches: Robert B. Neu, M.D. {F} 
Speaker-Elect, Assembly of District Branches: Miltiades L. Zaphiropoulos, M.D. {F} 
Medical Director: Melvin Sabshin, M.D. (F) 
Chairperson, Committee on Constitution and By-Laws: Winfred Overholser, Jr., M.D. (F) 
Forum 
Adjournment 


*For voting members only, i.e., Members-in-Training, General Members, Life Members, Fellows, and Life Fellows. 
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WEDNESDAY, MAY 7 7:00 A.M. 


Morning Panels 


W] 


W2 


W3 


W4 


W5 


W6 


W7 


W8 


W9 


Wio 


WIi2 


W 13 


W 4 


WI5 


Vicissitudes of Sexuality in Adolescence and Youth 

Moderator: Raoul P. Nadler, M.D. {F} 

Panelists: Everett P. Dulit, M.D. (M), Warren G. Gadpaille, M.D. (M), Lothar Gidro-Frank, M.D. (F), Muriel R. 
Straetz, M.D. (M), Adrian Sondheimer, M.D. (MT) 


Is Psychiatry an Endangered Species? 

Moderator: James A. Greene, M.D. (M) 

Panelists: Robert W. Gibson, M.D. (F), James N. Sussex, M.D. {F}, John J. Schwab, M.D. (F), Henry Brackin, Jr., 
M.D.(F), Hamilton F. Ford, M.D.(LF) 


Psychodrama PM (Postmoreno) 

Moderator: Neville Murray, M.D.(F) 

Panelists: Leon Fine, Ph.D. (I), Karl Hollander, M.A. (I), Martín R. Haskell, Ph.D. (I), Lewis Yablonsky, Ph.D. (I). 
James Enneis, M.D. (I) 


The Funding of Psychiatric Research Training 

Moderator: Robert Cancro, M.D.{F} 

Panelists: James Eaton, M.D. (M), Daniel X. Freedman, M.D. (F), David A. Hamburg, M.D. {F}, Philip Sapir (1), 
Daniel Offer, M.D.(F) 


Jungian Psychology—M an and Woman 

Moderator: Harry A. Wilmer, Ph.D., M.D.(F) 

Panelists: John W. Perry, M.D. (M), June Singer, Ph.D. (I), Donald F. Sandner, M.D. (M ), Joseph Wheelwright, M.D. 
(F), Jane Wheelwright, M.D. (1) 


A New Model for Serving Native Americans 
Moderator: Carl A. Hammerschlag, M.D. (M) 
Panelists: Barbara Dazen (I), Don Ostendorf, M.S.W. (I), Georginna DeClay (I) 


Accountability of a Child Psychiatry Program 
Moderator: Jeffrey L. Crawford, Ph.D. (I) 
Panelists: Jon A. Shaw, M.D. (M), James A. Granger, M.D. (I). James A. Robinson, M.A. (I) 


Child Psychiatry and the Law—Where Are We? 

Moderator: Perry B. Bach, M.D. (M) 

Panelists: Jann L. Bach, J.D. (1), Elissa P. Benedek, M.D. (F), Rene T. Brant, M.D. (I), Jonathan Brant, J.D. (1), Gail 
Garinger, J.D. (I) 


Atypical Children: Parents as the Change Agent 
Moderator: Saul L. Brown, M.D. {F} 
Panelists: Garly L. Coleite, Ph.D. (I), Elaine Leader, M.S.W. (I), Shelley Gallenson, M.A.(I), June F. Mayne, M.A.(T) 


Sociologists Examine Community Mental Health 
Moderator: M. Rue Bucher, Ph.D. (I) 
Panelists: Dean Harper (I), Robert M. Emerson (I), Melvin Pollner (I), Patricia Katsky (I) 


So You Want to Be an Academic Psychiatrist? 

Moderator: David W. Cline, M.D. {F} 

Panelists: Frank Johnson, M.D. (F), Robert L. Stubblefield, M.D. (F), John Romano, M.D. (LF). Martin H. Bauman, 
M.D.(M ), Carol Nadelson, M.D.(F) 


The Foreign Psychiatric Resident in the U.S.A. 
Moderator: Leah Davidson, M.D. (M) 
Panelists: Johanna Hoffman, M.D. (F), Christian Caicedo, M.D. (I) 


[Informed Consent: A First Step Through Film 
Moderator: Thomas P. Detre, M.D.(F) 
Panelists: Gerald Hogarty, M.S.W. (I), Alan Meisel, J.D. (I), Jeffrey Romoff. M.P.H.(I), Loren H. Roth, M.D.(M) 


New Applications of Anthropology to Psychiatry 

Moderator: Armando R. Favazza, M.D.(M) 

Panelists: Joseph Westermeyer, M.D. (M), Joseph Hartog, M.D. (M), E. Mansell Pattison, M.D. (F), Ronald Wintrob, 
M.D.(F) 


Schizophrenia: Manager-Therapist Team Approach 
Moderator: Duke D. Fisher, M.D. (M) 
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WI7 


WI9 


W20 


W21 


W22 


W23 


W24 


W25 


W26 


W27 


W28 


Panelists: Ned N. Cowan, M.D. {M }, James S. Grotstein, M.D. (F), George Kalman, M.D. (M ), Dr. Susanna Isaacs (1), 
Albert Mason, M.D. (A) 


Hospital Psychiatry—Network, Web, or Maze? 

Moderator: Gerald H. Flamm, M.D. (F) 

Panelists: Mehadin K. Arafeh, M.D. (F), Donald L. Brown, M.D. (F), Irwin M. Greenberg, M.D. (F), John H. Houck, 
M.D. {F}, James G. Katis, M.D. {F} 


Nationa! Health Insurance: Private or Public? 
Moderator: Marc Galanter, M.D.(M} 
Panelists: Robert Okin, M.D. (I), Bertram W. Pepper, M.D. {F}. Jay Reibel, M.D. (M), Ralph Wadeson, M.D. {F} 


Can Psychiatry Function as Prisoner Advocate? 

Moderator: Paul Lowinger, M.D. (F) 

Panelists: Bernard Diamond, M.D. (LF), Brian Glick, LL.B. (I), Nathaniel Boothe (I), Wade Hudson (I), Phillip Sha- 
piro, M.D.(LF) 


Changing Patterns of Drug Abuse 
Moderator: Joyce H. Lowinson, M.D. (M) 
Panelists: Pedro Ruiz, M.D. (M), David Smith, M.D. (I), Larry A. Baer (I), John Langrod, M.A. (I) 


A New Look at the Menopause and Midlife Years 
Moderator: Malkah T. Notman, M.D. (M) 
Panelists: Miles Shore, M.D.(F), Pauline Bart, Ph.D. (I), Johanna Perlmutter (I), Joan Zilbach, M.D. (I) 


The Aiternative of Adolescent-Family Day Treatment 

Moderator: Thomas N. Rusk, M.D.(A) 

Panelists: Randolph A. Read, M.D. (I), Dorothy Morena, M.S. (I), Marion Temple, M.S. (T), Audrey T. Weiss, M.S. 
(I), Richard A. Woodaman (I) 


Working Abroad: What, Where, and How 
Moderator: Zebulon Taintor, M.D. {F} 
Panelists: Nathan Kline, M.D. (F), Jimmie Holland, M.D. {F}, Irving Blumberg (I) 


Mental Health: Children and Youth in the Americas 

Moderator: Jorge M. Velasco-Alzaga, M.D. (M) 

Panelists: Norman Rosenzweig, M.D. (F), Howard P. Rome, M.D. (LF), Denis Lazure, M.D. (I), Morton Kramer, 
Sc.D. ( HF), Stephen P. Hersh, M.D. (M) 


Western Acupuncture: Psychiatric Research, Practice 

Moderators: Aristide H. Esser, M.D. {F}, Stephen T. Botek, M.D.(M) 

Panelists: Howard P. Jenerick, Ph.D. (I), Felix Mann, M.B. B.Chir. (I), David N. Ratnavale, M.D. (M), George A. 
Ulett, M.D. (F) 


A View of Psychiatry in Moscow and Leningrad 

Moderator: Joseph J. Baker, M.D.(F) 

Panelists: Ruth A. Huggins, M.D. (I), James C. Folsom, M.D. {F}, Philip R.A. May, M.D. (F), Charles P. O'Brien, 
M.D., Ph.D. (M), Thomas A. Williams, M.D. (M) 


Biofeedback: Promising New Tool in Psychotherapy 

Moderator: Charles S. Adler, M.D. (M) 

Panelists: Sheila Morrissey Adler, Ph.D. (I), Arthur E. Gladman, M.D. (M), Jacob Chachkes, M.D. (M), Dezo Leven- 
dula, M.D.(M) 


Integration: Private Psychiatry and Community Mental Health 

Moderator: Robert B. Shapiro, Ph.D. (I) 

Panelists: Madeline Gomez, M.D. (M), James Crawford, M.D. (F), Edward B. Perkinson, MA. (I), Jill R. GardWer, 
Ph.D. (I) 


Controlled Studies of Alternative Lengths of Hospitalization for Psychiatric Illness 

Moderator: Ira D. Glick, M.D.(F) 

Panelists: Bernard Rosen, M.A. (I), Donald F. Klein, M.D. (F). Marvin I. Herz, M.D.(F), John S. Strauss, M.D.(M), 
William T. Carpenter, Jr.. M.D.(M) 


WEDNESDAY, MAY 7 9:00 A.M. 


Session I: 
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A Centennial Tribute to C.J. Jung 


Jung’s Place in His Historical Setting 
Henri F. Ellenberger, M.D. {I} 
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102 
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Session IV: 
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The Growing Influence of Jungian Psychology 
Harry A. Wilmer, Ph.D., M.D.(F) 


Liberating Jung's Sexual Theory 
June K. Singer, M.D. (I) 


Personal Glimpses of Jung the Man 
Joseph B. Wheelwright, M.D. (F) i 


Interrelation of Jung’s Life and Work 
Donald F. Sandner, M.D. (M) 


Schizophrenia and Jung’s Approach 
John W. Perry, M.D.(M) 


Depression 
Detection and Treatment of Childhood Depression 
Donald H. McKnew, Jr., M.D.{F), Leon Cytryn, M.D. {M) 


Depressed Women One Year After Maintenance Therapy 
Myrna M. Weissman, Ph.D. (I), Stanislav V. Kasl, Ph.D. (I), Gerald L. Klerman, M.D.(F) 


Drug Psychotherapy Interactions in Depression 
Lino Covi, M.D. {F}, Ronald S. Lipman, Ph.D. (I), Renato Alarcon, M.D. (M) 


Biorhythms and Manic-Depressive Illness 
Thomas Wehr, M.D. (I), Frederick K. Goodwin, M.D.(M]) 


EEG Sleep Changes as Predictors in Depression 
David J. Kupfer, M.D. (M), F. Gordon Foster, M.D. (I), Louie Reich, M.D. (I), Brian Weiss, M.D. (I) 


A Suicide Epidemic in a Psychiatric Hospital 
Thomas J. Crowlev, M.D.(A) 


Psychobiology 
Central Norepinephrine Function in Man: Vanillylmandelic Acid in Cerbrospinal Fluid 
David C. Jimerson, M.D. (MT), Edna Gordon (I), Robert M. Post, M.D. (M), Frederick K. Goodwin, M.D. (Mj 


Urinary 3-Methoxy-4-hydroxyphenyl Glycol in Subtypes of Affective Illness 
Frederick K. Goodwin, M.D. (M), Helmut Beckmann, M.D. (I) 


Growth Hormone Release and Catecholamines in Affective Disease 
David L. Garver, M.D. (M), Ghanshyam N. Pandey, Ph.D. (I), Frank D. Jones, M.D. (M), Haroutune Dekirmenjian, 
Ph.D. (I), Carol T. Hengeveld, M.D. (I), John M. Davis, M.D.(F) 


Average Evoked Response and Monoamine Oxidase in Affective and Schizophrenic Illness 
Monte S. Buchsbaum, M.D. (I), William T. Carpenter, Jr., M.D.(M ), Dennis L. Murphy, M.D.(M) 


Response to Maternal Separation: A Reconsideration 
Laurens D. Young, M.D. (I), Jonathan Lewis, M.A. (1), William T. McKinney, Jr., M.D. (M) 


Diazepam Treatment of Socially Isolated Monkeys 
Adele B. Noble, M.D. (MT). William T. McKinney, Jr., M.D. (M), Carol Mohr (I) 


Education in Mental Health Administration 
Strategies and Needs of Mental Health Management 
William E. Bryon (1) 


Existing Programs in Mental Health Administration 
Barry Greene, Ph.D. (I) 


Tasks in Education of Mental Health Administrators 
Saul Feldman, D.P.A. (I) 


The Administrator in Response to Social Issues 
Alfred M. Freedman, M.D.(F) 
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Session V: Simon Bolivar Lecture 


108 The Cultural Development of Latin America: A Historical Disequilibrium . 
German Arciniegas, Writer, Journalist, Politician, Educator, Diplomat living in Paris, France 


Session VI: Violence I 
109 Some Effects of TV Violence on Vulnerable Children 
Melvin S. Heller, M.D. {F}, Samuel Polsky, J.D., Ph.D. (I), Louis Bernstein, Ph.D. (I) 


110 The Murdered Child and His Killers 
David Kaplun, M.S.W. (I), Robert Reich, M.D. (M) 


111 A Violence Clinic: Three Years’ Experience 
John R. Lion, M.D. (M), Denis Madden, Ph.D. (I), Russell R. Christopher, M.D. (I) 


112 The Components of Rapists’ Sexual Arousal 
Gene G. Abel, M.D. (M), David H. Barlow, Ph.D. (I), Edward B. Blanchard, Ph.D. (I) 


113 Social Psychiatric Study of Victims Reporting Rape 
Joseph J, Peters, M.D. {F} 


[14 Rape Accusations in Psychiatric Hospitals 
Richard S. Deucher, M.D. (I), Jerrold S. Maxmen, M.D. (I), Toksoz B. Karasu, M.D. (M) 


Session VII: Schizophrenia 
115 Spouses of Schizophrenics: A Blind Comparative Study 
Richard Fowler, M.D. (I), Ming T. Tsuang, M.D. {M) 


116 Analysis of Cohort Mortality Risk in Schizophrenia 
Betsy Weiner, M.D. (MT), Robert C. Marvit, M.D. (M }, Louis Dickinson, M.D. (I) 


117 Subjective Experience of Schizophrenia 
Harriet Wadeson, A.T.R. (1), William T. Carpenter. Jr., M.D. {M) 


118 Visual Attention in Schizophrenia 
Robert Cancro, M.D. (F) 


119 Loose Associations in the Recovering Schizophrenic 
Frank E. Reilly, M. D. (M), Donald M. Quinlan, Ph. D. (1), Martin Harrow, Ph. D.(I), GaryJ. Tucker, M.D.(M) 


120 Psychosocial Treatment of Acute Schizophrenia 
Thomas H. McGlashan, M.D. (M), William T. Carpenter, Jr., M.D. (M), John S. Strauss, M.D. (M) 


Session VIII: Special Lecture 


121 The Current Status of Behavioral Psychotherapy: Theory and Practice 
Isaac M. Marks, M.D., Senior Lecturer, Institute of Psychiatry, Maudsley Hospital, London, England 


Session IX: Continuing Education (Videotape Special Session) 


9:00 The Diagnosis and Treatment of Sex Dysfunctions in Marriage—Sex Therapy Demonstration 
Presented by: Helen S. Kaplan, M.D. (F); Barbara Hogan, Ph.D. (I), Orestes Arcumin, M.D. (I), Richard Symons, 
Ph.D. (I), Merle Kroop, M.D. (MT)(Discussants) 


10:30 Simulated Families in Family Therapy Training 
Presented by: Samuel M. Silverman, M.D.(MT); Richard Fahy, M.D.(MT)( Discussant) 


11:15 Analyzing Police Interventions in Family Crises 
Presented by: Dan Gerber, Ph.D. (I); William Matchett, M.D. ( M) (Discussant) 


Films V: Family Member as Filmmaker: The Search for Roots 


Fll  Bubby 
Fi2 An Old-Fashioned Woman 
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Fl3 Nana, Mom, and Me 
Fl4 Nana, Un Portrait 


WEDNESDAY, MAY 7 12:00 NOON 


Films VI: Noon Feature: Families Under Stress* 
F15 Grapes of Wrath 


*This session continues until 1:55 p.m. 


Benjamin Rush Lecture 


122 The Madness of Art 


Joseph Leon Edel, Ph.D., Citizens Professor of English, Department of English, University of Hawaii at Manoa, Hono- 
lulu, Hawaii 


WEDNESDAY, MAY 7 2:00 P.M. 


Session 1: Progress Report on the Development of DSM-III* 
123 Introduction and Overview to DSM-III 
Robert L. Spitzer, M.D.(F) 


123a Relationship to International Classification of Diseases, 9th ed. (ICD-9) 
Morton Kramer, Sc.D. (HF) 


124 Description of Psychoses and Affective Disorders Classification 
Jean Endicott, Ph.D. (I) 


125 Development of DSM-III: Personality Disorders 
Theodore M illon, Ph.D. (I), Dennis P. Cantwell, M.D.(M) 


126 Description of Disorders of Childhood Classification 
Paul H. Wender, M.D.(M) 


127 Description of Sexual Disorders Classification 
Richard Green, M.D. {F} 


128 New Disorder: Briquet’s Disorder 
Robert A. Woodruff, M.D.(F) 


129 New Disorders: Panic Disorder and Generalized Anxiety Disorder 
Donald F. Klein, M.D.(F) 


130 New Disorder: Compulsive Tobacco Smoking 
Jerome Jaffe, M.D. (F) 


* Because none of the topics discussed in this session will be submitted in written form, the numbers (123-130) will be dropped in the official program and the 
remaining papers will be renumbered accordingly. 


Session II: Issues of Feminist Psychotherapy 
131  Unalienating Abortion, Demystifying Depression, and Restoring Rape Victims 
Pauline B. Bart, Ph.D. (I) 


132 Psychotherapists’ Biases Toward Women: Overt Manipulation 
Teresa Bernardez-Bonesatti, M.D. (M) 


133 The New Feminist Ego-Ideal: Its Function in Feminist Therapy 
Ruth Pancoast, M.S.W. (I) 


134  Isthe DSM-II Sexist? 
Kathleen B. Unger, M.D. (M) 


135 Therapy Groups for Women 
Carol S. Wolman, M.D. (M) 
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Session III: 


Session IV: 


Session V: 


Session VI: 
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136 
137 
138 


139 


140 


141 


142 
143 
144 


145 


146 


147 


148 


152 


Psychobiology II 
EEG and Blood Level Relations of Psychoactive Drugs 
Max Fink, M.D. {F}, Peter Irwin (1) 


Cocaine, Kindling, and Psychosis 
Robert M. Post, M.D.(M ), Richard T. Kopanda (1) 


Prepotent Behaviors in Amphetamine Model Psychosis 
Everett H. Ellinwood, Jr., M.D. (F) 


Immunoglobulin Levels in Psychiatric Patients 
Meir Strahilevitz, M.D. (M), Julian Fleischman, Ph.D. (I), Gregory Fischer, M.D. (I), Richard Harris (I), N. Nara- 
simhachari, Ph.D. (T) 


Environmental Modification of Cerebral Neurons 
Roger N. Walsh, M.B. (I), Robert A. Cummins, M.Sc. (I) 


Neurotransmitters and Chronic Pain 
Leighton Huey, M.D. (MT), David S. Janowsky, M.D. (M ), Richard Sternbach, Ph.D. (T) 


PSRO Demonstration in Public Mental Health 
PSRO Demonstrations: What the Government Bought 
Joyce G. Somsak, M.A.(I) 


Texas: PSRO Problems in a State Hospital System 
J. Ray Hays, Ph.D. (I), Joseph C. Schoolar, Ph.D. (F), Melvin Q. Thorne, Jr., M.S.W. (I) 


Colorado: Impact of PSRO on Hospital Procedures and Patients 
Charles Meredith, M.D. (F) 


Ohio: Menta! Hospital Computerized PSRO System 
Gordon C. Black, M.H.A. (I), Roy R. Miller, M.D. (I), Gordon F. Ogram, M.D. {F}, Paul Y. Ertel, M.D: (I), Theodor 
Bonstedt, M.D.(F) 


Implications of PSRO Program for Mental Hospitals 
Ben Liptzin, M.D. (M), Michael J. Goran, M.D. (I) 


Violence II 
Crime and Violence Among Mental Patients 
Arthur Zitrin, M.D. (F), Anne S. Hardesty, Ph.D. (I), Eugene I. Burdock, Ph.D. (I), Ann K. Drossman (I) 


Patterns of Violence Among Psychiatric Inpatients 
Richard I. Shader, M.D. (F), Anthony Jackson, M.D. (I), Jerold Stuart Haramatz (I), Paul S. Applebaum (I) 


Physical Assaults on Psychiatrists by Patients 
Denis Madden, Ph.D. (I), John R. Lion, M.D. (M), Manoel Penna, M.D. (M) 


Assault on the Therapist 
Roy M. Whitman, M.D. (F), Beatrice B. Armao, M.S.W. (I), Orin B. Dent, Ph.D. (I) 


Psychiatric Illness in Homicide Victims 
Marijan Herjanic, M.D. (F), David A. Meyers (I) 


Nursing Aides and Patient Violence 
Pauline Levy, R.N. (I), Peter Hartocollis, M.D.(F) 


Law 
Mental Health Centers and the Legal System 
Herbert C. Modlin, M.D. (LF), Lane Porter, J.D. (I), Richard E. Benson, M.S.W. (I) 


Involuntary Hospitalization: A Logical Compromise? 
Jack A. Wolford, M.D. (F) 


In Search of a Sane Commitment Statute 
Darold A. Treffert, M.D. {F} 
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156 TheSign-Out Letter: Civil Right and/or Acting Out? 
Henry C. Mallard, M.D.(I), Eugene B. Feigelson, M.D.(F) 


157 Forensic Psychiatry: Profiles of Sexual Offenders 
Fritz A. Henn, M.D.{M), Marijan Herjanic, M.D. {F}, Robert H. Vanderpearl, M.D. (M) 


158 Child Custody Search for Decision-Making Criteria 
John F. McDermott, Jr., M.D. (F), Wen-Shing Tseng, M.D. (M), Alfred M. Arensdorf, M.D. (M), Walter F. Char, 
M.D.(F) 


Session VII: A Forum on Financing of Psychiatric and Mental Health Services* 


*No formal papers will be presented. 


Session VIII: Diarrhea Syndromes: Pathophysiology and Psychology 
159 New Aspects of Pathophysiology of the Gut with Particular Reference to Diarrhea 
Sidney F. Phillips, M.D. (I) 


160 Paradoxical Motor Disorder in Diarrhea 
Marvin Schuster, M.D. (M) 


161 Clinical Approach to the Patient with Diarrhea 
David Greenbaum, M.D. (I) 


Session IX: Continuing Education ( Videotape Special Session) 
2:00 Brief Therapy: Single Parent and End of an Affair 
Presented by: Alvin M. Mesnikoff. M.D.(F) 


3:30 Emotional Arousal in TV and Film Effects 
Presented by: Percy Tannenbaum, Ph.D. (I); James Comer, M.D. (M) { Discussant) 


Affect, Altruism, and Aggression: Another View of Emotion and Effects 
Presented by: Randall Harrison, Ph.D. (I): James Comer, M.D. (M ) ( Discussant) 


WEDNESDAY, MAY 7 2:00 P.M. 


Films VII: Looking with the Camera: Exploitation Versus Privacy 


Fl6 Happy Mother's Day 
F17 A Weekend Home 
FI8 Living with Peter 
F19 No Lies 


WEDNESDAY, MAY 7 7:30 P.M. 


Convocation of Eligible Fellows* 


Presiding: John P. Spiegel, M.D. (F), President 

Grand Marshall: Norman Q. Brill, M.D.{LF) 

Marshall: Robert O. Pasnau, M.D. (F) 

Organist: Joseph H. Stephens, M.D. {F} 

Processional Marches 

Induction of Fellows: Judd Marmor, M.D. {LF}, President-Elect 
Presentation of Awards 


* An Eligible Fellow is one who attained such status prior to 1975. 
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162 


The William C. Menninger Memorial Convocation Lecture 


Psychiatrists' Relationship to Culture Change 
Margaret Mead, Ph.D., Curator Emeritus of Ethnology, American Museum of Natural History, New York City 


THURSDAY,MAY 8 7:00 A.M. 


Morning Panels 


340 


Th! 


Th2 


Th3 


Th4 


Th5 


Th6 


Th7 


Th8 


Th9 


Thid 


Thl! 


Th12 


Th13 


Borderlines: What Are They, Who Can Treat Them? 

Moderator: Miguel Leibovitch, M.D. (M) 

Panelists: Jane Bain, M.D. (M), Mardi Horowitz, M.D. (F), Theodore Nadelson, M.D. (F), Cornelia Wilbur, M.D. 
{LF}, Alan Z. Skoinikoff, M.D. {F} 


Women in Academic Psychiatry 
Moderator: Carolyn Robinowitz, M.D. (M) 
Panelists: Jeanne Spurlock, M.D. (F), Elissa Benedek, M.D. (F), Carol Nadelson, M.D. {F} 


Accountability in Private Practice 

Moderator: Rodrigo A. Munoz, M.D. (M) 

Panelists: Peter Birkett, M.D. (M), Thomas Flanagan, M.D. (M ), William Lovejoy, M.D. (M), James Morrison, M.D. 
(M) 


Psychiatry in Industry——An Assessment 

Moderator: Richard A. DeVaul, M.D. (MT) 

Panelists: Herbert Klemme, M.D. (M), Clarence Rowe, M.D. {F}, John Turner, M.D. (M), John Wakefield, M.D. (M ), 
Duane Hagen, M.D. (M) 


The Evolution of a Family Therapist 

Moderator: Lawrence R. Allman, Ph.D. (I) 

Panelists: Beverly Feinstein, M.D. (M), Frank Hoffman, M.D. (I). Dennis Jaffe, Ph.D. (I), Ruth Ellen O'Brien, Ph.D. 
(I), Frederick J. Duhl, M.D. (M) 


How Does Change Come About in Psychotherapy? 
Moderator: Reuven Bar-Levav, M.D.(M) 
Panelists: Garfield Tourney, M.D. (F), Raymond E. Buck, M.D.(F) 


Teaching Interpersonal Skills to Medical Students 
Moderator: Teresa Bernardez-Bonesatti, M.D. (M) 
Panelists: Norman Kagan, Ph.D. (I), John Schneider, Ph.D. (I), Terry Stein, M.D. (MT), Cyril Worby, M.D. (M) 


The Mentally Ill Offender in New York: A Conundrum 

Moderator: Hugh F. Butts, M.D. (I) 

Panelists: Allen J. Frances, M.D. (M), Michael Greenstein, M.A. (I), Robert A. Liss, Ph.D., J.D. (I), Eugene L. Low- 
enkopf, M.D.(M) 


The Shape of Things: Art Therapy with Couples 
Moderator: Thomas C. Cimonetti, M.D. (M) 
Panelist: Gloria Goodman, A.C.S.W. (I) 


Do Doctors Make the Worst Patients? 
Moderator: George S. Glass, M.D. (M) 


Panelists: Roy N. Aruffo, M.D. (M). Arlene Kaplan Daniels, Ph.D. (I), Jerrold S. Maxmen, M.D. (I), Peter A. Olsson, 
M.D.(M) 


Postresidency Career Decisions 

Moderator: Gary J. Grad, M.D. (M) 

Panelists: Jonathan F. Borus, M.D. (M), David R. Hawkins, M.D. {F}, Anne M. Seiden, M.D. (M), Joel Yager, M.D. 
(M), Martin Wasserman, M.D.(F) 


Recovery Helps Patient to Respond to Professional 

Moderator: Hanus J. Grosz, M.D.(F) 

Panelists: Jerry Dincin, M.S.W. (I), Harvey M. Freed, M.D. (M), Joseph C. Janis, M.D. (M), Milton Greenblatt, M.D. 
( F), Alexander S. Rogawski, M.D. {F} 


Research in a Clinical Setting 
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Moderator: Michael Harty, Ph.D. (I) 
Panelists: Peter Hartocollis, M.D., Ph.D. (Fj, Lolafaye Coyne, Ph.D. (I), Robert W. Conroy, M.D. (M), Darrell Bray, 
M.S.W. (I), Pauline Levy (I) 


Attaining Freedom in Existential Group Therapy 
Moderator: Herbert Holt, M.D. (M) 
Panelists: George Serban, M.D. (M), Jason Miller, M.D. {F}, Herbert Walker, M.D. (M) 


Heroin: Myths, Folklore, and Shibboleths 
Moderator: Leon Marder, M.D. (F) 
Panelists: T.J. Ungerleider, M.D. (F), G. Keyes, M.D. (I), Lawrence Hart, M.D. (I), Forrest Tennant, M.D. (I) 


History of Psychiatry as an Avocation 

Moderator: Otto M. Marx, M.D. {F} 

Panelists: Leo H. Berman, M.D. (F), Eric T. Carlson, M.D. (F), David F. Musto, M.D. (M), Henri F. Ellenberger, M.D. 
( F), Robert H. Sharpley, M.D.(M) 


Mental Health Training in Community Programs 

Moderator: E. Mansell Pattison, M:D. (F) 

Panelists: Donald Hackenburg, Ph.D. (I), Barbara Hall (I), Razmig Madnelian, M.A. (I), Ellis Wayne, Ph.D. (I). Paul 
E. Wood, M.D.(M) 


Hospital Discharge Policies Versus Community Services 
Moderator: Robert Reich, M.D. (M) 
Panelists: Alvin M. Mesnikoff, M.D. (F), Stuart L. Keill, M.D. (F), Robert Daly, M.D. (I), Seymour Gers, M.D. (M) 


Voluntary Sterilization—The Role of the Psychiatrist 

Moderator: Maurice D. Steinberg, M.D. (M) 

Panelists: Jean-Pierre Lindenmayer, M.D. (M), Warren Miller, M.D. (M), Nancy Kaltreider, M.D. (M), Dorothy Bern- 
stein, M.D.(M) 


Use of Acupuncture in Psychiatry 

Moderator: George A. Ulett, M.D. {F} 

Panelists: Stephen T. Botek, M.D. (M }, Roger Peele, M.D.(F), David N. Ratnavale, M.D. (M), Hsin Chen Tien, M.D. 
( M ), Frank Z. Warren, M.D. (I) 


Evaluation of Treatment of Sexual Disorders 

Moderator: Raymond W. Waggonner, M.D.(F) 

Panelists: Lawrence Sharpe (I), Judith B. Kuriansky, Ed. M. (1), Jon K. Meyer, M.D. (M ), Kurt Ebert, Ph.D. (I), Jim 
Maddock, Ph.D. (I) 


Santa Clara County Alcoholism Program 
Moderator: Fred W. Tempey, M.D.(F) 
Panelists: C. Daniel Lindstrom, B.D. (I), Joel Y. Kumparak, R.N. (I), Colleen C. Peyton (I), Robert L. Yoerg(M) 


What Is Good Care of the Dying? 
Moderator: Michael Simpson, M.D. (1) 
Panelists: John E. Fryer, M.D. (M), Kenneth Spilman (I), Edwin S. Shneidman, Ph.D. (I) 


After Hospitalization— What? 
Moderator: Lane Ameen, M.D.(F) 
Panelists: Louis B. Fierman, M.D.(F), Robert Rubenstein, M.D. (F), Warren S. Williams, M.D. (F), Phyllis McDowell 


(1) 


Models of Children's Psychiatric Services 

Moderator: Barton Blinder, M.D. (M) 

Panelists: G. Pirooz Sholevar, M.D. (M), William M. Young, M.D. (M), Perry Bach. M.D. (M), Henry P. Coppolillo, 
M.D.(F), Ronald Liebman, M.D.( M) 


Management Issues Within Psychiatry and Medicine 

Moderator: David W. Kennard, M.D., Ph.D. (M) 

Panelists: Richard Preisman, M.D. (I), William Follette, M.D. (M), Joseph J. Baker, M.D. (F), Herbert S. Ripley, 
M.D.(LF) 


New Dimensions in Liaison Psychiatry 

Moderator: Peritz H. Levinson, M.D.(M) 

Panelists: Chase P. Kimball, M.D. (F), William F. Kiely, M.D. (F), Richard H. Rahe, M.D. (F), James Strain, M.D. 
(M) 


Key Issues in Evaluating Mental Health Programs 

Moderator: John S. Strauss, M.D.(M) 

Panelists: John J. Schwab, M.D. (F), Haroutun Babigian, M.D. (M), James E. Barrett, M.D. (M), Jack Zusman, M.D. 
(A), Arthur L. Arnold, M.D.(M) 
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THURSDAY, MAY 8 9:00 A.M. 


Session I: The Acute Schizophrenias: Variant or Misnomer? 


163 TheAcuteSchizophrenias: A History of the Distinction 
Robert Cancro, M.D. {F} 


164 The Remitting Schizophrenias: A Prospective Follow-Up 
George E. Vaillant, M.D. {F} 


165 The Adoption Studies and Acute Schizophrenia 
Paul H. Wender, M.D. (M), David Rosenthal, Ph.D. (I), John Rainer, M.D. (F), Lawrence Greenhill, M.D. (M), Bruce 
Sarlin, M.D.(M) 


166 Offspring of Schizophrenics: Developmental Studies 
Ronald O. Rieder, M.D. (M), David Rosenthal, Ph.D. (I) 


167  Schizo-Affective Psychosis and the Schizophrenias 
Christiaan D. van der Velde, M.D. (M) 


Session II: Rape 


168 Sociocultural Aspects of Rape 
Barbara Meyerhoff, Ph.D. (I) 


{69 The Rape Victim on Trial 
Margaret J. Gates, Esq. (T) 


170 Community Health Care Aspects of Rape 
Hope Blacker (I) 


171 Development of a Rape Crisis Center in a General Hospital Setting 
Sharon McCombie (I), Ellen Bassuk, M.D. (M), Roberta Savitz, M.D. (M), Susan Pell, R.N. (I) 


172 Counseling the Rape Victim 
Ann Wolbert Burgess, D.N.Sc. (I), Lynda Lytle Holmstrom, Ph.D. (I) 


173 Rape—Psychosocial and Family Implications 
Carol C. Nadelson, M.D. (F), Malkah T. Notman, M.D. (M) 


Session III: Psychotropic Blood Levels and Clinical Responses 


174 Clinical Pharmacology in Psychiatry 
Joseph Harazti, M.D. (I), Frank D.Jones, M.D.(M ), David L. Garver, M.D.(M ), John M. Davis, M.D.(F) 


175 Pharmacokinetics of Psychotropic Drugs and Clinical Response 
Louis A. Gottschalk, M.D. (F), Eugene Dinovo, Ph.D. (I), Robert Biener, M.D. (M), Ernest P. Noble, M.D. (I), Her- 
man Birch, Ph.D. (I) 


176 Clinical Pharmacology of Chlorpromazine and Imipramine 
George Sakalis, M.D. (I), T.L. Chan, Ph.D. (I), Gregory S. Sathananthan, M.D. (I), Nina Schooler, Ph.D. (I), Solomon 
C. Goldberg, M.D. (I), Samuel Gershon, M.D.( M) 


177 Correlation Between Chlorpromazine Blood Levels 
Lenore Rivera-Calimlim, M.D. (I). Henry Narallah, M.D. (M), John S. Strauss. M.D. (M), Louis Lasagna, M.D. (I) 


178 Lithium Distribution and Clinical Response 
Barney Carrol, M.D. (I) 


179 Genetic Control of Lithium Ion Distribution 
Elizabeth Dorus, Ph.D. (I), Ghanshayam N. Pandey, Ph.D. (I), John M. Davis, M.D. {F}, Haroutune Dekirmenjian, 
Ph.D. (I) 


180 Blood Levels of Psychotropic Agents 
Marie Asburgh, M.D. (I) 


181 Antidepressant Blood Levels 
Per Kragh-Sorenson, M.D. (T) 


182 Blood Levels of Imipramine in Depressed Patients 
Alexander H. Glassman, M.D. (F), James M. Perel, Ph.D. (I), Michael Shostak, M.D. (M), Shepard J. Kantor, M.D. 
(M), Joseph L. Fleiss, Ph.D. (I) * 
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A Multiple Dose in a Control Study of the Monoamine Oxidase Inhibitor Phenelzine in Depressive Anxiety States 
C.L. Ravaris, M.D. (F), A. Nies, M.D. (F), Donald Robinson, M.D. (1), J. Ives, M.D.(M), K. Lamborn, M.D. (I), L. 
Korson, M.S. (I) 


The Right to Treatment 
The Right to Treatment, What It Is and Is Not 
Robert L. Sadoff, M.D. {F} 


Recent Supreme Court Developments and the Goals of the Right to Treatment 
Morton Birnbaum, M.D., J.D. (I) 


Preliminary Report of the Task Force 
Richard T. Rada, M.D.(M) 


The Effect of Right to Treatment on Psychiatry 
Bertram W. Pepper, M.D.(F) 


Position of the APA Commission on Judicial Action 
Alan A. Stone, M.D.(F) 


Psychiatry: Interface with Medicine and Surgery 
The Gap Between the Psychiatric and Medical Model 
Rita R. Rogers, M.D. {F} 


Long-Term Follow-Up of Stereotaxic Amygdalotomy 
Iver F. Small, M.D. (F), Robert F. Heimburger, M.D. (I), Michael H. Anderson (I), Victor Milstein, Ph.D. (I). Joyce G. 
Small, M.D. {F} 


Behavioral Changes Following Surgery for Obesity 
Mark John Mills, J.D. (I), Albert J. Stunkard, M.D. {F} 


Psychiatric Appraisal of Surgery for Superobesity 
Pietro Castelnuovo-Tedesco, M.D. {F}, Douglas Schiebel, Ph. D. (I) 


Preventing Emotional Problems in a Dialysis Team 
Frederick E. Fried, M.D. (M), Louesa R. Danks, A.C.S.W. (I), Carolyn S. Beavert, M.A. (I) 


Severe Trauma: The Experience of Unconsciousness 
Nathan Schnaper, M.D. (F), R. Adams Cowley, M.D. (I) 


Headache Treatment with Autoacupuncture 
Howard D. Kurland, M.D. (M) 


Children 


Linguistic Lags in Vulnerable and Autistic Children 
Sheldon M. Frank, M.D.(M ), Doris Ann Allen, Ed.D. (I), Lorrayne Stein (I), Beverly Myers (I) 


Early Infantile Autism and Schizophrenia 


Peter D. King, M.D.(F) 


Behavior Characteristics of Children with Chronic Nonspecific Diarrhea 
Esther H. Wender, M.D. (I), Paul H. Wender, M.D. (M ), Fred B. Palmer, M.D. (I), John J. Herbst, M.D. (T) 


Affective, Atopic Disorders, and Cyclic AMP 
Helen Johns Ossofsky, M.D. {A} 


An Analysis of Self-Injury in Lesch-Nyhan Disease 
Loweil T. Anderson, Ph.D. (I), Murray Alpert, Ph.D. (I), Joseph Dancis, M.D. (I) 


Latency: Fact or Fiction? í 
Samuel S. Janus, Ph.D. (I), Barbara E. Bess, M.D. (M) 


Ritalin Versus Behavior Therapy in Hyperactive Children 
Rachel Gittelman-K lein, Ph.D. (I), Donald F. Klein, M.D. {F} 
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Session VII: Administration and Consultation 
203 Breakthrough in Nonhospital Psychiatric Insurance 
Daniel Blain, M.D. (LF), Melvin Glasser, LL.D. (T) 


204  Insuring Intensive Psychotherapy 
Steven S. Sharfstein, M.D. (M), Howard L. Magnas, M.A. (I) 


205 Psychiatrists in Community Mental Health Centers 
Stanley S. Robin, Ph.D. (I), Morton O. Wagenfeld, Ph.D. (I) 


206 Mental Health Center Type and Director's Ideology 
Jerry Wacks, M.D. (A), Maurice Miller, M.S.W. (I), Stanley S. Robin, Ph.D. (1), Morton O. Wagenfeld, Ph.D. (I) 


207 Problems in Organizational Consultation in the U.S. Army 
Maj. Edward K. Jeffer. MC(M) 


208 Doctors and Race Relations A Consultation Quandry 
John F. Greden, M.D. (M), Thomas E. Guyden, M.D. (I), Robert Miller, M.D.(M) 


209 (Paper Withdrawn) 


Session VIII: New Research 


The presentations in New Research sessions consist of brief descriptions of recently collected research data submitted after the 
deadline for printing this program. Program leaflets containing all of the details of the presentations will be available at the reg- 
istration desk. 


Session IX: Continuing Education ( Videotape Special Session) 


9:00 The Role of the Family in the Treatment of Intractable Asthma 
Presented by: Ronald Liebman, M.D.(I), Salvador M inuchin, M.D. (I) 


10:00 The Dynamics of a Normal, Effectively Functioning Family Over Time 
Presented by: Lyman C. Wynne, M.D. (F), Carl Whitaker, M.D. (LF); Jerry M. Lewis, M.D.(F)(Discussant) 


Films VIII: Film Memorials and Biography 
F20 Grief 
F21 | Psychiatrist in the Community 
F22  TheStory of Carl Gustav Jung 


THURSDAY,MAY 8 12:00 NOON 


Films IX: Noon Feature: Families Under Stress* 
F23 Castle of Purity 


*This session continues until 1:50 p.m. 


THURSDAY, MAY 8 2:00 P.M. 


Session I: Psychological Aspects of the Arab-Israeli War 


210 Psychiatry and Foreign Affairs 
Howard P. Rome, M.D.(LF) 


211 Emotional Climate of Israeli Society Since October 1973 
Rita Rogers, M.D.(F) 


212 The Arab-Israeli Conflict and the oe of Arab Ego Identity 
John Racy, M.D.(M) ` 


213 New Perceptions of an Old Conflict 
Philip Stoddard, Ph.D. (I) 
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Session Il: Sex, Therapy, and Foreign Psychiatry 


214 Arenas of Conflict Marriage and the Marriage Bed 
Ellen Frank, M.A. (I), Carol Anderson, M.S.W. (I), David J. Kupfer, M.D. (M) 


215 Sex Therapy: Training and Accreditation 
Jon K. Meyer, M.D. (M) 


216 Sex Roles in Marriage and Marital Therapy 
Carol M. Anderson, M.S.W. (I), Susan Schilling Meisel, M.S.W. (I), Thomas P. Deire, M.D. {F} 


217 Integrating the Roles of Psychiatrist, Wife, Mother 
Maryonda Scher, M.D. {F}, Elissa P. Benedek, M.D. (M), Ardis Candy, M.D. (M), Kira Carey, M.D. (I), Janet Mules, 
M.D. {M}, Bernice Sachs, M.D. (M) 


218 Employee Stigma: Added Cost of Psychotherapy 
Gerald A. Melchiode, M.D. (M), Milt Jacobson (I) 


219 Swedish Psychiatry: The Awkward Age 
Jordan H. Lachman, M.D. {F}, Mats Gruvstad, M.D. (I), Louis Aarons, Ph.D. (I) 


220 Psychosocial Implications of New Guinean Independence 
Burton Gyrth Burton-Bradley, M.D. (I) 


Session III: Lithium in Depression 


221 Lithium in the Treatment of Depression 
Joe Mendels, M.D.(M ) 


222  Tricyclics Versus Lithium Prophylaxis of Depression 
Robert R. Prien, Ph.D. (I) 


223 Lithium Carbonate Prophylaxis Failure 
David L. Dunner, M.D. (A). Joseph L. Fleiss, Ph.D. (I), Ronald R. Fieve, M.D.(F) 


224 Lithium Prophylaxis of Three Depressive Subtypes 
Ronald R. Fieve, M.D. (F), David L. Dunner. M.D. (A), Frank Stallone, Ph.D. (I), Turkan Kumbarachi, Ph.D. (I), Jo- 
seph L. Fleiss, Ph.D. (1) 


session IV: Mental Hospitals 


225 Breaking the Revolving Door Syndrome 
Carl I. Cohen, M.D. (I), Willemel Sichel, A.C.S.W. (I), Dirk Berger, M.D. (M) 


226 Phase Out of Mental Hospitals in America 
Milton Greenblatt, M.D. {F}, Elizabeth Glazier, M.P.H. (1) 


227 Short Versus Long Hospitalization: One-Year Follow-Up 
Ira D. Glick, M.D. (F), William A. Hargreaves, Ph.D. (I), Joan Drues, M.A. (I), Jonathan A. Showstack (I) 


228 A Five-Year Study of Brief Hospitalization 
|^ Arthur Schwartz, M.D. (M), Marshall Swartzburg, M.D. (I) 


229 Predicting Length of Stay in a Short-Term Unit 
Robert J. Albers, Ph.D. (1) 


230 Day Hospital Treatment of Terminally lll Patients 
Stanley E. Slivkin, M.D. (M) 


Session V: Behavior Modification 


23] Parental Perceptions of Parent and Child Behavior 
Eleanor D. Dibble, D.S.W. (I), Donald J. Cohen, M.D. (M), Jane M. Grawe (I) 


232 Cardiac Neurosis Treated Behaviorally 
Boris G. Rifkin, M.B. {F} 


233 Concurrent Separate Psychodynamic Behavior Therapy 
Robert C. Smith, M.D. (MT), Robert Taylor Segraves, M.D. (M) 


234 Behavior Modification: A Boon to Child Psychiatry? 
Nicholas Fish, M.D. (F), Anne Meyers (I) 
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235 


236 


Session VI: 
237 


238 


239 


240 


241 


242 


Session VII: 
243 


244 


245 


246 


247 


248 


Siblings as Therapists: A Behavioral Approach 
Nancy A. Brown, M.S.W. (I), Dennis P. Cantwell, M.D. (M) 


Biofeedback: An Adjunct for Psychiatric Treatment 
Redford B. Williams, Jr., M.D. (I), John M. Rhoads, M.D.(F) 


Adolescence 


Evolution of Behavior Disorders into Adolescence 
Alexander Thomas, M.D. {F}, Stella Chess, M.D. (Fj 


The Treatment of Anorexia Nervosa 
Alexander R. Lucas, M.D. (F), Jane Watson Duncan, M.D. (I), Violet Piens, R.N. (I) 


Familial Hypothalamic Disorder in Anorexia Nervosa 
Katherine A. Halmi, M.D. (M), Andrea L. Struss, M.D. (I), Solomon C. Goldberg, Ph.D. 


Behavior of Hypersexual Delinquent Girls 
Jerome D. Goodman, M.D. (M) 


Volunteer Adolescents in Adolescent Group Therapy 
Stuart Fine, M.B. (I), Graham Knight-Webb, M.B. (1), Karen Hayes, M.S.W. (I) 


Pseudosexuality in Feminist Students 
Zira De Fries, M.D.(F) 


Psychological Research 


Why Prisoners Participate in Research 
Jeffrey S. Rubin (I), John R. Lion, M.D. (M), Russell R. Monroe, M.D.{F), George U. Balis, M.D. (M) 


Are Research Interviews Valid? 
William T. Carpenter, Jr., M.D. (M), Michael H. Sacks, M.D. (M), John S. Strauss, M.D, (M), John J. Bartko (I) 


Reliability and Validity of a Placebo Test 
Elmer L. Struening, Ph.D. (I), Arthur K. Shapiro, M.D. {F}, Elaine Shapiro, Ph.D. (I) 


Human Nonverbal Memory: A Quantitative Approach 
H.E. King, Ph.D. (I) 


Psychosis, Thought Disorder, and Regression 
Nancy C. Andreasen, M.D. (M ), Pauline S. Powers, M.D. (I) 


Do Dreams Have Meaning? A Scientific Inquiry 
Thomas Roth, Ph.D. (1), Milton Kramer, M.D. (F), Robert Hlasny, M.A. (I), Gerard Jacobs (1) 


Session VIII: New Research 


The presentations in New Research sessions consist of brief descriptions of recently collected research data submitted after the 
deadline for printing this program. Program leaflets containing all of the details of the presentations will be available at the | 


registra 


Session IX: 


2:00 


3:00 


4:00 


tion desk. 


Continuing Education ( Videotape Special Session) 


Marriage Contracts— Their Use in Couples Therapy 
Presented by: Clifford J. Sager, M.D. (F) 


The Therapist Couple Working with the Patient Couple 
Presented by: John P. Briggs, M.D.(F), Muriel A. Briggs (1} 


Steps Toward Differentiation of Self in Marriage 
Presented by: Murray Bowen, M.D. {F} 


Films X: Member's Film Forum 
F24 Aides Are People Too 
F25 Sai Baba 
F26 Working with People Called Patients 
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And the Walls Came Tumblin’ Down 


F28 Working Out 


THURSDAY, MAY 8 8:00 P.M. 


Films XI: Special Evening Feature* 
F29 Scenes From A Marriage 
*This session continues until 11:00 p.m. 


Evening Panels 


AA 


BB 


CC 


DD 


EE 


FF 


GG 


HH 


I] 


JJ 


KK 


LL 


MM 


What’s the Best Way to Teach Sex in Medical School? 

Moderator: David W. Preven, M.D. (M) l 

Panelists: Robert Becker, M.D. (M), Harold Lief, M.D. (F), Maj-Britt Rosenbaum, M.D. (M), Diane Settlage, M.D. 
(1), Herbert Vandervoort, M.D. (F) 


Behavioral Approaches to Alcoholism 
Moderator: John A. Ewing, M.D. {F) 
Panelists: Edward Gottheil, Ph.D., M.D. (F), G. Alan Marlatt, Ph.D. (I), Alfonso Paredes, M.D. (F) 


Process of Systems and Program Consultation 

Moderator: Philip M. Margolis, M.D. {F} 

Panelists: John M. Anderson, M.D. {F}, William B. Beach, Jr., M.D. (F), James Q. Simmons, III, M.D. (F), George 
Zubowicz, M.D. (F), Leonard J. Ganser, M.D. (F) 


"The Female Psyche" as a Legal Disability 

Moderator: Sharon Kaufman-Diamond, M.D. (M) 

Panelists: Barbara E. Brudno, J.D. (I), Carole E. Goldberg, J.D. (I), Natalie Hoffman, J.D. (I), Karen J. Kaplowitz, 
J.D. (I) 


Free Clinics Revisited 
Moderator: Ricardo Galbis, M.D. (M) 
Panelists: Charles Bien (I), Nick Azzatto (I), Pedro Ruiz, M.D. (M) 


Lesbianism— What Does She See in Her? 

Moderator: Nanette K. Gartrell (I) 

Panelists: Richard Green, M.D. {F}, Laud Humphreys, Ph.D. (I), Ruth McGuire, Ph.D. (I), Barbara Price (I), Pepper 
Schwartz, Ph.D. (I) 


Religious Alternatives and Complements to Therapy 
Moderator: Alice Dean Kitchen, M.D. (M) 
Panelists: E. Mansell Pattison, M.D. (F), Charles Crown, M.D. (M), Armand M. Nicholi, II, M.D.(F) 


Three Years with a Leaderless Couples Group 

Moderators: F.M. Pepitone-Rockwell, Ph.D. (I), D. Rockwell, M.D.(F) 

Panelists: M. Derrico (I), R. Derrico, M.S.W. (I), P. Hersch, Ph.D. (I), M. Hersch (I), C. Folkins, Ph.D (I), K. Folkins 
. (I), RJ. Spensley, M.D. (FJ, J. Spensley (I), R. Myers-Vando, M.S.W. (I), A. Vando, Ph.D. (I) 


Liaison Psychiatry: What It Might Be and How 

Moderator: Arthur B. Schuller, M.D. (I) 

Panelists: Chase P. Kimball, M.D. (F), F.P. McKegney, Jr., M.D. (F), Donald H. Naftulin, M.D. (F), Joe P. Tupin, 
M.D.(F) 


Demonstration Trial: Family Suit for Psychic Damage 
Moderator: Dennis F. Koson, M.D. (MT) 
Panelists: Ames Robey, M.D. (F), Robert L. Sadoff, M.D.(F) 


Cognitive and Psychodynamic Aspects of Adolescence 
Moderator: Mona Bleiberg, M.D. (M) 
Panelists: Malkah Notman, M.D. (Mj, Carol C. Nadelson, M.D. {F}, Joan Stein, Ed. D. (I) 


Medical Education in Alcohol and Drug Abuse 

Moderator: Marc Galanter, M.D. (M) 

Panelists: Roland M. Atkinson, M.D. (M), Donald I. Davis, M.D. (M), James A. Halikas, M.D. ( M), Joseph West- 
ermeyer, M.D. (M) 


Comprehensive Family Therapy Training 
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Moderator: Evaristo Gomez, M.D. (F)} | 
Panelists: Robert E. Rutledge, M.S.W. (I), Patricia M. Barger, Ph.D. (1), Rita N. Dominguez, M.S.W. (I), Robin L. 
Condro, M.S.W. (I) 


Cotherapists Enter the Family: Problems and Progress 
Moderator: Melvin Roman, Ph.D. (I) 
Panelists: Lawrence Grolnick, M.D.( M), Selma Belenky, C.S.W.(I], Peter Dunn, M.D. {I}. Irene Labourdette, M.D. (I) 


Questions and Answers from Analytic Group Therapy 
Moderator: Martin Grotjahn, M.D. {LF} 
Panelist: John Peck, M.D. {F} 


Judicial Diversion: Three Family Crisis Therapy Models 

Moderator: Randolph A. Read, M.D. (I) 

Panelists: Audrey T. Weiss, M.S. (1), George A. Sargent, Ph.D. (I), Jeanne McAlister, C.A.C. (I), Richard Jacobsen, 
M.D. (I), Vi Thomas (I) 


The Suicidal Doctor: The Family's Therapeutic Role 

Moderator: Douglas A. Sargent, M.D. (F) 

Panelists: Thomas A. Petty, M.D.(F), Robert Schopbach, M.D. (F), Herbert Raskin, M.D. {F}, Viggo W. Jensen, M.D. 
(F) 

Heroin Abuse: Community Mental Health Challenge 

Moderator: Jacob Schut, M.D. (M) 

Panelists: Anthony F. Santore, A.C.S. W. (I), Herbert Diamond, M.D.(M ), BillieJoe Thurmond (I) 


Rural Mental Health—Community Entry and Acceptance 
Moderator: William C. Shriner, M.D. (M) 
Panelists: Thomas Henderson, Ph.D. (I), Anne Doherty, Ph.D. (I), Phyllis Phenis (1), Nancy Oehler, M.D. (I) 


Let Sleeping Watchdogs Lie? APA Issues and Answers 
Moderator: Frederick J. Stoddard, M.D. (M) 
Panelists: Kent Ravenscroft, M.D. (M), E. Fuller Torrey, M.D. (M), Kenneth Woodrow, M.D. (M) 


Humility Is the Only Obstacle— Perspective on Sex Therapy 1975 

Moderator: Philip E. Veenhuis, M.D. (M) 

Panelists: Joanne Veenhuis (I), Alexander N. Levay, M.D. (F), Harvey L.P. Resnik, M.D. {F}, Audrey Resnik (I), Ar- 
mando de Moya, M.D. (I), Dorothy de Moya (I). Phillip Sarrel, M.D. (I), Lorna Sarrel (I), John B. Reckless, M.D. 
(F) 

Training Foreign Medical Graduates for Practice in America or Abroad 

Moderator: Jagdish S. Teja, M.D. (Mj 


Panelists: Tsung-yi Lin, M.D. (F), Ronald Chen, M.D. (F ). Ronald C. Simons, M.D. (F), Thomas H. Maretzki, Ph.D. 
(I), Desmong Fung, M.D. (I). Salman Akhtar, M.D.(T) 


Professional Association Review of State Health Programs? 
Moderator: C. Downing Tait, M.D. (F) 
Panelists: Marvin 1. Herz, M.D.(F), William I. Malamud, M.D. {F}, Magno Ortega, M.D. (I) 


Borderline and Narcissistic Cases in Group Therapy 
Moderator: Donald A. Shaskan, M.D.{LF) 


Panelists: Edward L. Pinney, Jr., M.D. (F), Clifford J. Sager, M.D. (F), Hyman Spotnitz, M.D. (LF), Aaron Stein, 
M.D.(F) 


Impact of the Equal Rights Amendment on Psychiatry 
Moderator: Ann Laycock Chappell, M.D.(M) 


Panelists: Wendy Webster Williams, J.D. (I), Jeanette Black, R.N. (I), Jeanne Spurlock, M.D. (F), Seymour Halleck, 
M.D.{F), Anne M. Seiden, M.D.(M) 


Models of Childrens' Psychiatric Services 
Moderator: Barton J. Blinder, M.D. {M} 


Panelists: Dane Prugh, M.D. (M), David Albin, M.D. (M), Mark Markowitz, M.D. (M), Howard E. Hansen, M.D. 


( F), William Loomis, M.D.(M) 


Conflicts Between Couples: A Transactional Analysis 
Moderator: John M. Dusay, M.D.(F) 


Panelists: John J. O'Hearne, M.D. (F), Lillian O' Hearne, M.D. (I), Carlton D. Thornwall, M.D. (I), Ruth McLendon, 
M.S.W. (I), Barry Hirsch, LL.B. (I) 


The Emerging Native American: Problems and Development 
Moderator: James T. Barter, M.D.(F) 


Panelists: Robert L. Bergman, M.D. (M), Humphrey C. Townsley, M.D. (M), James H. Shore, M.D. (M), Carolyn 
Attneave, Ph.D. (I) 
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266 


Session V: 
267 


A Death in the Family 


Clinical Experience with Death in the Family 
Elisabeth Kübler-Ross, M.D.(M) 


When Children Die 
Doris Howell, M.D. (I) 


Family Systems and Death 
Claus B. Bahnson, Ph.D. (I) 


The Fatal Pathology of the Family Secret 
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Advance registration is available. For a schedule of fees, please see p. 321 under "Registration." 


PLEASE COMPLETE the form on the opposite page (enclose a check where applicable) and mail it no later than 
March 31, 1975. Submit one form for each applicant. Request additional copies from the APA Meeting Management 
Department, 1700 18th St. N.W., Washington, D.C. 20009. NOTE: APA policy dictates that admission to all ses- 
sions, including the opening session, will be limited to those with badges. 


Hotel Reservations 
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One-Bedroom 





DISNEY- 
LAND 


CONVENTION 
CENTER 


Convention Way 


8 





Harbor Bivd. 






Suite 





Chapman Ave. 


Two-Bedroom 
Suite 


$100-110 


90-140 


St. College 


Workshop on Writing for Scientific Journals 


The 1975 annual meeting will feature the second an- 
nual workshop on writing for scientific journals, to be 
held from 9:00 a.m. to 5:00 p.m. on Sunday, Mav 4 (the 
day before the annual meeting begins). The workshop, 
cosponsored by APA and the American Medical Writers 
Association (AMWA), will offer practical information 
and instruction on four subjects: common writing faults, 
organizing medical reports, getting your words on paper, 
and submitting a manuscript. Work assignments, which 
will be sent to registrants before the meeting, will form 
the basis for initial discussions during the workshop ses- 
sions. 

The course will begin with brief introductory lectures 
by the AMWA faculty, who include Charles G. Roland, 
M.D., chairman of the Department of Biomedical Com- 
munications, the Mayo Foundation; Barbara G. Cox, 
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medical writer, Instructional Development Section, the 
Mayo Foundation; and Martha Tacker, Ph.D., free-lance 
medical writer and editor. Following the lectures there 
will be small-group discussion on the four basic subjects. 
The workshop will conclude with a panel discussion in 
which participants will have the opportunity to question 
the editors of several psychiatric journals. 

The opening session of the workshop will be held in 
the Cerritos Room of the Disneyland Hotel. 

Registration is limited to 40 participants. All appli- 
cations for participation must be received by April 7; the 
registration fee 1s $65. 

For further information on registration write to 
Charles G. Roland, M.D., Department of Biomedical 
Communications, the Mayo Foundation, Rochester, 
Minn. 55901. 
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REGISTRATION FORM 
Sunday, May 4, 1975 


Print name and mailing address below and send this form, along with your check for $65.00 made payable to the American Medical Writers Associa- 
tion, to Charles G. Roland, M.D., Department of Biomedical Communications, the Mayo Foundation, Rochester, Minn. 55901. NOTE: No refunds 
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OFFICIAL ACTIONS 


Position Statement on the Role of Confidentiality in Volunteer Military Drug 


Abuse Treatment Programs 


This statement was approved by the Board of Trustees of the 
American Psychiatric Association at its December 14-15, 1974, 
meeting upon recommendation of the Council on Professions 
and Associations. It was prepared by the Task Force on Con- 
fidentiality as It Relates to Third Parties.' 


THE AMERICAN PSYCHIATRIC ASSOCIATION was much encour- 
aged and pleased when the President and the Department of 
Defense adopted a policy of viewing the drug abuser as a medi- 
cal problem, while still maintaining its efforts to eradicate the 
traffic in drugs. A treatment program written by the military es- 
tablishment must be seen as positive action directed toward fur- 
thering the primary mission of the armed forces. 

The role of confidentiality in successful psychiatric treatment 
has been well established. The development of a positive treat- 
ment atmosphere for a voluntary rehabilitation program for 
drug abusers is partially contingent upon the degree to which a 
psychiatrist can assure the patient of the confidentiality of his 
disclosures. The real or threatened adverse consequences of dis- 
closure may cause personnel to avoid seeking treatment alto- 
gether or not to cooperate fully in the treatment regime. 

As civilian psychiatrists, we can only recommend those 
things concerning confidentiality that we feel will help lead to 
an effective voluntary military drug abuse treatment program. 
In any program offering confidentiality, the limits of con- 
fidentiality must be defined. Any promise of nonpunitive action 
must truly be nonpunitive; otherwise, the subsequent dis- 
illusionment of the treated person will create a destructive reac- 
tion to both his treatment and the program in general. There 
have been examples of unsuccessful treatment programs where 
the limits of confidentiality were not well defined and, indeed, 
did not prevent the occurrence of secondary punitive action. 
Protection for those honestly seeking help will provide a 
more effective program and increase the motivation for help. 

The act of volunteering should grant protection only for a 
confidential evaluation prior to the volunteer’s acceptance into 
the drug abuse treatment program and for ongoing participa- 
tion and cooperation in the program. In recommending this 
amnesty, we do not imply that personnel in treatment are im- 


"The Task Force on Confidentiality as It Relates to Third Parties in- 
cluded: Maurice Grossman, M.D., chairman, Richard G. Johnson, 
A EA Satten, M.D., Jack D. Barchas, M.D., and Alan L. Krue- 
ger, M.D. 
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mune from the consequences of unacceptable behavior secon- 
dary to or not related to the fact of treatment. 

Being labeled a drug abuser is punitive in itself. For that rea- 
son, as far as possible all medical records relating to treatment 
should be held inviolate in the medical treatment sector. In mili- 
tary programs as in civilian programs, both the patient and psy- 
chiatrist recognize that, at various times and for various rea- 
sons, this confidentiality cannot be absolute. The medical unit 
and the command unit must be aware of each other's needs and 
responsibilities and must keep each other adequately informed 
of factors that would represent a hazard to the treatment of the 
individual or to the command's mission. (Army regulation AR- 
40-42 is an example of these safeguards.) 

Three special considerations that have been brought to our 
attention could also seriously and adversely affect the viability 
of drug abuse treatment programs. 

1. Compromising conditions for entering the treatment pro- 
gram should be avoided. For example, making amnesty or 
treatment conditional on the individual's becoming an informer 
will seriously affect the creditability of the program. (The Army 
has taken note of this in Army regulation AR-40-42, paragraph 
6G, which specifically deals with this point.) 

2. There have been reports of damaging breaches of the 
patient's confidentiality by the release of critical information to 
civilian sources after the individual's discharge from military 
duty. One way of exposing individuals who have been in drug 
treatment programs after their separation from service has been 
the SPN number on discharge papers. We would urge reexam- 
ination of the policy of using these SPN numbers on discharge 
records that are not kept in confidential military medical files. 

3. There has been an intermingling of an individual's general 
personnel records and his medical records at the National Per- 
sonnel Record Center after his separation from service. The 
medical records have been made available for other than mili- 
tary uses after personnel have returned to civilian life. To pro- 
tect confidential information we recommend an exploration of 
methods to separate from the personnel records the medical 
records and references to medical diagnoses. 

We are pleased that the Department of Defense is already 
considering the problem of confidentiality, and we hope these 
comments will be of use in the implementation of its programs. 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 











The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar “Collar” type for Sleep Ther- 
apy, a "Horseshoe'' assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC llI— The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


—————————————!'P——— 
For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER. Sc.D.. INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
See us at Booth E6 at the Annual Meeting 
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Today, she 
managed 
a smile 


(Not long ago, she couldn't stop sobbing) 





Before he sees that first positive response — 
however hesitant and tentative—the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 
The charaeteristieally rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient's lethargy —often during the first 
week of medication. VIVACTIL helps elevate 








b. 


mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Dosage of VIVACTIL must be individualized, 
and patients should be under close medical 
supervision. For many adult patients with 
clinically significant depression, 10 mg t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 


(Protriptyline HCl | MSD) 
helps establish early 


therapeutic rapport 


Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. 

Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation has not been established: therefore. 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated: likewise, in ma nic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCI or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCl is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities: incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures: alteration in EEG 
patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated Sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus; urina ry retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic. skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression: agranulocytosis; leukopenia; eosinophilia; purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis, abdominal cramps, black tongue. 

Endocrine. gynecomastia in the male; breast enlargement and galactorrhea in the female: 
increased or decreased libido, impotence; testicular swelling: elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver function: weight gain or loss; 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken an over- 
dose. Treatment is symptomatic and supportive. In addition, the intravenous administration of 
1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of other tricyclic 
antidepressant poisoning. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCl each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., c., West Point, Pa. 19486 


5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 
a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 
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Exploring the Nondrug Parameters of Tranquilizer Effectiveness No. 1 


How individual patient variables influenc 


It isnow well established 
that certain nondrug factors can 
affect response to antianxiety 
medication. Thus, even with 
agents of proven efficacy, such 
as Librium (chlordiazepoxide 
HCl), different patients may 
exhibit varying degrees of 
symptomatic relief from 
excessive anxiety and tension. 


1. Rickels K, Lipman RS, Park LC, Covi L, 


Uhlenhuth EH, Mock JE: 
Psychopharmacologia 20:128-152, 1971 

2. Hollister LE: Ann Intern Med 79:88-98, 
July 1973 

3. Greenblatt DJ, Shader RI: Ibid., 77: 
91-100, July 1972 

4. Rickels K, Downing RW, Howard K: 
Clin Pharmacol Ther 12:263-273, Mar-Apr 
1971 


Apart from the effect of the 
physician's personality and 
prescribing attitudes on patient 
response, there are certain 
significant patient variables, 
e.g., personality type, severity 
and duration of anxiety, 
socioeconomic status, attitude 
toward medication and insight 
into the nature of the condition 
under treatment: ' Thus, some 
clinical experience suggests that 
physically active extroverts, for 
whom abatement of anxiety 
may decrease the will to achieve 
or take action, may respond 






Socioeconomic status 


AAA 


negatively — resulting in 
exacerbation of anxiety” On the 
other hand, more passively 
anxious individuals with 
intellectual and esthetic 
inclinations have been shown t 
benefit from antianxiety 
medications. 

When medication is 
indicated in the latter group, 
many psychiatrists place a high 
value on the benzodiazepines — 
of which Librium (chlordiaz- 
epoxide HCl) was the first in 
clinical use — for their antianxie 
effectiveness, broad usefulness 
and wide margin of safety?” 
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he effectiveness of antianxiety therapy 





Demonstrated predictors of Statistical analysis revealed and drug therapy responded 
favorable response to Librium that the greatest drug-placebo significantly better to Librium 
(chlordiazepoxide HCl) difference in relieving anxiety X than to the placebo. On the 


. occurred among patients who other hand, patients of lower 
In a double-blind, controlled ^ were more severely ill, thosein socioeconomic status, with less 


study" of psychoneurotic a higher socioeconomic class insight and greater readiness to 
patients with moderately severe and those whose illness had accept medication alone as 
anxiety, 11] patients were — persisted for at least six months. sufficient therapy, tend to show | 
treated with Librium in a daily The more educated patient a moderately favorable response 
dosage of 30 to 40 mg, and 201 with high verbal ability, greater to both drug and placebo. 

patients received a placebo. insight and 


Outcome criteria included a an accepting For proven effectiveness agal nst 


global improvement measure . : : 
EVERE PON: P OARE ES A seta. EXCESSIVE, obstructive anxiety 
adjunctive 


ao CM pides Ward 
a @ Librium 
m chlordiazepoxide HCI! 


10 mg, 25 mg capsules 








Please see following page 
for summary of product information. 





Personality 
type 
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Effective adjunct in psychotherapy 
Libriunr (chlordiazepoxide HCI 


10 mg, 25 mg capsules/up to 100 mg daily in severe anxiety 


While drowsiness, ataxia 
and confusion are the most 
frequently occurring side 
effects, physicians should be 
aware of the possibility of 
more serious reactions. 
Before prescribing, please 
consult complete product 
information, asummary of 
which appears below. 

When anxiety has been 
reduced to useful, appropriate 
levels, Librium should be 
discontinued. 





Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 


Warnings: Caution patients about 
possible combined effects with alcohol 
and other CNS depressants. As with all 
CNS-acting drugs, caution patients 
against hazardous occupations requiring 
complete mental alertness (e.g., operating 
machinery, driving). Though physical and 
psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage; withdrawal symptoms 
(including convulsions), following 
discontinuation of the drug and similar to 
those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age 
requires that its potential benefits be 
weighed against its possible hazards. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less 
per day) to preclude ataxia or oversedation, 
increasing gradually as needed and 
tolerated. Not recommended in children 
under six. Though generally not 
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Wide margin of safety 






performance 


recommended, if combination therapy 


carefully consider individual 
pharmacologic effects, particularly in use 
of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation 
and acute rage) have been reported in 
psychiatric patients and hyperactive 
aggressive children. Employ usual 
precautions in treatment of anxiety states 
with evidence of impending depression; 
suicidal tendencies may be present and 
protective measures necessary. Variable 
effects on blood coagulation have been 
reported very rarely in patients receiving 
the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in 
the elderly and debilitated. These are 
reversible in most instances by proper 
dosage adjustment, but are also 
occasionally observed at the lower dosage 
ranges. In a few instances syncope has 
been reported. Also encountered are 
isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 


Minimal likeli- 
hood of impairing 
mental acuity and 


Dependable antianxiety action 





symptoms, increased and decreased libido 
— all infrequent and generally controlled 
with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have 
been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 


Usual Daily Dosage: Individualize for 
maximum beneficial effects. Oral — 
Adults: Mild and moderate anxiety and 
tension, 5 or 10 mg t.i.d. or q.i.d.; severe 
states, 20 or 25 mg t.i.d. or g.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.) 

Supplied: Librium” (chlordiazepoxide 
HCl) Capsules, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500; Tel-E-Dose* 
packages of 100. Libritabs* (chlordiaz- 
epoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to 
clinical activity, capsules and tablets are 
indistinguishable. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley. New Jersey 07110 


Five Separate Campuses 


Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 
environment and individualized 
treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. 


PSYCHIATRISTS 


THE OAKS- intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 
Austin. 


Brown Hall -90 ACRES - Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 





Write: The Director of Admissions/ 
Department C-O/THE BROWN > 
SCHOOLS/P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 © 
From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric 
Director ai 
James L. Boynton, M.D./Director, The Oaks 
Residential Treatment Center 

John L. Carrick, M.D./Psychiatric Director, 
San Marcos Units. 

Other Medical Staff: Thomas F. Caldwell, 
D.D.S /Patrick A. Cato, M.D./Orrie L. Forbis, 
Jr., M.D./Willis M. Thorstad, M.D. 
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The Prince George 
Regional Hospital 
is urgently requesting applications from a 


1) Psychiatrist 
2) Internist 


Board eligible and board certified to 
fashion positions within innovative 
programs. New medical school af- 
filiation with medical students and 
residents training within clinical 
programs. Research and formal 
teaching opportunities are available. 
Positions in the Triage-Crisis 


Intervention, Acute Psychiatry and 
Intermediate Psychiatry, Out-patient 
Psychiatry Programs. Salaries from 
$29,846 to $36,000 based upon 
qualifications. No discrimination in 
employment. 


Apply to: 
Chief of Psychiatry 
VA Hospital 
Downey, Illinois 60064 





3) Neurologist 

4) Neurosurgeon interested in setting 
up a neurosurgical unit. 

5) General Practitioners 


The Prince George Regional Hospital currently 
expanded to a 370 bed fully accredited active 
treatment Regional referral hospital, located in 
Central B.C. The Hospital is situated in the City 
of Prince George that has a population of 65,000 
and serves an area of 150,000. There are 70 
practicing physicians, 36 of which are 
Specialists. Prince George is one of the fastest 
growing Communities in the Province and offers 
excellent educational and recreational facilities 
with easy access to Vancouver and other parts of 
Canada. 


Please direct enquiries to: 
Dr. P. J. Konkal, Chairman 
Medical Manpower Committee, 
Prince George Regional Hospital, 
Prince George, B.C. 
V2M 1S2 Canada 
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Agitated and hyperactive? 





Consider the advantages of 
starting him on HALDOL (haloperidol) 


Acts promptly to 
control agitation 
HALDOL haloperidol appears 


to be particularly effective in 
calming mania and psychomotor 
agitation’ ‘Symptom control is 
achieved rapidly, with many 
patients showing distinct 
improvement in a few days to a 
week'^— frequently within a few 
hours when the intramuscular 
form is used for initial control of 


acutely agitated psychotic states. ^^ 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drug has been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
“normalize” behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community? 


Reduces 
likelihood of 


certain adverse 
reactions 
HALDOL haloperidol, a 


butyrophenone, avoids or 
minimizes many of the problems 
associated with the 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol— 
extrapyramidal reactions — are 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 


Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
Rudd and skin cen Ocular 


ki Xánges e e not p reported. 


References: 1. Palestine, M.L., and Alatorre, E: Quart. J. Stud. Alcohol 34:185 (Mar. 1973. 2. Rees. L., and Davies, B Int ]. Neuropsvchiat. 
H:263t(]une! 1965. 3. Sugerman, A A etak: Amer J. Psychiat. | 120: 1190 (June) 1964. 4. Rapp. M.S.: Canad. Psychiar. Ass. ]. 15:73 (Feb.} 1970. 
5. Towler, M-L.. and Wick, PH.: Inc f. Neuropsychiar. 3: Suppl. 162(A ug.) 1967.6. Man, PL. and C Pu C.H.: Psychosomatics 14:59 
(Jan.-Feb.]) 1973. 7. Reschke, R.W.: Dis. Nerv. Syst. 35:112(Mar.) 1974. 8. Haward, L.R.C.: Clin. Trials J. 2:135 (May) 1965. 


HALDO 


(haloperidol) 


tablets/concentrate/injection 





highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


IMPORTANT: Full directions for use should be read before HALDOL haloperidol is administered or prescribed. 


P: Ba E EEE ELE AS. mi. 
SMcNei Laboratories, Inc. 1975 
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HALDOL 


(haloperidol) 


tablets/concentrate/injection 


_ highly specific control of 
disordered and disruptive behavior 


A Dosage Form for Every Need: 


5 tablet strengths for convenience in individualizing dos- 
age: Y2 mg.. 1 mg., 2 mg.. 5mg. and 10 mg. 





An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 


A rapid-acting injection for psychiatric 


emergencies: 5 mg. per cc., with 0.5 mg. 
(Jm — methylparaben and 0.05 mg. propylparaben 
per cc.. and lactic acid for pH adjustment to 


34x02. 





Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed. comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this drug. 
Warnings: Usage in Pregnancy: Safe use of HALBOL haloperido! 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers. or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol! along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related pup 
mortality (presumably due to lack of maternal care reflecting CNS 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia. some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperido! should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2) — receiving anticonvulsant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3) —with known allergies, or with a history of allergic 
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reactions to drugs. (4)—receiving anticoagulants. since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 

if concomitant antiparkinson medication is required. it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simuita- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs. including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 
Adverse Reactions: CNS Effects: Extrapyramidai Reactions — 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generaily they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other tyoes of neuromuscular reactions 
(motor restlessness, dystonia, akathisia. hyperreflexia, opisthotonos. 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The ris 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage. or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety. euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion. vertigo. grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, aithough a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia. menstrual irregularities, gynecomastia. impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea. hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision, urinary retention and diaphoresis. dy pria 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 
The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL haloperidol is administered or prescribed. 9 774 


McNeil Laboratories, Inc. 
McNEIL Fort Washington, Pa. 19034 
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Psychiatrists 


The New Hampshire Hospital (the 
State’s only psychiatric hospital) 
operates on the unit principle, each 
clinical geographic unit having close ties 
with the community mental health 
center(s) of its catchment area. There 
are special clinical units including 
Neurology, Child and Adolescent Care, 
Forensic, and Medically Infirm Care. 


Board certified or eligible physicians 
who have a strong interest in community 
psychiatry and a competence in leading 
therapeutic teams with a high degree 
of clinical independence are invited to 
consider joining the staff. Salary up 
to $34,000. New Hampshire licensure 
required. 


For further information please contact: 
Superintendent M. W. Wheelock, New 
Hampshire Hospital, 105 Pleasant 
Street, Concord, New Hampshire 03301. 


MATER MISERICORDIAE HOSPITAL/TEMPLE STREET 
CHILDRENS HOSPITAL 
DUBLIN. 
REPUBLIC OF IRELAND 


CONSULTANT CHILD 
PSYCHIATRIST 


(Maximum Part-time) 


Applications are invited for the above post. 


The successful applicant will be required to undertake 
sessional work in the Department of Child Psychiatry, Mater 
Hospital and in Temple Street Childrens Hospital. 
A total of nine sessions per week will be undertaken. 
Included in the responsibilities attached to the post will 
be: — 
(a) Working in and helping to develop a Community Child 
and Family Psychiatric Service. 
(b) Teaching Committments. 


The minimum experience and professional qualifications 

required are as follows: — 

(a) The possession of the M.D. degree in Psychiatry of a 

recognized university or the M.R.C.P.I. in psychiatry or 
membership of the Royal College of Psychiatrists or the 
Diploma in Psychological Medicine awarded before 
February, 1972, or a professional qualification at least 
equivalent to one of these. 
At least seven years satisfactory experience (after full 
registration) in the practice of the medical profession in- 
cluding not less than five years satisfactory experience in 
psychiatry of which not less than three years was in child 
psychiatry. 


Applications together with detailed Curriculum Vitae and the 
names and addresses of three references should be sub- 
mitted to the Office of the Secretary/Manager, Mater 
Misericordiae Hospital, Dublin, 7, Republic of Ireland, as 
soon as possible. 
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A CHANGE E 
FOR THE BETTER | 


IN 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
Thats because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
Significant antidepressant effect. 

But that's notall. Its incidence of 
cardiovascular effects Is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness Is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine P ors 
and similarly acting compounds at TP ca 
usual clinical doses (75-150 mg. per day). Aga 


Sinequan —it could mean a change ea 
for the better. Pe... 


SINE > PS 


25-mg., 50-mg. and new 100-mg. capsules 
















(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 
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A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 





SINEQUAN 


DOXEPIN HCI 


BRIEF SUMMARY 

Sinequan® (doxepin HCI} Capsules 

Contraindications, Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAGC inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Aithough Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 


Sinequan (doxepin HCI) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions, Anticholinergic Effects: Ory mouth, blurred vision, and 
constipation have been reported, They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central! Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequentiy reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with iliness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response, 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

in more severely iH patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

in patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optima! antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information available on request. 
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A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all voung children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children... . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psychiatric Services for Children 





Please send me __ — .—— copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 


Send coupon to: 








Publications Services Division EL PIU US A di e taai 
American Psychiatric Association Nime m 
1700 18th St., N.W., 
Washington, D.C. 20009 Address = = 
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reiterating (while the therapeutic hour slips 
by) how physically miserable he feels. 





symptoms 
often interfere 
with therapy 





(AMITRIPTYLINE HCI MSD) 





to help 
penetrate the 
symptom barrier 
in depression 
requiring 
medicati ion 





In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in — he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrol intestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 
the core emotional problems of the 
depression itself, he may for ex- 

ample go on at length about how ; 
broken his sleep is or keep. 





ELAVIL, a highly effective tricyclic PE 
sant, will often alleviate these symptoms. With 









the help of ELAVIL, sleep disturbance— 
so common in clinically depressed 
patients and often the symptom 

that distresses them most—as 


well as other “barrier symptoms” may be 
lessened to the point where they no longer 
come between you and the patient. 





psychotherapy 
takes 
direction 





As these preoccupying complaints are lifted, 
psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
sume or pursue more efficiently the necessary 
activities in their personal lives. 





meeting 
therapeutic 
goals 





And as the antidepressant activity of ELAVIL 
(Amitriptyline HCI, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
times only a minimum of actual psychotherapy 
is required. The patient may experience a 
more rapid recovery—while you conserve valu- 
able time. 


Prescribe ELAVIL then, to help 
lighten the patient's burden 








in depression—and yours in its management. 


should not be used during the acute recovery 
phase following myocardial infarction; in pa- 
tients hypersensitive to it; in those who have 
received an MAOI within two Weeks; or in chil- 
dren under 12. Patients with cardiovascular 
disorders should be watched closely. Safe use 
during pregnancy and lactation has not been 
established. The drug may impair mental or 
physical abilities required in the performance 
of hazardous tasks and may enhance the re- 
sponse to alcohol. Since suicide is a possibility 
in any depressive illness, patients should not 
have access to large quantities of the drug. 
Hospitalize as soon as possible any patient 
suspected of Raving taken an overdose. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCl | MSD) 


helps increase 
your effectiveness 
in managing 
clinically 
Significant 

. depression 


3 


SD 


MERCK 
BHAR 
OHM 


For a brief summary of prescribing 
information, please see following page. 
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In adult outpatients 


with clinically significant depression 






ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


€nCO —— divided 
aday T Mosage 
AT BEDTIME DAILY 


25 mg (yellow) 
This tablet may prove useful 
for initial therapy in adult out- 
patients. Starting dosage is 
usually 75 mg daily in divided doses or 50 to 
100 mg once a day at bedtime. If necessary, 
this dosage may be increased gradually to a 
total of 150 mg a day. When doses are di- 
vided, dosage increases are made preferably 
in the late afternoon or at bedtime. A sed- 
ative effect may be apparent before the 
antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 
days to develop. 


50 mg (beige) 

The 50-mg tablet may be ad- 

vantageous whenever higher 

dosages are required, or when 
the single daily dose is given at bedtime. 
The 50-mg tablet may also be convenient for 
many hospitalized patients who may need 
100 mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small number 
of hospitalized patients may need as much 
as 300 mg a day. 


10 mg (blue) 
Because lower doses are gen- 
erally recommended for ad- 
olescents and elderly patients, 
the 10-mg tablets may be most serviceable. 
Ten mg three times a day with 20 mg at 
bedtime may be satisfactory in adolescent 
and elderly patients who do not tolerate 
higher doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the in- 
jectable form may be suitable 
initially. The tablets should 
replace the injection as soon 
as possible. Initial intramus- 
cular dosage is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL is ad- 
ministered intramuscularly, the effects may 
appear more rapidly than with oral admin- 
istration. 





Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Vote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A/lergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 


ELAVIL 


(AMITRIPTYLINE HCI , MSD) 
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THE NATION'S PSYCHIATRISTS— 
1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


1. Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years' training. It gives data on 
their age, sex, citizenship, race and work status. 


2. The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


3. Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and whot they do. 


4. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pcol, along with ratios per 100,000 population. 


5. The Economic Issues looks ot such issues as the source of professional income and 
hours donated. 


38 pages single copy $3.25 


Please send me |... copy(ies) of order 7233, The Nation's Psychiatrists— 1970 Survey, 
@ $3.25 per copy. (10% discount for 10 copies or more, and 20% for 50 or more). 
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Publication Sales 
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Indication: For relief of mental depression. Contraindica- 
tions: Do not use MAO inhibitors concomitantly or within 2 
weeks of the use of this drug. Hyperpyretic crises or severe 
convulsive seizures may occur with such combinations: 
potentiation of adverse reactions can be serious or even 
fatal. When substituting Pertofrane (desipramine HCI) in 
patients receiving an MAO inhibitor, allow an interval of at 
least 14 days. Initial dosage in such patients should be low 
and increases should be gradual and cautiously pre- 
scribed. The drug is contraindicated following recent myo- 
cardial infarction and in patients with a known 
hypersensitivity to tricyclic antidepressants Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest 
care in patients with narrow-angle glaucoma or urethral or 
ureteral spasm. Do not use in patients with the following 
conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progres- 
sive heart failure, angina pectoris, paroxysmal tachycardia 
and active seizure disorder (may lower seizure threshold). 
This drug may block the action of the antihypertensive, 
guanethidine, and related adrenergic neuron-blocking 
agents. Hypertensive episodes have been observed dur- 
ing surgery. The concurrent use of other central nervous 
system drugs or alcohol may potentiate adverse effects. 
Since many such drugs may be used during surgery, desi- 
pramine should be discontinued prior to elective proce- 
dures. Caution patients on the possibility of impaired ability 
to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant. or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitiv- 
ity to the drug, use lower than normal dosage in adolescent 
and geriatric patients. Precautions: Potentially suicidal 
patients require careful supervision and protective mea- 
sures during therapy. Prescriptions should be limited to 
small quantities. Discontinuation of the drug may be nec- 
essary in the presence of increased agitation and anxiety 
shifting to hypomanic or manic excitement. Atropine-like 
effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic 
drugs (including antiparkinsonism agents). Prescribe cau- 
tiously in hyperthyroid patients and in those receiving 
thyroid medications; transient cardiac arrhythmias have 
occurred in rare instances. Periodic blood and liver studies 
should supplement careful clinical observations in all 
patients undergoing extended courses of therapy. 
Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, head- 
ache. disturbed visual accommodation, tremor, unsteadi- 
ness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling 
and neuromuscular incoordination. A confusional state 
(with such symptoms as hallucinations and disorientation), 
particularly in older patients and at higher dosage, may 
require discontinuation of the drug. Gastrointestinal Tract: 
anorexia, dryness of the mouth, nausea, epigastric dis- 
tress, constipation and diarrhea. Skin: skin rashes (includ- 
ing photosensitization), perspiration and flushing 
sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If 
jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone- 
marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Tran- 
sient eosinophilia has been observed. Cardiovascular 
System: orthostatic hypotension and tachycardia. Care- 
fully supervise patients requiring concomitant vasodilating 
therapy, particularly during initial phases. Genitourinary 
System: urinary frequency or retention and impotence. 
Endocrine System: occasional hormonal effects, including 
gynecomastia, galactorrhea and breast enlargement, and 
decreased libido and estrogenic effect. Sensitivity: urticaria 
and rare instances of drug fever and cross-sensitivity with 
imipramine. Dosage: All patients except geriatric and ado- 
lescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be 
increased up to 200 mg. daily. Geriatric and adolescent 
patients should usually be started with lower dosage (25 to 
50 mg. daily) and may not tolerate higher doses. Dosage 
may be increased up to 100 mg. daily. Lower maintenance 
dosages should be continued for at least 2 months after 


obtaining a satisfactory response. Mild anxiety and agita- 


tion which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative 
or tranquilizer may be indicated. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. 
capsules (maroon and pink), bottles of 100 and 1000: 
single-dose blister packs, boxes of 500. 


Ihe buck 
stops here. 





How often are you 
the last resort? 


Please read brief summary 
of prescribing information. 


How best to encourage a productiv 
one-to-one relationship for 
treatment of this most difficult 
emotional problem? 

Establishing rapport with the 
depressed patient is basic to 
building patient confidence for 
productive psychotherapy. 
Pertofrane (desipramine HCl) can 
be a helpful adjunct to your therapy 
particularly in the early stages, to 
help relieve depressive symptoms 
As the depression lifts, new 
pathways that permit enhanced 
cooperation for more effective 
psychotherapy are opened. 


irtofrane 
)ecific for Depression 


ym the report! of a clinical trial 
Jesipramine in 105 depressed 
vate patients. Usual dosage— 

) mg. per day. 

here was a clearly parallel 
orovement in sleep when 
pression improved and a lack of 
s improvement when depression 
S sustained.” 


a preliminary study? of 
sipramine in 30 private-practice 
tients with depressive illnesses. 
ual dosage— 75 to 150 mg. per 
y, plus psychotherapy and 
nquilizers as needed. 


"In many instances hospitalization 
was avoided because of the drug's 
[desipramine] rapid action, and 
patients were able to function 
adequately on their jobs or at home 
throughout the treatment period." 


"[Desipramine] exerted a faster 
onset of action... compared to 
previous use of imipramine.”’ 


Marshall, M.H.: Psychopharmacology of 
Depression: Perspectives in Research, 
Psychosomatics 12:49, 1971 

arringer, T.J.: Clinical Trial of Desipramine 
the Treatment of Depression, Am. J 
Psychiatry 121:1117, 1965. 
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(desipramine 
hydrochloride NF) 


Specific for Depression 
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May enhance other 
efforts in treating 


ONLY WHEN MEDICATION IS INDICATED 


Ritalin 


(methylphenidate 













Ritalin ...0f proven value when used as out prior seizures; with or without prior EEG abnormalities, even in 


absence of seizures. Safe concomitant use of anticonvulsants and 


part ofa complete therapeutic and remedial Breil Des not been established. If seizures occur, Ritalin should be 
: iscontinued. 
ana a U ti ly i tient ith h tension. Blood hould 
MBD program be monitored at appropriate intervals kiall patients takina Ritalin, 


More than a decade of clinical experience especially those with hypertension. 


Drug Interactions 


shows that Ritalin helps improve ratings of Ritalin may decrease the hypotensive effect of guanethidine. Use 


cautiously with pressor agents and MAO inhibitors. Ritalin may 


behavior, attentiveness, performance IQ, motor inhibit the metabolism of coumarin anticoagulants, anticonvulsants 


(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 


control and speech productivity in children and tricyclic antidepressants (imipramine, desipramine). Downward 
$ ee 5 : EE dosage adjustments of these drugs may be required when given 
with Minimal Brain Dysfunction (MBD). concomitantly with Ritalin. 


Usage in Pregnancy 


Currently a drug of choice in many MBD Adequate animal reproduction stud es to establish safe use of 


Ritalin during pregnancy have not been conducted. Therefore, until 


situations, Ritalin can play an important part pore ert eee ea eas n oen ef he OC 

in the total rehabilitation program of the the potential benefits outweigh the possible risks. 

MBD child. And proper management is essen- 

tial to the overall (educational, social, and emo- 

tional) development of the child’s potential. 
Dosage should be periodically inter- 

rupted in the presence of improved motor 

coordination and behavior. Often, these inter- 

ruptions reveal that the child’s behavior 

shows some “stabilization” PRECAUTIONS - 

even without chemotherapy, dnas BEN aversi discont nue therapy it necessary. 

permitting a reduction in ara ndvieed during peolariged therapy. a 

dosage and eventual discon- Nervousness ana insormnia are the most common 

tinuanee of drug therapy. adverse reactions but are usually controlled by 
Of course, Ritalin is not 

indicated for childhood per- 

sonality and behavioral dis- 


reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
orders not associated with 
MBD. 







Drug Dependence 
Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependenceor  . 
alcoholism, because such patierts may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and | 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 














hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; abdom- 
inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 





References lished, the following have been reported in 

1. Knobel M: Arch Gen Psychiatry 6:198-202, 1962. patients taking this drug: leukopenia and/or anemia; a few instances 

2. Knights RM, Hinton GG: J Nerv Ment Dis 148:643-653, 1969. of scalp hair loss. 

3. Creager RO, VanRiper C: J Speech Hear Res 10:623-628, 1967. In children, loss of appetite, abdominal pain, weight loss during 

4. Werry JS: Paper presented at the Annual Meeting of the American prolonged therapy, insomnia, and tachycardia may occur more 
Psychiatric Association, Boston, May 13-17, 1968. frequently; however, any of the other adverse reactions listed above 

5. Conners CK: Pediatrics 49:702-708, 1972. may also occur. 

6. Charlton MH: NY State J Med 16:2058-2060, 1972. DOSAGE AND ADMINISTRATION 


Children with Minimal Brain Dysfunction (6 years and over). 
Start with small doses (eg, 5 mg Defore breakfast and lunch) with 


italin® ; (On radual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 
Ritalin hydrochloride © i k not recommended. If improvement is not observed after appro- 
(methylphenidate hydrochloride) priate dosage adjustment over a one-month period, the drug should 
TABLETS be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 

INDICATION Ax occur, reduce dosage, or, if necessary, discontinue the drug. 
Minimal Brain Dysfunction in Children—as adjunctive therapy to Ritalin should be periodically discontinued to assess the child's 
other remedial measures (psychological, educational, social) condition. Improvement may be sustained when the drug is either 
Special Diagnostic Considerations temporarily or permanently discontinued. 
Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, Drug treatment should not and need not be indefinite and usually 
and there is no single diagnostic test. Adequate diagnosis requires may be discontinued after puberty. 
the use not only of medical but of special psychological, educational, HOW SUPPLIED 
and social resources. Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 
Characteristics commonly reported include: chronic history of short Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
attention span, distractibility, emotional lability, impulsivity, and Accu-pak blister units of 100. 
moderate to severe hyperactivity; minor neurological signs and Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 


abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 


Consult complete product literature before prescribing. 


Drug treatment is not indicated for all children with MBD. Stimulants CIBA Pharmaceutical Company 
are not intended for use in the child who exhibits symptoms second- Division of CIBA-GEIGY Corporation 
ary to environmental factors and/or primary psychiatric disorders, Summit, New Jersey 07901 2/4854 17 


including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 


Much wi depend upon MET Sed ce assessment of the R it R 

chronicity and severity of the child's symptoms. l a inc ; a ) 
CONTRAINDICATIONS methy Iphenidate 
Marked anxiety, tension, and agitation, since Ritalin may aggravate 

these symptoms. Also contraindicated in patients known to be ONLY WHEN MEDICATION IS INDICATED 
hypersensitive to the drug and in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six years, since safety 

and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 

children with minimal brain dysfunction are not yet available. 

Although a causal relationship has not been established, suppression 

of growth (/e, weight gain and/or height) has been reported with 

long-term use of stimulants in children. Therefore, children requiring 

long-term therapy should be carefully monitored. 

Ritalin should not be used for severe depression of either exogenous 

or endogenous origin or for the prevention of normal fatigue states. 


Ritalin may lower the convulsive threshold in patients with or with- 
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Tablets and Elixir: Indications: FDA has 
evaluated this drug as Effective as an 
adjunct in the therapy of the indications 
listed below under SEQUELS. 


"INDICATIONS FOR ARTANE SEQUELS: 
Based on a review of this drug in sus- 
tained release form by the National 


d Academy of Sciences-National Re- 
search Council and/or other informa- 
tion, FDA has classified the indications 
as follows: Probably effective as an 
agjunct in the therapy of all forms of 





parkinsonism (postencephalltic, arte- 
riosclerotic, and idiopathic) and for the 
use inthe prevention or control of extra- 
pyramidal disorders due to central 
nervous system drugs such as reserpine 
and phenothiazines. 








WARNING: 
Patientstobe treated should have a gonio- 
scope evaluation and close monitoring of 
intraocular pressures at regular periodic 
intervals. 
Precautions: Patients with cardiac, liver or 
kidney disorders orwith hypertension should 
be maintained under close observation. In 
long-term therapy, take care to avoid 
allergic and other untoward reactions. Use 
with caution in patients with glaucoma, ob- 
structive disease of the gastrointestinal or 
genitourinary tracts and in elderly males 
with possible prostatic hypertrophy. Geri- 
atric patients require strict dosage regula- 
tion. Incipient glaucoma may be 
precipitated. Periodic gonioscopic eval- 
uations in all patients to be treated with 
this or any related drug is advised. 
Adverse Reactions: Such effects as dry- 
ness of mouth, blurring of vision, dizziness, 
nauseaornervousness will be experienced 
by 3010 50 per cent of patients. (These tend 
to lessen and can often be controlled by 
adjusting dosage.) Isolated instances of 
suppurative parotitis, skin rashes, dilatation 
of the colon, paralytic ileus, delusions, 
hallucinations and paranoia (1 doubtful 
Ó case) have been reported. Patients with 
: arteriosclerosis or with a history of idiosyn- 
{ l crasy to drugs may exhibit mental con- 
\ fusion, agitation, disturbed behavior, 
ip ornauseaand vomiting. If a severe reac- 
A tionoccurs, discontinue drugfora few days, 
then resume at lower dosage. Psychiatric 
disturbances can result from overdosage 
to sustain euphoria. Side effects of any 


| 7 . Propulsive gait 





E ARTANE* Trinexyphenidyl HCl. It can prevent or reverse the plang ewe geld ol 
sometime dehumanizing extrapyramidal effects of the anti- tachycardia, dilation of the pupil, in- 
psychotic drugs. lil But without the drug buildup potential of vous and ecol. Sic 
cumulative action anticholinergics. lil And at lower cost. g'aucoma aue T6. long-erm. Tectmeni 


with this drug has been reported. 
Tablets: 
w 2mgands5mg 
—3 Elixir: 
2 mg/5 cc with 0.0896 methyl- 
paraben, 0.0296 propylpara- 


ben and 5% Alcohol as 


PE cm [RIHEXYPHENIDYL HCI 
miissen: TO REMOVE THE “CHEMICAL STRAITJACKET 


LEDERLE LABORATORIES, A Division of American Cyanamid Co. Pearl River, N.Y.10965 
833-4 








One day the scariest thing about 
cancer may be the needle that 
makes you immune to it. 

The theory: build up the body’s 
defense to fight off a disease natu- 
rally. 

Dramatic research in this di- 
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rection is £oing on right now. 

Scientists are working on mech- 
anisms to make the body reject 
cancer. 

And the promise for the future 
is staggering. 

Wouldn’t you feel good knowing 


| American Cancer Society 


THIS SPACE CONTRIBUTED BY THE PUBLISHER AS A PUBLIC SERVICE. 





you contributed to the research? 

Feel good. 

Please contribute. Your dollars 
will help further a// our cancer 
research. 

We want to wipe out cancer in 
your lifetime. 


FELLOWSHIP PAPERWEIGHT 


Here's a way to indicate everyday you're a Fellow of the American 
Psychiatric Association. A handsome polished white marble paper- 
weight on which a facsimile of the Fellowship Medal appears, with the 
word "Fellow" on a polished chrome background appearing below, is 
available for your desk. Immediate shipment, while the supply lasts, 
(after which there may be a six weeks delay for reorder), at a cost of 
$4.00 which includes processing your order, packaging, and postage. 


MEMBERSHIP DESK PEN 


For Members, order a handsome custom-made Park Pen desk set. It is 
a two-inch cube of white Italian marble with a customized replica of 
the APA seal, one and a half inch in diameter, with a Parker desk pen, 
handsomely gift boxed, available in this initial offering at $9 each. Im- 
mediate shipment is possible while the supply lasts. Reorder subject to 
six weeks delay. 








Please send me: Fellowship Paperweight(s) @ $4.00 ea. 
Membership Desk Pen(s) @ $9.00 ea. 
| | Bill me | | Check enclosed 








Send Coupon to: 
American Psychiatric Association 
Publication Sales 
1700 Eighteenth St. N.W. 
Washington, D.C. 20009 Address 


Name 











City 
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VALIUM 


(diazepam) 


IN THE CONTEXT OF 








PSYCHOTHERAPY 
FOR PSYCHONEUROTIC 
DISORDERS 





Wren predominant anxiety 1s associated 
with depressive symptoms in the psycho- 
neurotic patient, the effects may be incapaci- 
tating. Feelings of self-esteem seem threatened 
and the patient is particularly vulnerable to 
psychophysiological symptoms affecting the 
heart, stomach, colon or respiratory tract. 
Her condition may even interfere with her 
response to various psychotherapeutic 
measures. Until the excessive anxiety and its 
attendant symptoms are relieved, the patient 
may feel so insecure that she is unable to 
function. 


Often, the patient can’t cope with her 
symptoms while she “works things out” 


You may decide that the psychoneurotic 


patient can benefit from group therapy sessions. 


However, many 
aC | E : patients are uneasy 
"ue about Joining a 










VALICIM 


(diazepam) 
2-mg, 5-mg, 10-mg tablets 


can reduce predominant anxiety and its associated depressive symptoms 


group, and in the beginning your reassurance 
and understanding alone may not be enough 
to help the overly anxious patient face the 
group. Even though she realizes that she will 
eventually work through some of the under- 
lying problems, she is experiencing distressing 
symptomatology that requires more imme- 
diate relief. You frequently hear, “What do I 
do in the meantime, doctor?” 


Valium (diazepam) as an adjunct to group 
therapy—it may have an important role 
During psychotherapy for psychoneurotic 
disorders, Valium offers relief of predominant 
anxiety and reduces the depressive symptoms 
often associated with it. The patient generally 
starts to benefit as early as the first day of 
therapy, and significant improvement is usually 
evident within the first few days. Valium is 
provided in several dosage strengths, so you 
can precisely control the medication to suit 
your patient’ s needs and preclude oversedation 
or ataxia. If the patient remains symptomatic 
at bedtime, an h.s. dose added to a 2- to 10-mg 
b.i.d. or t.i.d. regimen is often very effective. 
Valium is generally well tolerated and in 
recommended dosages rarely produces signif- 
icant untoward reactions, but patients should 
be cautioned about potentially hazardous 
activities requiring complete mental alertness, 
such as driving. 





Please see following page for a summary of product information. 


VALIUM 


(diazepam) 
2-mg, 5-mg, 10-mg tablets 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 

Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional 
factors; psychoneurotic states manifested by 
tension, anxiety, apprehension, fatigue, depres- 
sive symptoms or agitation; symptomatic relief 
of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; 
adjunctively in skeletal muscle spasm due to re- 
flex spasm to local pathology, spasticity caused 
by upper motor neuron disorders, athetosis, stiff- 
man syndrome, convulsive disorders (not for 
sole therapy). 

Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in patients 
with open angle glaucoma who are receiving 
appropriate therapy. 

Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations requir- 
ing complete mental alertness. When used 
adjunctively in convulsive disorders, possibility 
of increase in frequency and / or severity of 
grand mal seizures may require increased dos- 
age of standard anticonvulsant medication; 
abrupt withdrawal may be associated with tem- 
porary increase in frequency and/ or severity 

of seizures. Advise against simultaneous inges- 
tion of alcohol and other CNS depressants. With- 
drawal symptoms (similar to those with bar- 
biturates and alcohol) have occurred following 
abrupt discontinuance (convulsions, tremor, ab- 
dominal and muscle cramps, vomiting and 
sweating). Keep addiction-prone individuals 
under careful surveillance because of their pre- 
disposition to habituation and dependence. 

In pregnancy, lactation or women of child- 
bearing age, weigh potential benefit against 
possible hazard. 

Precautions: If combined with other psycho- 
tropics or anticonvulsants, consider carefully 
pharmacology of agents employed; drugs such 


ATO. 


as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may po- 
tentiate its action. Usual precautions indicated 
in patients severely depressed, or with latent 
depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic 
function. Limit dosage to smallest effective 
amount in elderly and debilitated to preclude 
ataxia or oversedation. 

Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, 
ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. Para- 
doxical reactions such as acute hyperexcited 
states, anxiety, hallucinations, increased muscle 
spasticity, insomnia, rage, sleep disturbances, 
stimulation have been reported; should these 
occur, discontinue drug. Isolated reports of neu- 
tropenia, jaundice; periodic blood counts and 
liver function tests advisable during long-term 
therapy. 

Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety and psychoneu- 
rotic states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 
10 mgt.i.d. or q.i.d. in first 24 hours, then 5 mg 
t.i.d. or q.i.d. as needed; adjunctively in skeletal 
muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunc- 
tively in convulsive disorders, 2 to 10 mg b.i.d. 
to q.i.d. Geriatric or debilitated patients: 2 to 

2⁄2 mg, lor 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) 
Children: 1 to 2V^ mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use 
under 6 months). 

Supplied: Valium? (diazepam) Tablets, 2 mg, 

5 mg and 10 mg; bottles of 100 and 500. All 
strengths also available in Tel-E-Dose® packages 
of 100. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


INDEX TO ADVERTISERS 
March 1975 


The publication of an advertisement in this journal does 
not imply endorsement of the product or service by the 
American Psychiatric Association. 


ACADEMIC PRESS oo... cc cc een A29 
AYERST 

DAVSOUNG 2262 ces tease eee anes. tates A20-A22 
CHARLES C THOMAS ............ she A2 
CIBA PHARMACEUTICAL COMPANY 

Ritalin MBD suede Era e bec s A64—A65 
DEVEREUX FOUNDATION ............ esses C4 
EMPLOYMENT OPPORTUNITIES ......... AS3, A57 
THE FREE PRESS cct ispIM x daca aee a ENIM A23 
GEIGY PHARMACEUTICALS 

TONAMI 2 bo cde Ice icr E tale tama D E ex A9-A10 
GRUNE & STRATTON ............ esae Als 
KNOLL PHARMACEUTICALS 

AKMEO aso REUS Ete ES S. Rast E pi mE AI8-AI9 
LAKESIDE LABORATORIES 

NOPPA 2p atunhdine cate aberdeen ents A16-A17 
LEDERLE LABORATORIES 

PRT ANG ta dees 5 ee ad or Heated: betes Get oe ed A66-A67 
McNEIL LABORATORIES 

Eeoa nulio eI Lee me brs sibi cs A5S0-A52 
MERCK SHARP & DOHME 

CCOSOHU. wpe ienta dou ati ia uie s ous E A74-C3 

Sb MCCC" A12-AI4, AS8-A60 

A ass oa he eh a E cic ene ee ate bane A32~A34 

VIVACUIE zeta. fy Sb ae edie Na URS ok cos A44-~A45 
PFIZER LABORATORIES 

SICQUE" cron doce Sh bre bre RESA A27-A28, A54-A56 
ROERIG DIVISION 

PR VANS grease tere eke et pace ies ase hae cote ae A36-A38 
REUBEN REITER, ScD. INC. 

Electrostimulators 2.00.00 0. cece es A43 
ROCHE LABORATORIES 

LIDEDBE S dL rst lani ta ion ee rop A46-A48 

Nonda ceirar ie Bales ML hes es A24-A25 

EEN > Sad hire ee yee eae oes bee a e nos A70—-A72 
SANDOZ 

NIOITIE, dorrea daban bat 2h Dus hale ee ede A42 
SANITARIUMS AND PRIVATE 
HOSPITALS i20 nb ATi All, A27, A29, A53 
SMITH KLINE AND FRENCH LABORATORIES 

SESPISIBIBE. hin ded e ese dod E Eee bd A30—A31 

SECT NG? i Dr HEIHHEEEMT A39 

PVG EA2 AGS nae tae ona, Sd ww a Bad OA C2-Al 
U.S.V. PHARMACEUTICAL CORP. 

PEROLEANG: die cub 2 eee g ers du Da MEE: A62-A63 
WEYTH LABORATORIES 

SERIE UELLE te d i i uM LE Rt iS gu e eei AÁO0- A4] 








MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 
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patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
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THE NATION'S PSYCHIATRISTS— 
1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


À. H. Kumbar 


this report, the survey data are organized under five general categories. 


. Supply Characteristics describes the survey sample in terms of its total number 


and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 


The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and what they do. 


. Geographic Distribution of Psychiatrists presents state totals for the identified 


manpower pool, along with ratios per 100,000 population. 


The Economic Issues looks at such issues as the source of professional income e and 
hours donated. 


38 pages single copy $3.25 
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For single-dose therapy in 
depression when the dosage is 
established. 


® simple enough dosage regimen 
to help avoid missed doses. 


® provides a full range of single 
daily dosage strengths, including 
the 75- and 150-mg. capsules.* 





Tofranil-PM 





imipramine pamoate 


In depression: 


One capsule lasts from 
bedtime to bedtime. 


è as effective as divided daily 
doses. 


e the 150-mg. capsule may be 
the most effective daily dose for 
many patients. 


* saves time and cost of dosage 
administration in the hospital. 


Please read the prescribing in- 
formation for details of usage, 
precautions, warnings, contra- 
indications, adverse experiences, 
and dosage recommendations. 
A summary of this information 
appears on the back of this page. 


"Also available in capsules of 100 and 
125 mg. Each capsule contains imipra- 
mine pamoate equivalent to 150, 125, 
100 or 75 mg. of imipramine hydro- 
chloride. 


Tofranil-PM' 


imipramine pamoate 


Geigy 


Capsules" of 150, 125, 100 and 75 mg. 


In depression: One capsule lasts from 
bedtime to bedtime. 


Tofranii-PM* 

brand of Imipramine pamoate 

Totranil® 

brand of Imipramine hydrochloride USP 


indioationa: For the relief of symptoms of 

depression. Endogenous depression is more 

likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 

monoamine oxidase inhibiting compounds is 

contraindicated. Hyperpyretic crises or severe 
_convuisive seizures may occur in patients re- 
celving such combinations. The potentiation 
of adverse effects can be serious, or aven 
fatal. When Jt [s desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
recelving a monoamine oxidase Inhibitor, as 
long an intervai should elapse as the clinical 
situation will allow, with a minimum of 14 days. 

Initi&i dosage should be low and Increases 

should be gradudl and cautiously prescribed. 

The drug is contraindicated during tho acute 

recovery period after a myocardial infarction. 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established; therefore, in admin- 
istering the drug to prégnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possibile hazards. Animal repro- 
duction studies have yleided inconclusive 
resuits. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

— patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial Infarction, 
strokes and tachycardia; 

-patients with Increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug’s anticholinergic properties; 

hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity; 

-patients with a history of seizure disorder 
because this drug has been shown to lower 
the selzure threshold; 

-patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs. 

Usage in Children: Pending evaluation of re- 

sults from clirrical trials In children, Tofranil, 

brand of Imipramine hydrochloride, Is not 
" recommended for treatment of depression in 
patients under twelve years of age. 

Tofranii-PM, brand of imipramine pamoate, 

should not be used In children of any age 

because of the Increased potential for acute 
overdosage due to the high unit potency 

(75 mg., 100 mg., 125 mg. and 150 mg.). Each 

capsule contains Imipramine pamoate equiva- 

lant to 75 mg., 100 mg., 125 mg. or 160 mg. 

Imipramine hydrochloride. 

Since imipramine may impair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 


patient should be cautioned accordingly. 
Precautions: it should be kept in mind that 
the possibility of suicide in seriously de- 
pressed patients is inherent in the Illness and 


may persist unti! significant remission occurs. 


Such patients should be carefully supervised 
during tho early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Preacriptions 
should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may oocur, 
particuiarly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
Imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 


' Heved. Administration of a tranquilizer may be 


useful in controlling such episodes. 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothlazine. 

In occasional susceptible patients or In those 
receiving anticholinergic drugs (Including 
antiparkinsonism agents) in addition, the 
atropine-iike effects may become more pro- 
nounced (e.g., paralytic ileus}. Close super- 
vision and careful adjustment of dosage [s 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since It has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines.. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
levels have been reported. . 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom It is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows Includes a few adverse reac- 
tlons which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of tho reactions.be considered 
when imipramine fa administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falls. 
Psychiatric: Confuslonal states (especially in 
the elderly) with hallucinations; disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
slas of extremities; Incoordination, ataxia, 
tremors: peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. . 
Anticholinergic: Dry mouth, and, rarely, asso- 
clated sublingual adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 
delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itoh- 
Ing, photosensitization (avoid excessive expo- 
sure to sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia: purpura; 
thrombocytopenia, Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophli 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the mala; breast 
enlargement and galactorrhea In the female; ' 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 


‘perspiration; flushing; urlnary frequency; 


drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lowor dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil, brand of Imipramine hydrochloride, 
at a low leve! and Increased gradually, noting 
carefuily the clinica! response and any evi 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintaln remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of Imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and Insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration shouid be used 
only for starting therapy In patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 26 and 

60 mg.; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. in 2 cc. for I.M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains Imipramine pamoate equiva- 
lent to 75, 100, 126 or 160 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsiey, New York 10502 


*Each capsule contains imipramine pamoate equivalent to 150, 125, 100 or 75 mg. of imipramine hydrochloride. 
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Just released 


A Survey of 
Academic Resources 


in Psychiatric Residency Training 


Author: Lee Gurel, Ph.D. 


This survey provides information and analyzes various characteristics of psychiatric 


residency training programs: training institutions, faculty and trainees. 


117 Pages single copy $3.25 
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“Insomnia 
often occurs when a 
patient is troubled by a 
problem for which he 
isnot prepared. 


Passing on a valid point: 
a sense of continuity from er. 
: = VC i: 


one generation of psychiatrists to anoth 
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» Insomnia |. 
isaproblem for which 


NOLUDAR 300 
(methyprylon) @ 


is prepared 


Effectiveness. A single capsule of 


Noludar 300 generally provides an uninterrupted 


nights sleep of from 5 to 8 hours duration. 
Sleep is usually induced within 45 minutes. 


Safe + While Noludar 300 is a Schedule IH 
controlled medication, it is not a barbiturate or a 
methaqualone. Administer with caution to 
individuals known to be addiction-prone or 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 
INDICATION: As a hypnotic for relief of insomnia of 
varied etiology. 

CONTRAINDICATIONS: Patients with known hyper- 
sensitivity to the drug. 

WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiring complete 
mental alertness, such as operating machinery or 
driving a motor vehicle shortly after ingesting the drug. 
Physical and Psychological Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 
to resemble those associated with withdrawal of bar- 
biturates and should be treated in a similar fashion. 

Use caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate 
medical supervision. 


those whose history suggests they may increase 
the dosage on their own initiative. 


2 4 3345 
Reliability. Noludar isa reliable hypnotic 
in use for over 19 years. It can help the insomniac 
patient sleep and wake refreshed to meet the 
new day, usually with little or no morning-after 
“hang-over At recommended dosages (one 
capsule before retiring), paradoxical excitation 
has been rare. 


Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
bearing age against possible hazards to mother and 
child. 


Usage in Children: Not recommended in children 

under 3 months of age. 

PRECAUTIONS: Total daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods. 

ADVERSE REACTIONS: At recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 
and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug. 


SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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in clinically significant depression... 


penetrating 
the symptom barrier 
‘to prod 








symptoms 





often interfere 
with therapy 





In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in expression, he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 

the core emotional problems of the ! 
depression itself, he may for ex- 
ample go on at length about how 

broken his sleep is or keep A4 
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e 
psychotherapy 


reiterating (while the therapeutic hour slips 
by) how physically miserable he feels. 


ELAVIL 


(AMITRIPTYLINE HCI, MSD) 
to help 
penetrate the 
symptom barrier 
in depression 
requiring 
medication 
(SEES T ES E SS: 
ELAVIL, a highly effective tricyclic antidepres- 
sant, will often alleviate these symptoms. With 
the help of ELAVIL, sleep disturbance— 
so common in clinically depressed 


patients and often the symptom 
that distresses them most—as 

















well as other “‘barrier symptoms” may be 
lessened to the point where they no longer 
come between you and the patient. 


psychotherapy 








take 
direction 





As these preoccupying complaints are lifted, 
psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
sume or pursue more efficiently the necessary 
activities in their personal lives. 





meeting 
therapeutic 
goals 














And as the antidepressant activity of ELAVIL 
(Amitriptyline HCI, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
times only a minimum of actual psychotherapy 
is required. The patient may experience a 
more rapid recovery—while you conserve valu- 
able time. 


Prescribe ELAVIL then, to help 
lighten the patient’s burden 












in depression—and yours in its management. 


Should not be used during the acute recovery 
phase following myocardial infarction; in pa- 
tients hypersensitive to it; in those who have 
received an MAOI within two weeks; or in chil- 
dren under 12. Patients with cardiovascular 
disorders should be watched closely. Safe use 
during pregnancy and lactation has not been 
established. The drug may impair mental or 
physical abilities required in the performance 
of hazardous tasks and may enhance the re- 
sponse to alcohol. Since suicide is a possibility 
in any depressive illness, patients should not 
have access to large quantities of the drug. 
Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVI L 


(AMITRIPTYLINE HCl | MSD) 


helps increase 
your effectiveness 
in managing 
clinically 
Significant 
depression 











For a brief summary of prescribing 
information, please see following page. 
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In adult outpatients 


with clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HCl | MSD) 


once | givided 
osage 


DAILY 





AT BEDTIME | 
25 mg (yellow) 


This tablet may prove useful 
for initlal therapy in adult out- 
patients. Starting dosage is 
usually 75 mg dally in divided doses or 50 to 
100 mg once a day at bedtime. If necessary, 
this dosage may be increased gradually to a 
total of 150 mg a day. When doses are di- 
vided, dosage increases are made preferably 
in the late afternoon or at bedtime. A sed- 
ative effect may be apparent before the 
antidepressant effect Is noted. An adequate 
therapeutic effect may take as long as 30 
days to develop. 


50 mg (beige) 

The 50-mg tablet may be ad- 

vantageous whenever higher 

dosages are required, or when 
the single daily dose is given at bedtime. 
The 50-mg tablet may also be convenient for 
many hospitalized patients who may need 
100 mg a day initially. In these patlents, 
dosage may be increased gradually to 
200 mg a day If necessary. A small number 
of hospitalized patients may need as much 
as 300 mg a day. 


10 mg (blue) 


Because lower doses are gen- 
erally recommended for ad- 


olescents and elderly patients, 
the 10-mg tablets may be most serviceable. 
Ten mg three times a day with 20 mg at 
bedtime may be satisfactory in adolescent 
and elderly patlents who do not tolerate 
higher doses. 


INJECTION 
10 mg per ml 


For patlents unable or un- 
willing to take tablets, the In- 
jectable form may be suitable 
initlally. The tablets should 
replace the injectlon as soon 
as possible. Initial Intramus- 
cular dosage is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL Is ad- 
ministered intramuscularly, the effects may 
appear more rapidly than with ora! admin- 
Istration. 





Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase Inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severa convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HC] cautiously with gradual increase In 
dosage untll optimum response is achleved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
ud. retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patlents with angle-closure glaucoma, even average doses may preclpltate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impalr mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; In pregnant patlents, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patlents under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosls; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. in 
these circumstances, the dose of amitriptyline HCl may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with antichollnerglc agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide In depressed patients remains during 
treatment and unti! significant remission occurs; thls type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom It Is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactlons: Wote: Included In this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarctlon, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; Insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Antcholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A/fergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenla, eosino- 
philia, purpura, thrombocytopenia. &astrointestinsl: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotld swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, Increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is diues and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or ses full prescribing 
information. Merck Sharp & Dohma, Division of Merck & Co., INC., Wast Point, Pa. 19486 


ELAVIL 


E MSD 
(AMITRIPTYLINE HCI, MSD) 


BUTLER HOSPITAL 
ANNUAL SYMPOSIUM [ 


Butler Hospital Annual Symposium 


The May 1975 issue of 


The American Journal of Psychiatry 


will feature 


€ Frank J. Ayd, Jr., on 
The Depot Fluphenazines 





~e 
x 
€ 
* 
We 
ge 
c 
i. 
= 
e 
- 
- 
un 
- 
Un 





Consider the advantages of 
starting her on HALDOL (haloperidol) 


Acts promptly to 
control 

hostility and 
suspiciousness 


Several clinicians have cited the 
special value of HALDOL 
haloperidol in controlling 
hostility. suspiciousness, ideas of 
persecution and other delusions 
associated with psychoses!’ 
Symptom control is achieved 
rapidly, with many patients 
showing distinct improvement in 
a few days to a week'"— 
frequently within a few hours 
when the intramuscular form is 
used for initial control of acutely 
agitated psychotic states?" 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drug has been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
"normalize" behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community.’ 


Reduces 
likelihood of 


certain adverse 
reactions 


HALDOL haloperidol, a 
butyrophenone, avoids or 
minimizes many of the problems 
associated with the 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol — 
extrapyramidal reactions — are 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 

Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
reactions and skin rashes. Ocular 
damage and pigmentation 
changes have not been reported. 


References: 1. Towler, M.L., and Wick, PH. Int. J. Neuropsvchiat. 3: Suppl. 1,62(A ug.) 1967. 2. Crane, G.E. Int J. Neuropsychiat. 3: Suppl. 
LIH (Aug.) 1967. 3. Ban. T.A.. and Lehmann, H.E. Int. J. Neuropsychiat. 3: Suppl. 1,79 (Aug.) 1967. 4. Haward, L.R.C.: Clin. Trials 31. 4:135 

(May! 1965. 5, Yun, B.S. et al: Mich. Med. 67:1349 (Nov. ) 1968. 6. Rubin, R.: Alabama ]. Med. Sci. 8:414 (Oct .) 1971. 7. Reschke, RW: Dis. 

Nerv. Syst. 35:112 {Mar} 1974. 8. Palestine, M.L., and Alatorre, E: Quart. }. Stud. Alcohol 34:185 (Mar) 1973. 


HALDOL 


(haloperidol) 


tablets/concentrate/injection 


highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


IMPORTANT: Full directions for use should be read before HALDOL haloperidol is administered or prescribed. 


*McNei Laboratories, inc, 1975 
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HALDOL 


(haloperidol) 


tablets/concentrate/injection 


highly specific control of 
disordered and disruptive behavior 


A Dosage Form for Every Need: 


A rapid-acting injection for psychiatric 


emergencies: 5 mg. per cc., with 0.5 mg. 
"de — methylparaben and 0.05 mg. pulsat 
per cc., and lactic acid for dug adjustment to 


+0.2. 


5 tablet strengths for convenience in individualizing dos- 
age: Ve mg.. 1 mg., 2 mg., 5 mg. and 10 mg. 


An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 


Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the contro! of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindicationa: OL haloperido! is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this gr 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidoi 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearin 
potential requires that the possible benefits of the drug be weig 
d the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidoi orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related UB 
mortality (presumably due to lack of matemal care reflecting CN 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases oi bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. it has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
if these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcoho! should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperidol should be administered cau- 
tiously to pss (1) — with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol! 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure ner occur. (2) — receiving anticonvuisant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3)—with known allergies, or with a history of allergic 


A ^n 


reactions to drugs. (4)— receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 

If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 

hen HALDOL haloperidol is used to contro! mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions — 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less Us ia but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are.dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The ris 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, Meere dosage, or switching 
to a different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, eee eel impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pae nausea and vomiting. Autonomic Reactions: Dry mouth, 
lurred vision, urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 
The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL haloperidol is administered or prescribed. 


McNeil Laboratories, Inc. 
Mc NE IL Fort Washington, Pa. 19034 
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FromThe Free Press 


AN IMPORTANT NEW EDITION 
OF THE DEFINITIVE WORK ON 
MENTAL RETARDATION 


MENTAL DEFICIENCY 


The Changing Outlook 
Edited by A.M. Clarke and 
A.D.B. Clarke 


"The text is outstanding and is a ‘must’ for 
all persons interested in mental retardation.” 
—Mental Retardation 


This authoritative volume covers a// the major 
areas of mental deficiency: biosocial factors, 
the experimental analysis of subnormal behav- 
lor, assessment, amelioration of mental sub- 
normality, services for the mentally subnormal 
and their families. Together, the articles offer 
as comprehensive and contemporary a dis- 
cussion of mental retardation as is available 


The third edition of Mental Deficiency has been 
greatly expanded and updated, with new ar- 
ticles on such pertinent topics as language 
and communication, benavior modification, and 
the effect of the severely subnormal on their 
families. 


When Mental Deficiency first appeared, one 
reviewer wrote, “This book belongs in our li- 
braries as a reference work and on our desks 
as a text. It is a succinct summary of the 
past, an appropriate statement of today's 
position, and a sound base for future depar- 
tures." This description is as apt for the third 
edition as it was for the first. 


Mental Deficiency is the one book that the seri- 
ous professional who deals with any facet of 


today. mental retardation cannot do without. 
896 pages $25.00 


THE FREE PRESS 


A Division of Macmillan Publishing Co., Inc. 
100D Brown Street, Riverside, New Jersey 08075 


AN, P 
Ta afore) 


Liberty, N.Y. 





A residential program for the child with learning 
disabilities, adjustment or perceptual problems. 
Ungraded remedial & developmental program. 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 lbs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 


During the summer months a full residential 
camp program is offered which also includes 
children not at the Beaumont School. 


... Limited Enrollment . . . Small Classes 


For enrollment contact: Dr. G. Burday 
Beaumont School, Dept. 4, Liberty, N.Y. 12754 
Telephone: (914) 292-6430 


Tuition reinbursement assistance for 
parents under N.Y. State, Conn., and 
New Jersey Education Acts 





Exploring the Nondrug Parameters of Tranquilizer Effectiveness No. 1 


How individual patient variables influence 





It is now well established Apart from the effect of the negatively — resulting in 
that certain nondrug factors can _ physician’s personality and exacerbation of anxiety” On the 
affect response to antianxiety prescribing attitudes on patient other hand, more passively 
medication. Thus, even with response,’ there are certain anxious individuals with 
agents of proven efficacy, such ^ significant patient variables, intellectual and esthetic 
as Librium (chlordiazepoxide e.g., personality type, severity inclinations have been shown to 
HCI,, different patients may and duration of anxiety, benefit from antianxiety 
exhibit varying degrees of socioeconomic status, attitude ^ medications. 
symptomatic relief from toward medication and insight When medication is 


excessive anxiety and tension. into the nature of the condition indicated in the latter group, 
undertreatment?' Thus, some many psychiatrists place a high 





Ohmaboes Wt Mal IS Park LC, CoviL Clinical experience suggests that value on the benzodiazepines — 
Psychopharmacologia 20:128-152, 1971 physically active extroverts A for of which Librium (chlor diaz- 
flere LE: Ann Intern Med 79:88-98, whom abatement of anxiety epoxide HCl) was the first in | 

3. Greenblatt DJ, Shader RI: Ibid., 77: may decrease the will to achieve clinical use — for their antianxiety 
ed ee Eod —— or take action, may respond effectiveness, broad usefulness 
Clin Pharmacol Ther 12:263-273, Mar-Apr and wide margin of safety?” 

1971 








Socioeconomic status 





A22 


the effectiveness of antianxiety therapy 





Demonstrated predictors of Statistical analysis revealed and drug therapy responded 
favorable response to Librium that the greatest drug-placebo significantly better to Librium 
(chlordiazepoxide HCl) difference in relieving anxiety than to the placebo. On the 


. occurred among patients who other hand, patients of lower 
In a double-blind, controlled were more severely ill, those in socioeconomic status, with less 


study’ of psychoneurotic a higher socioeconomic class insight and greater readiness to 
patients with moder ately severe — and those whose illness had accept medication alone as 
anxiety, 111 patients were — persisted foratleastsix months. sufficient therapy, tend to show 
treated with Librium in a daily The more educated patient a moderately favorable response 


dosage of 30 to 40 mg, and 201 with high verbal ability, greater to both drug and placebo. 
patients received a placebo. insight and 


Outcome criteria included a an accepting FOr proven effectiveness against 
ici cd dütide towa - EXCCSSEVE, obstructive anxiety 


| combined 
4-week change score of a 10-item psychotherapy 


physician questionnaire. 


adjunctive 


Librium 
ichlordiazepoxide HCI) 


10 mg, 25 mg capsules 


Please see following page 
for summary of product information. 
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Effective adjunct in psychotherapy 
Libriuny (chlordiazepoxide HCl) 


10 mg, 25 mg capsules/up to 100 mg daily in severe anxiety 


While drowsiness, ataxia 
and confusion are the most 
frequently occurring side 
effects, physicians should be 
aware of the possibility of 
more serious reactions. 
Before prescribing, please 
consult complete product 
information, a summary of 
which appears below. 

When anxiety has been 
reduced to useful, appropriate 
levels, Librium should be 
discontinued. 





Wide margin of safety 


Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 


Warnings: Caution patients about 
possible combined effects with alcohol 
and other CNS depressants. As with all 
CNS-acting drugs, caution patients 
against hazardous occupations requiring 
complete mental alertness (e.g., operating 
machinery, driving). Though physical and 
psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage; withdrawal symptoms 
(including convulsions), following 
discontinuation of the drug and similar to 
those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age 
requires that its potential benefits be 
weighed against its possible hazards. 


Precautions: In the elderly and debilitated, 


and in children over six, limit to smallest 
effective dosage (initially 10 mg or less 
per day) to preclude ataxia or oversedation, 
increasing gradually as needed and 
tolerated. Not recommended in children 
under six. Though generally not 
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performance 


recommended, if combination therapy 


carefully consider individual 
pharmacologic effects, particularly in use 
of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation 
and acute rage) have been reported in 
psychiatric patients and hyperactive 
aggressive children. Employ usual 
precautions in treatment of anxiety states 
with evidence of impending depression; 
suicidal tendencies may be present and 
protective measures necessary. Variable 
effects on blood coagulation have been 
reported very rarely in patients receiving 
the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in 
the elderly and debilitated. These are 
reversible in most instances by proper 
dosage adjustment, but are also 
occasionally observed at the lower dosage 
ranges. In a few instances syncope has 
been reported. Also encountered are 
isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 


Minimal likeli- 
hood of impairing 
mental acuity and 


Dependable antianxiety action 


symptoms, increased and decreased libido 
— all infrequent and generally controlled 
with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis}, 
jaundice and hepatic dysfunction have 
been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 
Usual Daily Dosage: Individualize for 
maximum beneficial effects. Oral] — 
Adults: Mild and moderate anxiety and 
tension, 5 or 10 mg t.i.d. or q.i.d.; severe 
states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.) 

Supplied: Librium* (chlordiazepoxide 
HCl) Capsules, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500; Tel-E-Dose* 
packages of 100. Libritabs* (chlordiaz- 
epoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to 
clinical activity, capsules and tablets are 
indistinguishable. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley. New Jersey 07110 


BRATTLEBORO RETREAT 
BRATTLEBORO, VERMONT 
Tel. (802) 

Founded 


0550] 
254-2331 
1834 
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^ Milwaukee Psychiatric Hospital — Intensive, dynamic 
LV Le A. psychotherapy for adults and adolescents, individually- 
2, mcns = E planned activity therapy. 
: x p i | 
T ic. unn ' Adolescent Therapy Unit — Designed for the problems of 
i, today’s emotionally disturbed youth. Patients attend ac- 
E oi See [ credited Kradwell Hign School on the grounds... excel- 
^ compre lensive denies OI desse treatment of lent teaching staff ... credits are transferrable. 
mental illness, including programs for problems ol 
adolescence, alcoholism, and geriatrics, Dewey Center — Acute detoxification and inpatient treat- 
Prescribed treatment includes individual, group. phar- ment for persons with dependency on alcohol and other 
macological, art, drama, music, dance, greenhouse. and 


drugs, daily schedules, broad supportive services. 
occupational therapy. 


The Retreats 1600 acres includes a small lake. golf 
course, tennis courts, cross country ski trails; camp-out 
areas, and hiking trails offering opportunities for planned 
recreational therapy for adolescents and adults. 

\ccredited by Joint Commission on Accreditation of 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geriatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 


Hospitals. Approved for Medicare participation. Non Sectarian: Riandirofit 
William B. Beach, Jr., M.D. 
Director units of MILWAUKEE SANITARIUM FOUNDATION 


Felix Sommer, M.D. 


: For information contact Executive Director 
Director of Medical Services 


1220 Dewey Avenue * Wauwatosa, Wis. 53213 * (414) 258-2600 


\ddress inquiries to: 
Admissions Office 


Participating Member Blue Cross-Blue Shield * approved for participation under Medicare 





Five Separate Campuses 


Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 
environment and individualized 
treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. 


THE OAKS- intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 
Austin. 


Brown Hall -90 ACRES - Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 


Write: The Director of Admissions/ 
Department C-0/THE BROWN 
SCHOOLS /P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 292-5404 


Jeckson R. Day, M.D./Medical and Psychiatric 
Director 

James L. Boynton, M.D./Director, The Oaks 
Residential Treatment Center 

John L. Carrick, M.D./Psychiatric Director, 
San Marcos Units. 

Other Medical Staff: Thomas F. Caldwell, 
D.D.S /Patrick A. Cato, M.D./Orrie L. Forbis, 
Jr., M.D./Willis M. Thorstad, M.D. 


THE 
BROWN 
SCHOOLS 


: * mA | 
T i » | 
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OF CLINICAL 
HAVE SHOWN... 


FIVE YEARS 
EFFICACY 





YOU'RE 
WHISTLING 
IN THE 
DARK... 


IF YOU 

THINK 

HEART AT TACK 
AND STROKE 

HIT ONLY THE 
OTHER FELLOWS 
FAMILY. 





Help your 
Heart... 

Help your 3. 
Heart Fund T 


Contributed by the Publisher 


Dear Doctor: 


What happens to your patient when he/she has 
completed their period of intensive psychiatric 
hospitalization? 


Do you feel that he is ready to assume the 
responsibilities of daily living in an unstructured 
environment? Or do you feel certain that a 
period of time with supervision would ensure a 
more stable adjustment to family life? 


There is just such a facility. 


f; 
2. 


3. 


4. 
9. 


Nursing supervision is available. 
Recreational therapy is creative and chal- 
lenging. 

Dining is superb — Therapeutic diets avail- 
able. 

Companionship. 

Charming decor. 


For further information — 


Please call Mrs. Brown at 203-359-2000 


THE COURTLAND GARDENS RESIDENCE 


59 Courtland Avenue 
Stamford, Conn. 06902 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 


tion for ages commencing with adolescence 


and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 
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Indication: For relief of mental depression. Contraindica- 


tions: Do not use MAO inhibitors concomitantly or within 2 
weeks of the use of this drug. Hyperpyretic crises or severe 
convulsive seizures may occur with such combinations: 
potentiation of adverse reactions can be serious or even 
fatal. When substituting Pertofrane (desipramine HCl) in 
patients receiving an MAO inhibitor, allow an interval of at 
least 14 days. Initial dosage in such patients should be low 
and increases should be gradual and cautiously pre- 
scribed. The drug is contraindicated following recent myo- 
cardial infarction and in patients with a known 
hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest 
care in patients with narrow-angle glaucoma or urethral or 
ureteral spasm. Do not use in patients with the following 
conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progres- 
sive heart failure, angina pectoris, paroxysmal tachycardia 
and active seizure disorder (may lower seizure threshold). 
This drug may block the action of the antihypertensive, 
guanethidine, and related adrenergic neuron-blocking 
agents. Hypertensive episodes have been observed dur- 
ing surgery. The concurrent use of other central nervous 
system drugs or alcohol may potentiate adverse effects. 
Since many such drugs may be used during surgery, desi- 
pramine should be discontinued prior to elective proce- 
dures. Caution patients on the possibility of impaired ability 
to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant, or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitiv- 
ity to the drug, use lower than normal dosage in adolescent 
and geriatric patients. Precautions: Potentially suicidal 
patients require careful supervision and protective mea- 
sures during therapy. Prescriptions should be limited to 
small quantities. Discontinuation of the drug may be nec- 
essary in the presence of increased agitation and anxiety 
shifting to hypomanic or manic excitement. Atropine-like 
effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic 
drugs (including antiparkinsonism agents). Prescribe cau- 
tiously in hyperthyroid patients and in those receiving 
thyroid medications; transient cardiac arrhythmias have 
occurred in rare instances. Periodic blood and liver studies 
should supplement careful clinical observations in all 
patients undergoing extended courses of therapy. 
Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, head- 
ache, disturbed visual accommodation, tremor, unsteadi- 
ness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling 
and neuromuscular incoordination. A confusional state 
(with such symptoms as hallucinations and disorientation), 
particularly in older patients and at higher dosage, may 
require discontinuation of the drug. Gastrointestinal Tract: 
anorexia, dryness of the mouth, nausea, epigastric dis- 
tress, constipation and diarrhea. Skin: skin rashes (includ- 
ing photosensitization), perspiration and flushing 
sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If 
jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone- 
marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Tran- 
sient eosinophilia has been observed. Cardiovascular 
System: orthostatic hypotension and tachycardia. Care- 
fully supervise patients requiring concomitant vasodilating 
therapy, particularly during initial phases. Genitourinary 
System: urinary frequency or retention and impotence. 
Endocrine System: occasional hormonal effects, including 
gynecomastia, galactorrhea and breast enlargement, and 
decreased libido and estrogenic effect. Sensitivity: urticaria 
and rare instances of drug fever and cross-sensitivity with 
imipramine. Dosage: All patients except geriatric and ado- 
lescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be 
increased up to 200 mg. daily. Geriatric and adolescent 
patients should usually be started with lower dosage (25 to 
50 mg. daily) and may not tolerate higher doses. Dosage 
may be increased up to 100 mg. daily. Lower maintenance 
dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Mild anxiety and agita- 
tion which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative 
or tranquilizer may be indicated. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. 
capsules (maroon and pink), bottles of 100 and 1000: 
single-dose blister packs, boxes of 500. 
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How often are you 
the last resort? 


Please read brief summary 
of prescribing information. 





How best to encourage a productive 
one-to-one relationship for 
treatment of this most difficult 
emotional problem? 

Establishing rapport with the 
depressed patient is basic to 
building patient confidence for 
productive psychotherapy. 
Pertofrane (desipramine HCl) can 
be a helpful adjunct to your therapy, 
particularly in the early stages, to 
help relieve depressive symptoms. 
As the depression lifts, new 
pathways that permit enhanced 
cooperation for more effective 
psychotherapy are opened. 


rtofrane 
iecific for Depression 


im the report! of a clinical trial 
lesipramine in 105 depressed 
/ate patients. Usual dosage— 

) mg. per day. 

vere was a clearly parallel 
)rovement in sleep when 
dression improved and a lack of 
s improvement when depression 
S sustained." 


i preliminary study? of 
sipramine in 30 private-practice 
ients with depressive illnesses. 
Jal dosage—75 to 150 mg. per 
/, plus psychotherapy and 
?quilizers as needed. 


"In many instances hospitalization 
was avoided because of the drug's 
[desipramine] rapid action, and 
patients were able to function 
adequately on their jobs or at home 
throughout the treatment period." 


"[Desipramine] exerted a faster 
onset of action... compared to 
previous use of imipramine.” 


1. Marshall, M.H.: Psychopharmacology of 
Depression: Perspectives in Research, 
Psychosomatics 12:49, 1971. 

2. Barringer, T.J.: Clinical Trial of Desipramine 
in the Treatment of Depression, Am. J 
Psychiatry 121:1117, 1965 





Pertofrane: 


(desipramine 


hydrochloride NF) 


Specific for Depression 


PHARMACEUTICALS 


USV PHARMACEUTICAL MFG. CORP. 


Manati, P.R. 00701 


Effectiveness across 
the spectrum of most 
common forms 
of insomnia 


Awake too long, awake too often, As you can see, this hypothetical “patient” 
awake too early. a takes well over an hour to fall asleep, awakens 
several times during the middle of the night 
and awakens too early in the morning. 


These are the most common forms of insomnia, 
and may occur singly or in any combination. 







The night of troubled sleep depicted here Sleep Stages 
comprises all three types. As the night SENE Awake EC Stage 2 
progresses from left to right, each 
sleep stage is identifiable by its own [| REM E Stage 3 
shade of grav. Blue represents "Awake: [597] Stage | pc rg Stage 4 

l 2 3 4 5 









Awake too often ¢ uring the night 
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Awake oma 


The insomnias most often 


occurring in young and older adults 
For patients with trouble falling asleep 

(common in young adult insomnia patients), 

Dalmane (flurazepam HCl) 30 mg provides sleep 

within 17 minutes, on average. For those with 

trouble staying asleep or sleeping long 

enough (common in those over 50), Dalmane 

offers increased total sleep time with fewer 

nocturnal awakenings. These clinical results 

were demonstrated in studies conducted in 

four geographically separated sleep 

research laboratories!4 


The relative safety of Dalmane 


(flurazepam HCl) is well documented 
Dalmane (flurazepam HCl) is relatively safe 

and well tolerated; morning “hang-over” has 

been infrequent. The usual adult dosage is 30 

mg; in elderly or debilitated patients, limit 

initial dosage to 15 mg to preclude over- 

sedation, dizziness or ataxia. Caution patients 

about possible combined effects with 

alcohol and other CNS depressants. 


Broad-spectrum 
medication for the 





f 








most common forms 
of insomnia 


Dalmane 
urazepam HC 


One 30-mg capsule h.s.— usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— initial dosage for 
elderly or debilitated patients. 








o induces sleep rapidly 
reduces nighttime awakenings 
o lengthens total sleep time 


Please see following page for a 
summary of complete product information. 


Broad-spectrum medication for 
the most common forms of insomnia 








o induces sleep within 
17 minutes, on average 

o reduces nighttime 
awakenings 

o provides 7 to 8 hours 
sleep, on average, with- 
out repeating dosage 


Before prescribing Dalmane (flurazepam 
HCI), please consult complete product 
information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
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Dalmane 
tlurazepam HCI 


recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 
on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 


presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 


plaints. There have also been rare occurrences 


of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCI. 
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ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


HM 
and private psy hospitais 





with a foreword by ZIGMOND LEBENSOHN 


Please send me _______ copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 


Send coupon to: O bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association Mane 
1700 18th St. N.W., Washington, 
D.C. 20009 
Address 
E ee T.. 
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MBD Case History *] 


& E % 
...a difficult child, a distraught mother 
Medical di ] 
edical diagnosis: M BD 

Robert Boynton,* second of 
five children, born October 7, 
1963. Normal pregnancy and 
delivery. ! 

From the age of 3, Roberts 
mother found him *hard to 
handle,” “wilder” than his 
brothers and sisters. ! 

At age 6, after an “ex- 
tremely difficult” experience in 
kindergarten, Robert was re- 
ferred to a pediatric neurologist. 
The examination and later 
psychological testing revealed 
a host of the neurologic “soft 
signs," plus an abnormal EEG. ! 

The diagmosis: average 
intelligence, but multiple signs 
of an underlying organic dys- 
function.! 

: E Qo E 3 At age 7, Robert was placed 
INAS EN AUN MA Poo on in a special first-grade class 


SAN NAN | 5 T | called an “extended readiness 
LN din. dis , dtt | program." ! 

SAS Ns ON OP fi Eum. Later that year, her child's 
ANA ANI . we Ps continued problems at school 


& [IR 
and at home made Roberts 
mother “increasingly desperate" 


for help. 


HA OURS UTE Reiss 3 ehe nid [git adn ogame ae jis ee si r 





An MBD child on the road to maturity. 
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„A regular fourth-grader, 
accepted at home 





In the opinion of the physician, methylphenidate 
titalin) was called for to help the child over the obsta- 
es of hyperactivity. So he initiated a trial of the drug, 
‘hich was then implemented on school days only. ! 

The improvement in classroom perform- : 
nce and behavior was “prompt and dra- 
.atic.” Robert's teacher could “scarcely be- 
ove" that he was the same child. ! 

For the past 4 years (as of April 1974), 
bert has been maintained on 15 mg 
*ethylphenidate daily during school 
eriods. During the summer he attends 
ay camp and is not on medication. He 
‘In a regular fourth-grade class, and 
ehavioral problems at home have 
‘ssened. Robert's parents now find 

much easier to accept their son. ! 
Note: In this presentation, clini- 
al material has been used factu- 

lly with the permission of the physi- 
an. However, identities have been con- 
ealed and names changed. 
















How other children with MBD can benefit 
rom methylphenidate therapy 

Of course, medication is not indicated for all 
IBD children; nor will all such children respond 
) drug therapy. 

However, when pharmacotherapy is clearly 
idicated, the use of a widely successful drug such 
s Ritalin (methylphenidate) may prove to be a significant element in many 
omplete remedial programs. 

Over a decade of controlled studies has underlined the beneficial effects of 
Atalin in producing improved behavior ratings,?:? better motor coordination, 24 
nd cognition and learning.?* Indeed, it is currently the drug of choice in many 
IBD situations. 

And side effects with Ritalin have occurred less frequently than with other 
timulant drugs. 4567 

Dosage should be periodically interrupted in the presence of improved motor 
»ordination and behavior. These interruptions often reveal that the child's 
ehavior shows some "stabilization" even without chemotherapy, permitting a 
duction in dosage and gradual elimination of drug therapy. 

Of course, Ritalin is not indicated for childhood personality and behavioral 
isorders not associated with medical diagnosis of MBD. 





r brief prescribing information, please see following page. 





Rit all Il (methylphenidate) 


‘an help when medication is indicated CIBA 





Ritalin 


(methylphenidate) 


Only when medication / 





is indicated 





Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children —as ad- 
junctive therapy to other remedial measures 
(psychological, educational, social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diag- 
nostic test. Adequate diagnosis requires the use 
not only of medical but of special psychological, 
educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, dis- 
tractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neuro- 
logical signs and abnormal EEG. Learning ma 

or may not be impaired. The diagnosis of MB 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these characteristics. 
Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary to 
environmental factors and/ or primary psychiatric 
disorders, including psychosis. Appropriate edu- 
cational placement is essential and psycho- 
social intervention is generally necessary. When 
remedial measures alone are insufficient, the 
decision to prescribe stimulant medication will 
depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also con- 
traindicated in patients known to be hypersensi- 
tive to the drug and in patients with glaucoma. 


WARNINGS 

Ritalin should not be used in children under 

six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. Although 
a causal relationship has not been established, 
suppression of growth (je, weight gain and/or 
height) has been reported with long-term use of 
stimulants in children. Therefore, children re- 
quiring long-term therapy should be carefully 
monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in ab- 
sence of seizures. Safe concomitant use of anti- 
convulsants and Ritalin has not been established. 
If seizures occur, Ritalin should be discontinued. 
Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all panon taking Ritalin, 
especially those with hypertension. 
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Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anti- 
convulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic anti- 
depressants (imipramine, desipramine). Down- 
ward dosage adjustments of these drugs may be 
required when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to estab- 
lish safe use of Ritalin during pregnancy have 
not been conducted. Therefore, until more infor- 
mation is available, Ritalin should not be pre- 
scribed for women of childbearing age unless, 
in the opinion of the physician, the potential 
benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or alco- 
holism, because such patients may in- 
crease dosage on their own initiative. 
Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be un- 
masked. Long-term follow-up may be re- 
quired because of the patient's basic 
personality disturbances. 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS | 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; ab- 
dominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. Al- 
though a definite causal relationship has not been 
established, the following have been reported 

in patients taking this drug: leukopenia and/or 
anemia; a few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over) 





Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 
mg weekly. Daily dosage above 60 mg is not 
recommended. If improvement is not observed 
after appropriate dosage adjustment over a one- 
month period, the drug should be discontinued. 
If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to 
assess the child's condition. Improvement may 
be sustained when the drug is either temporarily 
or permanently discontinued. 

Drug treatment should not and need not be 
indefinite and usually may be discontinued after 
puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 
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CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 


CIBA 


1. THE NATURE AND 

TREATMENT OF DEPRESSION. 
Edited by Frederic F. Flach, M.D. 

and Suzanne C. Draghi, M.D., both of 
Cornell University Medical College and 
Payne Whitney Clinic 


A comprehensive guide to all aspects of 
the nature, causes, and management of 
depression. Delivers new insights in 
Original articles by leading authorities in 
psychiatry, psychology, biochemistry, and 
the behavioral sciences. Covers intra-and 
interpersonal dynamics, family treatment, 
and environmental variables in the etiology 
of depression; helps in recognizing and 
managing suicidal patients; discusses 
sleep changes and affective illness, and 
much more. 1975, approx.432 pp., $19.95 


*2. HALLUCINATIONS: 
Behavior, Experience, and Theory 
Edited by Ronald K. Siegel, M.D. and 
Louis J. West, M.D., both of the University 
of California, Los Angeles 


Examines hallucinations as occurring on 
the same continuum as "real" perceptions, 
leading to clearer distinctions between 
different kinds of experience. Presents 
current research methodologies, as well as 
a unique collection of color illustrations of 
hallucinations which, with the volume's 
vivid phenomenological descriptions, 
enable the reader to “see” another's 
hallucinations. Reports of current research 
by the leading workers in the field help 
explain possible mechanisms of action. 
Fall 1975, approx. 528 pp. 52 illus., 

tent. $25.00 


*8. PROTECTING 
PSYCHIATRIC PRIVACY: 
Computer Systems and Their Uses 
Edited by Eugene M. Laska and 
Rheta Bank, both of the Rockland Research 
Center, Orangeburg, New York 


Expert contributors show how computers 
can be used as clinical instruments in 
diagnosis, treatment, and monitoring; as 
administrative instruments in planning, 
resource allocation and peer review; as 
research tools; and as libraries of infor- 
mation about patients, therapies, trends 
and treatment modes. Describes the Multi- 
State Information System (MSIS), the 
nation's largest automated psychiatric 
information system, including the benefits 
the system has provided for improved 
delivery of mental health services. 

Fall 1975, approx. 416 pp. tent $19.95 


4. MEDICAL MALPRACTICE LAW 
By Angela Roddey Holder, J.D. 

Over 1,000 cited cases—from medical 
negligence to injuries to patients from 
electroshock therapy —clarify the most 
complex legal problems. The book spot- 
lights recent court decisions on such 
issues as compulsory sterilization, the 
medical and legal rights of patients invol- 
untarily committed to mental institutions. 
and the controversial problem of psycho- 


surgery and other medical experimentation. 


Milton Helpern hails MALPRACTICE as 
-...a tremendous storehouse of information 
on malpractice law: 1975, 561 pp., $22.50 


5. a) RESEARCH ADVANCES IN 
ALCOHOL AND DRUG 
PROBLEMS, VOL. I. 

Edited by Robert J. Gibbins, Yedy Israel. 
Harold Kalant, Robert Popham, 

Wolfgang Schmidt, and Reginald Smart, 
all of the Addiction Research Foundation, 
Toronto, Canada. Focuses on Drug 
Addiction. 1974, 428 pp., $22.00 


lw books 
for psychiatrists. 





You probably need 


*b) RESEARCH ADVANCES IN 
ALCOHOL AND DRUG 
PROBLEMS, VOL. II 
Edited by Robert Gibbins, Yedy Israel, 
Harold Kalant, Robert Popham, 

Wolfgang Schmidt, and Reginald Smart, 
all of the Addiction Research Foundation, 
Toronto, Canada. Focuses on Alcoholism. 
1975, approx. 384 pp., $24.00 





Visit the Wiley 

booth #A-2 at 

the annual APA meeting. 
in Anaheim, Calif. 


6. SEX DIFFERENCES 

IN BEHAVIOR 

Edited by Richard C. Friedman, M.D., 
Ralph M. Richart, M.D., and 

Raymond L. Vande Wiele, M.D., all of the 
International Institute for the Study of 
Human Reproduction, College of 
Physicians and Surgeons, Columbia 
University 


A topical assessment of the physiological, 
cognitive, perceptual and emotional factors 
involved in psychological functioning. 

1974 495 pp. 77 illus. $25.00 


John Wiley & Sons, Inc. 
605 Third Avenue 
New York, N.Y. 10016 
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Biomedical-Health Division 


John Wiley & Sons, Inc. In Canada 


Dept. 513 22 Worcester Rd. 
1 Wiley Drive, Somerset, New Jersey 08873 Rexdale, Ontario 
Gentlemen: 


Please send me the books checked below for a free 10-day examination. At 


return the order and owe nothing. 


| , 1-40615-5 
O 1. Flach, 1-26271-4 = s CE 1-29737-2 
[] *2. Siegel, 1-79096-6 I 

=- ' * b) Gibbins, 1-29738-0 


L] *3. Laska, 1-51831-1 [] 6. Friedman, 1-28053-4 


Free 10-day trial offer valid only in U.S. and Canada. Foreign orders 
accompanied by payment will be sent postpaid. 


Name -— 





Affiliation — _ 





Address 


Place order with your medical 
book dealer or send this coupon to 


the end of that time, if | am satisfied with my order, | will send you the amount 
indicated for each book received, plus postage and handling. Otherwise, | will 

















*A Forthcoming Book. Do not send cash. If you wish to order, 
we will bill you later. 


without notice. 


City/State/Zip 2 a 


Please add state and local taxes where applicable. Prices subject to change 
A 5054-MD 
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patients mostin need of 

phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive, dyskinesia, and in some instances may aggravate 
or unmask such symptoms. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 





. TABLETS: 0.5 mg, 1 mg, and 2 mg 
-. INJECTION: 1.0 mg/ml 


 COGENTIN 


(Benztropine Mesylate | MSD) 
helps alleviate most | 
. phenothiazine-induced 


r * 


extrapyramidal symptoms | 


In a recent study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
pyramidal symptoms. Patients experienced 
relief of such symptoms as facial and hand 
_tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 


1. Neu C, Dimascio A, Demirglan E; Antiparkinson medication in the treatment of 
extrapyramidal side effects: single or multiple daily doses? Curr Ther Res 14:246, 


. May 1972. 


impaired. Occurrence of glaucoma is a possibility; probably should not be used In angle- | 


closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antlhistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
In swallowing or speaking, or loss of appetite and weet reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
sionally requires discontinuatlon. 


Note: Large doses generally cannot be tolerated by older patients, thin p tients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outiook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 


reduce gradually. When benztropine. mesylate is used with levodopa the usual dose of . 


each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
as tardive dyskinesia, usually do not respond to the drug. 

How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1006; injection, 
contalning 1.0 mg banztropine mesylate and 9.0 sodium chloride per ml, in 2-m! ampuls. 


For more detailed information, consult your MSD representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa, 19486 
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Facts ‘about dosage 
schedules of 


^ COGENTIN 
. (Benztropine Mesylate| MSD) 


in treating drug-induced 
extrapyramidal symptoms . - 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 


- dosage of COGENTIN is lto4mg ' . 


once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are . 
able to take oral medication. 

When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are . 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see full prescribing information. . 





ANTABUSE: “Social security” 
for the alcoholic who wants 


to stop drinking... 














The temptation is resisted, 
ANTABUSE (disulfiram) represents 
the security alcoholics need 


in any situation. They are à 
better able to abstain from 

drinking because they know the | 
consequences of taking "even one." 


until psychiatric support 


can i the rest 
Undoubtedly it will take 
considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

"v selected the patients 
who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portiveresourcesinthe community. 

In the meantime, ANTABUSE can help =e- 
the chronic alcoholic abstain from drinking. ; 
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3RIEF SUMMARY 
For full prescribing information, 
;ee package circular.) 


ANTABUSE’ (disulfiram) in Alcoholism 


NDICATION: ANTABUSE isan aid inthe manage- 
nent of selected chronic alcoholic patients who 
vant to remain in a state of enforced sobriety so 
hat supportive and psychotherapeutic treatment 
nay be applied to best advantage. (Used alone, 
without proper motivation and without suppor- 
ive therapy, ANTABUSE is not a cure for alco- 
Yolism, and it is unlikely that it will have more 
han a brief effect on the drinking pattern of the 
hronic alcoholic.) 


“ONTRAINDICATIONS: Patients who are re- 
eiving or have recently received metronidazole, 
'araldehyde, alcohol, or alcohol-containing 
reparations, e.g. cough syrups, tonics, and the 
ke, should not be given ANTABUSE. 


\NTABUSE is contraindicated in the presence of 
evere myocardial disease or coronary occlusion, 
)sychoses, or hypersensitivity. 








WARNINGS: ANTABUSE should never be 
administered to a patient when he is in a state 
of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives 
accordingly. 





[he patient must be fully informed of the 
\NTABUSE-alcohol reaction. He must be strongly 
:autioned against surreptitious drinking while 
aking the drug, and he must be fully aware of 
)ossible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
otions and back rubs. He should also be warned 
hat reactions may occur with alcohol upto 14 
lays after ingesting ANTABUSE. 


"HE ANTABUSE-ALCOHOL REACTION: 

ANTABUSE plus alcohol, even small amounts, 
yroduces flushing, throbbing in head and neck, 
hrobbing headache, respiratory difficulty, nausea, 
:opious vomiting, sweating, thirst, chest pain, 
;alpitation, dyspnea, hyperventilation, tachycar- 
lia, hypotension, syncope, marked uneasiness, 
veakness, vertigo, blurred vision, and confusion. 
n severe reactions there may be respiratory 
lepression, cardiovascular collapse, arrhythmias, 
nyocardial infarction, acute congestive heart 
ailure, unconsciousness, convulsions, and death. 


he intensity of the reaction varies with each 
ndividual, but is generally proportional to the 
imounts of ANTABUSE (disulfiram) and alcohol 
ngested. Mild reactions may occur in the sensi- 
ive individual when the blood alcohol concentra- 
ion is increased to as little as 5 to 10 mg. per 

00 cc. Symptoms are fully developed at 50 mg. 
ver 100 cc., and unconsciousness usually results 
vhen the blood alcohol level reaches 125 to 

50 mg. 


‘he duration of the reaction varies from 30 to 60 
ninutes to several hours in the more severe cases, 
xr as long as there is alcohol in the blood. 


JRUG INTERACTIONS: Disulfiram appears to 
lecrease the rate at which certain drugs are me- 
abolized and so may increase the blood levels 
ind the possibility of clinical toxicity of drugs 
'iven concomitantly. 


Jisulfiram should be used with caution in those 
yatients receiving diphenylhydantoin and its con- 
feners, since toxic levels of these antiepileptic 
igents have been reported during concomitant 
lisulfiram therapy. 


t may be necessary to adjust the dosage of oral 
inticoagulants upon beginning or stopping 
lisulfiram, since disulfiram may prolong pro- 
hrombin time. 


"atients taking isoniazid when disulfiram is given 
inould be observed for the appearance of un- 
iteady gait or marked changes in mental status and 
he disulfiram discontinued if such signs appear. 


:ONCOMITANT CONDITIONS: Because of the 
xossibility of an accidental ANTABUSE-alcohol 





reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 

the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 


a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction has 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 

HOW SUPPLIED: No. 809 — Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES 
New York, N.Y. 10017 


yerst. 
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First day in the hospital and 
all efforts will be directed toward 
returning her to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients with mixed 
anxiety-depression 


Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 

Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 

Adverse Reactions: Centra/ Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. B/ood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity—Jaundice, biliary 
stasis. Cardiovascular Effects—Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
Or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome. 74.199 SANDOZ 


SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 


THE AMERICAN JOURNAL OF PSYCHIATRY 


Some Characteristics of Psychiatric Residency Training Programs 


BY LEE GUREL, PH.D. 


The author summarizes responses to a major 
questionnaire survey of psychiatric residency training 

- programs. In addition to providing objective data on 
residents, training staff, and on the training institution 
and its related facilities, the author presents information 
drawn from the narrative responses to questions on 
major issues facing psychiatry. These include training for 
dealing with critical social problems, recruitment of 
minority group trainees and faculty, and training in 
interdisciplinary collaboration and preparation for work 
with paraprofessionals. It is hoped that these data will 
facilitate answers to questions about the training 
psychiatrists should receive in the future by providing 
information about training programs in the immediate 
past. 


THE PURPOSE of this study was to obtain quantitative de- 
scriptive data about psychiatric residency training pro- 
grams. Conducted at a time when psychiatric practice 
and education are being subjected to criticism both from 
within (1, 2) and without (3, 4), the study was expected to 
bring to light findings that would be useful in understand- 
ing current emphases in training. 

A familiar truism holds that change is one of the un- 
changing facts of life. This study was conducted during a 
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period of accelerated change in the conditions influencing 


the delivery of psychiatric services (5). As one psychia- 
trist expressed it, “We live in a time when nearly every 
psychiatric program in the country is undergoing critical 
evaluation and, in some cases, major changes" (6). _ 

This atmosphere of evaluation and change undoubt- 
edly affected the conduct of the study. While our major 
purpose was to assemble heretofore unavailable “hard” 
data about the scope and nature of residency training, we 
also sought to address certain emerging and/or con- 
troversial issues; these issues will be identified and dis- 
cussed. | 


METHOD 


All active programs approved by the AMA’s Resi- 
dency Review Committee for training in general and/or 
child psychiatry (N - 288) were sent questionnaires in two 
mailings in the spring and fall of 1972. The programs are 
categorized by program type, site, and sponsorship in 
table |. To facilitate presentation, programs were 
grouped into the four categories indicated by the boxes in 
the table. It can be seen, for example, that one box en- 
compasses the 28 programs offering child psychiatry 
training only and that another surrounds the 6--67-- 10+ 
11--4 «98 programs in psychiatric hospitals not operated 
in conjunction with a medical school. The four categories 
wil be identified as child programs (N=28), mental 
hospital programs (N=98), medical school programs 
(N =97), and other programs (N =65)—the latter were in 
free-standing child/community clinics/centers or in gen- 
eral hospitals that were not medical school primary 
teaching sites. 

The questionnaires requested objective information 
about residents, training staff, and the training institution 
and its affiliated facilities. In addition, training directors 
were asked to provide narrative responses regarding a se- 
ries of issues that were of particular interest to the Na- 
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TABLE 1! 
Psychiatric Residency Training Programs by Type, Site, and Sponsor- 
ship 





Type of Program 


Combined 
Child/ 
Child General General Total 


Site and Sponsorship (N«28) (N-162) (N=98) (N=288) 





Psychiatric hospital, 
nonmedical school (N = 100) 


Federal 6 — 6 
Other public 67 10 78 
Private if 4 16 
Psychiatric facility in 
medical school (N =99) 
In public university 16 38 55 
In private university 13 27 41 
Other 2 ] 3 


Psychiatric unit in nonmed- 
ical school general hos- 
pital (N = 68) 

Federal 
Other public 
Private 

Nonhospital clinic/center 

(N «21) 
Federal 
Other public 
Private 





tional Institute of Mental Health (NIMH) staff involved 
in initiating the study. These had to do with child mental 
health, community psychiatry, recruitment of minority 
group trainees and faculty, training for increased under- 
standing of minority cultures, training in interdiscipli- 
nary collaboration and work with paraprofessionals, 
training to deal with critical social problems, and train- 
ing in acquiring skills in community consultation, com- 
munity organization, child advocacy, program adminis- 
tration, and program evaluation. Narrative responses 
were subjected to content analyses. 


Response Rate 


All of the 288 programs surveyed eventually responded 
with data on their residents. The information requested 
on staffing and other program characteristics was sup- 
plied by 234 programs; 32 more reported just the staffing 
information. Ratings of the quality and quantity of re- 
sponses from the 234 programs with complete quan- 
titative data indicated that 148 (63 percent) could be con- 
sidered good or excellent, 31 percent fair, and 6 percent 
poor. 

The response to our request for narrative comments 
was considerably less satisfactory. Of the 234 programs 
with complete quantitative data, fewer than half (47 per- 
cent) had responses that were rated as satisfactory; more 
than one-third (37 percent) either did not respond or gave 
minimal and inadequate responses. The remaining 16 
percent of the responses were considered minimal and 
barely adequate. 
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RESULTS 


Table 1 shows that of the 288 programs, 28 offered 
training only in child psychiatry, 162 only in general psy- 
chiatry, and 98 in both general and child psychiatry. 
Most programs were in psychiatric hospitals that were 
not part of a medical school (N 2100) or in psychiatric 
facilities that were functionally or administratively part 
of a medical school setting (N 299). The remainder were 
located in facilities associated with general hospitals that 
were not part of a medical school setting (N —68) or in 
clinics or centers not associated with a medical school or 
with either hospital setting (N «211. 

The type of training offered was related to program 
sponsorship and location. At the psychiatric hospitals (al- 
most all of which were state mertal hospitals) training 
was typically in general psychiatry only. Programs in 
general psychiatry also predominated, although to a 
lesser degree, in general hospitals that were not part of a 
medical school complex. On the other hand, two-thirds of 
the programs in medical school settings offered both ba- 
sic training in general psychiatry and advanced training 
in child psychiatry. 

The 288 programs were located in 43 states, Puerto 
Rico, and the District of Columbia. It is striking that al- 
most half of the programs (47 percent) were located in 
the 11 northeastern states and the District of Columbia. 
Also of interest is the fact that mental hospital programs 
were more frequently located in this northeastern area 
than were medical school programs, whereas the reverse 
was true in the rest of the country. 


Residents 


A total of 4,750 residents were reported in training on 
September 1, 1972.! Table 2 shows their placement by 
program type and by year of training. Fully 90 percent of 
the residents were in the first three years of training and 
10 percent were in advanced train:ng, mostly in child psy- 
chiatry. With respect to the four categories described pre- 
viously, only 2.1 percent of the residents were in the 28 
child programs; more than half (53 percent) were in the 
97 programs in medical schools that were not exclusively 
child psychiatry programs. 

The number of residents varied from none in 6 pro- 
grams (which did not, however, consider themselves in- 
active or in the process of closing down) to 110 in the case 
of a consolidated program comprised of 3 semi- 
autonomous programs. The median number of residents 
per program was 12.5. 

Programs in New York State had 20.2 percent of all 
trainees and California had 12.5 percent. These were fol- 
lowed in descending order by Massachusetts, Pennsylva- 
nia, Ohio, Michigan, Illinois, Maryland, Connecticut, 
and Missouri. The programs in these 10 states had 3,344 
residents, or 70.4 percent of the total. 


‘Follow-up a year later indicated that several of the residents had an 
ambiguous status and probably should no: have been reported. 


TABLE 2 
Distribution of Residents by Year and Type of Program 


First Second 
(N = 1,541) (N = 1,389) 

Type of Program N Percent N Percent 
Child (N =28) 7 7.0 9 9.0 
Mental hospital (N = 98) 438 34.1 398 31.0 
Medical school (N 297) 820 32.6 722 28.7 
Other (N 2 65) 276 32.6 260 30.7 
Staffing 


Instructions for reporting teaching staff called for ex- 
cluding staff who did not hold officially designated posi- 
tions, who did not regularly do didactic or clinical teach- 
ing of psychiatric residents, and who possibly interacted 
only casually with residents. Consultants and lecturers 
were not to be reported unless they were both regularly 
scheduled and averaged at least one hour a week with 
residents. Data-handling procedures were designed to 
provide an unduplicated count of staff within the unit of a 
program and its associated facilities. However, a particu- 
lar individual could have been reported by more than one 
program (e.g., a faculty member who worked part-time 
in more than one program). 

More than 8,000 psychiatrists were reported to be 
teaching in residency programs. Even though this figure 
does not necessarily reflect 8,000 separate individuals, 
particularly among the more than 5,000 part-time people, 
there can be little doubt that a considerable proportion of 
the nation's psychiatric manpower is involved in the 
training of future psychiatrists. 

Table 3 presents a breakdown of psychiatrists in terms 
of board certification and full-time versus part-time in- 
volvement for the 266 programs that responded fully to 
the set of staffing items. Part-time appointments were rel- 
atively more frequent in child psychiatry training pro- 
grams and least frequent, relatively speaking, in the case 
of mental-hospital-based programs. For the three pro- 
gram types other than those based in mental hospitals, 
both part-time and full-time faculty were more often 
board certified than not. In the mental-hospital-based 
programs, however, less than one-third of the full-time 
psychiatric teaching staff were certified. 

Only 302 full-time and 424 part-time neurologists were 
reported to be involved in psychiatric residency training. 
The neurologists were more likely than the psychiatrists 
to be board certified (76 percent versus 56 percent), and 
they were somewhat more often full-time (42 percent ver- 
sus 37 percent). 

Data about other teaching staff are reported in table 4. 
The category of social scientist included social workers, 
sociologists, anthropologists, etc.; physical scientist in- 
cluded biologists, chemists, etc.; and other physicians in- 
cluded all M.D.s and D.O.s who were not psychiatrists or 
neurologists. Perhaps the most noteworthy finding re- 
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Year of Training 
Third Fourth Fifth 
(N = 1,345) (N = 348) (N = 127) Total 
N Percent N Percent N Percent (N=4,750) 
28 28.0 39 39.0 17 17.0 100 
342 26.6 58 4.5 49 3.8 1,285 
746 29.6 192 7.6 39 1.5 2,519 
229 27.1 59 7.0 22 2.6 846 
TABLE 3 
Number of Psychiatrists Teaching in Residency Programs 
Type of Program 
Mental Medical 
Psychiatrists on Child Hospital School Other Total 


Faculty (N=17) (N=94) (N-95) (N=60) (N=266) 


Board certified 


Full-time 24 332 997 272 1,625 

Part-time 74 618 1,758 656 3,106 

Total 98 930 2,755 928 4,731 
Noncertified 

Full-time 8 718 538 24] 1,505 

Part-time 44 461 1,113 590 2,208 

Total 52 1,179 1,651 831 3,713 
Both certified and 

noncertified 

Full-time 32 1,050 1,535 513 3,130 

Part-time 118 1,079 2,871 1,246 5,314 

Total 150 2,129 4,406 1,759 8,444 
TABLE 4 


Number of Other Physicians, Psychologists, Social Scientists, and 
Physical Scientists Teaching in Residency Programs 


Type of Program 
Mental Medical 
Child Hospital School Other Total 

Classification (N=17) (N=94) (N=95) (N=60) (N=266) 
Other physicians | 

Full-time 0 233 242 26 501 

Part-time 4 144 147 39 334 

Total 4 377 389 65 835 
Psychologists 

Full-time 42 359 684 275 1,360 

Part-time 57 193 366 138 754 

Total 99 532 1,050 413 2,114 
Social scientists 

Full-time 74 908 927 440 2,349 

Part-time 54 225 306 124 709 

Total 128 1,133 1,233 564 3,058 
Physical scientists 

Full-time l 71 168 46 286 

Part-time 0 25 53 6 84 

Total l 96 221 52 370 
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TABLE 5 


Number of Programs Offering Experience with Selected Patient Types/ Conditions 


tt A EA UM. LEM... LL 


Type of Program 
Mental Medical 
Child Hospital School Other Total 
(N =9) (N- 89) (N =86) (N-50) (N =234) 

Patient Type/Condition N Percent N Percent N Percent N Percent N Percent 
i a a a a ee 
Neurosis/behavior disorder, child/ 

adolescent 9 100 77 87 79 92 42 84 207 88 
Psychosis/autism, child/adolescent 9 100 69 78 74 86 36 72 188 80 
Juvenile delinquency 5 56 26 29 35 41 18 36 84 36 
Drug abuse, child/adolescent 5 56 16 18 30 35 H 22 62 26 
Psychophysiologic disorder, child/ 

adolescent 7 78 75 84 76 88 47 94 205 88 
Mental retardation 8 89 53 60 4i 48 19 38 121 52 
Neurosis, adult 2 22 88 99 86 100 50 100 226 97 
Acute psychosis, adult 2 22 88 99 86 100 50 100 226 97 
Chronic psychosis, adult — — 85 96 62 72 3l 62 178 76 
Organic brain syndrome 4 44 68 76 40 47 30 60 142 61 
Alcoholism 2 22 84 94 80 93 49 98 215 92 
Drug dependency, adult 2 22 T3 82 76 88 49 98 200 85 
Personality disorders 7 78 70 79 68 79 45 90 190 81 
Disorders of the aged = — 59 66 38 44 29 58 126 54 
Medical /surgical patients 5 56 42 47 73 85 47 94 167 71 
Other* 3 33 16 18 12 14 12 24 43 18 





* Aimost exclusively acute situational or transient disorders. 


flected in table 4 is the relatively large number of psychol- 
ogists and social scientists reported to be involved in 
teaching residents. Especially remarkable is the relatively 
higher proportion of full-time appointments for these 
groups compared with psychiatrists and neurologists. 


Patient Contact 


The availability to residents of experience with selected 
patient types and conditions was tabulated for the 234 
programs that returned complete responses regarding 
this issue and the issues dealt with in the two following 
paragraphs. These data are presented in table 5, which in- 
dicates results generally in line with expectations for the 
particular program types. For example, with the ex- 
ception of most of the child programs and | mental hos- 
pital program, all programs saw neurotic and acutely 
psychotic adults; all child programs saw neurotic and 
psychotic/autistic children. 

Alcoholic and drug-dependent adult patients were seen 
in a surprisingly high proportion of the non-child pro- 
grams (92 percent and 85 percent, respectively). On the 
other hand, juvenile delinquents, young drug abusers, and 
patients with organic brain syndromes were seen in fewer 
programs than many authorities would probably have 
anticipated. 

It was found that an average of 11 of the 16 listed con- 
ditions were seen in the 3 non-child program categories, 
with a range from 16 down to only 3 in the case of | men- 
tal hospital program. Thus it appears that some training 
programs are based in rather specialized settings and that 
arrangements for experiences in other settings are lim- 
ited. However, it should be noted that these data reflect 
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the availability of certain kinds of patients; whether resi- 
dents actually saw patients of the particular types was not 
determined. 


Treatment Modalities 


A related issue involves the extent to which specified 
treatment methods were in use at the program and its as- 
sociated facilities. It is evident from the data in table 6 
that certain methods were practically universal—individ- 
ual psychotherapy, group psychotherapy, psychotropic 
drugs, crisis intervention, and, to a slightly lesser extent, 
electroconvulsive therapy. On the other hand, insulin 
coma/subcoma therapy, carbon dioxide therapy, psycho- 
analysis (excluding psychoanalytically oriented psycho- 
therapy), sensitivity training/training laboratories, and 
psychodrama were used very infrequently. The “other” 
category produced many responses, 90 percent of which 
reported either hypnosis or other somatic treatment. Af- 
firmative responses ranged from 2 medical school pro- 
grams reporting the use of 13 modalities to 2 child pro- 
grams reporting | and 2 methods, respectively. The 
median number of modalities per program was approxi- 
mately 8. Again, the reader is cautioned that the data re- 
flect treatment methods in use at the program training 
site; the breadth or depth of experience of individual 
trainees 1s not known.? 


?A reviewer of this manuscript suggested that these data confirmed his/ 
her impression that programs overemphasize depth of experience in a 
few modalities at the expense of breadth of experience. He/she offered 
as an example of this the extreme difficulty of finding an otherwise well- 
trained psychiatrist who is competent and available to administer elec- 
troconvulsive therapy—especially on the east coast. 


TABLE 6 
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Number of Programs Offering Experience with Selected Treatment Modalities 


Type of Program 
Mental Medical 

Child Hospital School Other Total 

(N=9) (N =89) (N = 86) (N = 50) (N =234) 
Modality N Percent N Percent N Percent N Percent N Percent 
Psychotropic drugs 7 78 89 100 86 100 50 100 232 99 
Electroconvulsive therapy l 11 83 93 82 95 46 92 212 9] 
Insulin coma/subcoma therapy — — 2 2 4 5 2 4 8 3 
Carbon dioxide therapy — — 3 3 i ] l 2 5 2 
Individual psychotherapy 9 100 89 100 86 100 50 100 234 100 
Psychoanalysis, classical and variants a — 3 3 9 10 2 4 14 6 
Behavior modification, token economy 3 33 3l 35 38 44 13 26 85 36 
Group psychotherapy 8 89 89 100 86 100 50 100 233 99 
Sensitivity training/training laboratory — — 6 7 4 5 2 4 12 5 
Psychodrama ~= — 6 7 11 13 6 12 23 10 
Sociomilieu: self-government, attitude, 

etc. i |t 37 42 39 45 24 48 101 43 
Conjoint/family 7 78 49 55 67 78 34 68 157 67 
Crisis intervention, walk-ins, etc. 7 78 80 100 85 99 50 100 231 99 
Alcoholism clinic/program ] li 36 40 35 41 25 50 97 41 
Drug clinic/program 2 22 33 37 41 48 27 54 103 44 
Other 3 33 57 64 61 71 39 78 160 68 
TABLE 7 
Number of Programs Offering Training in Related Fields 
Type of Program 
Mental Medical 

Child Hospital School Other Total 

(N29) (N =89) (N =86) (N =50) (N = 234) 
Field N Percent N Percent N Percent N Percent N Percent 
Nursing affiliate 2 22 61 69 57 66 31 62 151 65 
Nursing clinical specialist l li 13 15 10 12 3 6 27 12 
Social work master’s/placement 5 56 48 54 59 69 37 74 149 64 
Psychology (doctoral) 4 44 50 56 63 73 31 62 148 63 
Mental health associate (A.A. degree) = — 6 7 2 2 ] 2 9 4 
Medical internship 6 67 53 60 83 97 44 88 186 79 
Rehabilitation specialist 2 22 41 30 27 31 15 30 71 30 
Speech and hearing (M.A., Ph.D.) — — l I — — l 2 2 l 
Dietetics ] 11 2 2 l ] 3 6 7 3 
Other 3 33 29 43 37 43 10 20 79 34 





Related Training Programs 


One of the objectives of a residency 1s to train the fu- 
ture psychiatrist to work in the collaborative multi- 
disciplinary arrangements that are increasingly common 
in mental health service delivery systems. Since shared 
training experiences are generally thought to foster the 
development of the skills and attitudes involved in effec- 
tive multidisciplinary effort, we collected data on the ex- 
tent to which training related to academic or professional 
requirements other than for medical specialists was of- 
fered at the program site and/or its associated facilities. 
The availability of 8 such training programs and the med- 
ical internship is shown in table 7. 

The medical internship was the most frequently re- 


ported related training experience: it was offered at 79 
percent of the programs and was almost universally 
available in medical school programs. A cluster of nurs- 
ing, social work, and psychology programs was next in 
frequency. Dietetic, speech and hearing, and mental 
health associate programs were rare, and there were 
fewer rehabilitation-type programs than might have been 
expected. 

In retrospect, the item on related training should have 
specifically mentioned 2 or 3 additional groups. Included 
within the "other" category are 42 programs in pastoral 
counseling and similar ministerial training; 15 pro- 
grams in vocational counseling, counseling and guid- 
ance, and/or subdoctoral psychology; and 7 programs in 
special education. A long list of other fields was com- 
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piled, but there were only | or 2 reports of each of these 
programs (law, pharmacy, hospital administration, etc.). 

In two-thirds of the programs, four or fewer kinds of 
related training programs were being conducted. As al- 
most 20 percent of the residency programs had no related 
training (or none other than medical internship), such 
common-site training must be considered surprisingly in- 
frequent, particularly in areas outside the traditional 
mental health professions. 


SOME SPECIAL ISSUES 


The status of certain aspects of residency training 
content can be adequately inferred from the quantitative 
data presented in the preceding section. Our results sug- 
gested that 1) opportunities for experience with certain 
patient conditions vary, 2) some content is essentially 
universal, 3) some content has been largely phased out 
(e.g., insulin coma and carbon dioxide therapies), and 4) 
still other content (e.g., behavior modification and socio- 
milieu methods) is available in only a small number of 
the programs. To complement those data, narrative re- 
sponses were elicited about what we perceived to be 
emerging emphases, points of controversy, or areas of 
suspected deficiency in psychiatric residency training. 

The reader is cautioned that the findings in the follow- 
ing paragraphs are subject to limitations of response bias. 
The kind of extended speculation that was included in the 
parent monograph on the possible reasons for (and the 
impact of) the lowered rate of response to this part of the 
survey cannot alter this central fact. There is simply no 
way of knowing how respondent and nonrespondent pro- 
grams differ and what influences operated to produce the 
selective response. What follows is based on the 162 pro- 
grams (56 percent) that returned usable responses on the 
seven issues. These responses varied from the single word 
"none" to 44 pages on one issue. 


Child Mental Health 


We initially assumed that because all of the programs 
surveyed were accredited, their didactic and clinical con- 
tent would meet the accreditation requirements of 


sufficient experience in child psychiatry . . . for the resident in 
general psychiatry to acquire an understanding of the biology 
of human growth and development and of the maturational 
process in infancy and childhood as influenced by the family 
and by the sociocultural milieu of which the family is a part. 
This knowledge should be imparted through formal didactic 
instruction and through supervised clinical experience with 
children. (7, p. 373) 


Our tabulations support the conclusion that the pro- 
grams varied widely in interpretation of the "sufficient 
experience" requirement. The responses ranged from 
that of 1 program which explicitly reported no child men- 
tal health content and no provision for placement at child 
facilities, through 2 programs in which such instruction 
was elective, to 40 programs with teaching and experi- 
ence throughout all three years. Although didactic in- 
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struction in normal development was frequently reported, 
only 8 programs reported provision for actual experi- 
ences with normal children; e.g., experience in well-baby 
clinics and observation of and/or participation in nursery 
school programs. One program reported experience with 
normal children throughout all three years of the basic 
residency, and 5 programs indicated opportunities for re- 
search in child psychiatry. 

There was little indication of experimentation with the 
child mental health curriculum; the few reported in- 
stances could not be considered major departures from 
the conventional. We do not know to what extent the pro- 
grams simply did not report innovative curriculum devel- 
opments because they were not directly requested to do 
so, but this could hardly explain the almost total absence 
of references to innovative approaches. 

The fact that child mental health content headed the 
list of issues of special concern in the survey suggests that 
the APA and NIMH personnel who planned the study 
may have questioned how well this content was being 
covered in basic psychiatry training programs. The data 
suggest that such doubts may be well founded. It appears 
that there is reason to doubt not only the adequacy of 
coverage of child mental health but even whether some 
programs continue to meet the minimum standards for 
approval. 


Interdisciplinary Collaboration 


Responses concerning the issue of interdisciplinary 
collaboration in psychiatric training were placed in five 
categories, as follows: 1) collaboration with other medi- 
cal specialties, e.g., "resident may be asked to consult to 
other parts of the hospital" (N«7); 2) joint seminars 
and/or conferences, i.e., participation in common didac- 
tic activities (N=15); 3) common assignment with other 
disciplines to patient caré situations, e.g., admission, 
patient planning, case review, or discharges (N «44); 4) 
an explicitly designed team approach to patient care in- 
volving joint decision making and shared responsibility 
(N =59); and 5) a strongly emphasized commitment to an 
explicitly designed team approach, with reciprocal train- 
ing and supervision (N =33). There were 3 instances of no 
response and | negative response. 

We found that 43 percent of the programs reported 
only a very rudimentary level of interdisciplinary collabo- 
ration, whether with medical colleagues or members of 
allied nonmedical professions. In spite of the fairly large 
numbers of nonmedical personnel and of nonpsychiatrist 
physicians involved in psychiatric education, it appears 
that systematic preparation for, exposure to, and in- 
volvement in interdisciplinary collaboration is quite min- 
imal for many psychiatric residents. This finding is con- 
sistent with our previously noted findings on the relative 
infrequency of common-site training. 


Working with Paraprofessionals 


Having noted the limited preparation of residents for 
interdisciplinary collaboration, we do not find it surpris- 
ing that preparation for work with paraprofessionals was 
reported to be even more limited. In fact, it was often un- 


clear whether the respondents distinguished the unique 
connotation of the term “paraprofessional ’—some ob- 
viously equated “paraprofessional” with “‘multi- 
disciplinary’ and reported material on social workers, 
psychologists, and other physicians.’ Despite these mis- 
understandings, program responses clearly indicated 
little if any systematic preparation of residents for work 
with paraprofessionals. In fact, not one response could be 
interpreted as describing such preparation. 

Many respondents did report the availability of oppor- 
tunities for working with paraprofessionals by virtue of 
on-the-job contact and daily interaction. Several re- 
spondents turned the issue around and described situ- 
ations in which residents were teaching paraprofessionals 
rather than being taught to work with the para- 
professional. 

Clearly, training programs provide little systematic 
preparation for residents to work collaboratively with ei- 
ther the more traditional multidisciplinary mental health 
team or the newer paraprofessional. This is not to say 
that the contributions of nonpsychiatrist groups were un- 
recognized or denigrated—in fact, a number of respon- 
dents offered testimonials to their importance. Rather, it 
appears that there is a widespread albeit implicit assump- 
tion that simple exposure to other mental health workers 
is all that is necessary to enable the resident to work ef- 
fectively with them. Alternatively, it is possible that the 
importance of explicit training for work with other pro- 
fessionals and paraprofessionals is recognized but is not 
considered sufficiently important to warrant inclusion in 
an already heavy training regimen. Whatever the ex- 
planation, it is clear that preparation of residents to work 
with other personnel is at best informal and more often 
than not nonextstent. 


Recruitment of Minorities and Understanding Other 
Cultures 


Content analyses in this area were organized within 
three general categories of response: mechanisms for re- 
cruitment, numbers of minority residents and faculty, 
and efforts to promote understanding of minority sub- 
cultures. 

Recruitment. Five types of responses regarding re- 
cruitment efforts could be distinguished: I) statements 
that no special effort was being made but that discrimina- 
tion was not practiced (N 242); 2) generalized, unspecific 
statements that efforts to recruit minorities had been 
made (N =56); 3) statements that a minimal level of affir- 
mative action was being implemented, e.g., advertising in 
professional and/or minority publications or letters to 
medical schools and to graduating medical students (N = 
16); 4) statements indicating a strong affirmative action 


This paper follows the convention of defining the paraprofessional role 
as working directly with clients, under general (as opposed to close, con- 
tinuing) professional supervision, and for which brief, intensive, special- 
ized training is usually required, typically at the sub-baccalaureate 
level, as opposed to a role requiring possession of (or working toward) a 
terminal degree defining a journeyman level for a given field. Typically 
regarded as paraprofessionals are physicjan assistants, indigenous men- 
tal health workers, new careerists (usually with the A.A. degree), drug 
counselors, etc. 
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program, evidenced by recruitment efforts directed spe- 
cifically toward medical schools with large minority pop- 
ulations by letters to deans, visits to the schools, and dis- 
cussions with their students, and by personal contact with 
other minority psychiatrists (N «12); and 5) no response 
(N « 36). 

Numbers of minority residents and faculty. Although 
they were not specifically asked to do so, 27 programs 
volunteered specific numbers of minority trainees and 
faculty. These data are at best suggestive— we do not 
know, for example, whether other programs could have 
responded with numbers or whether foreign medical 
graduates were reported as blacks, Spanish-speaking, etc. 
The desirability of more systematic data in this area is 
obvious. 

Understanding of minority subcultures. There were 52 
programs that did not address this issue and 5 that simply 
indicated no efforts in the direction of furthering resi- 
dents' understanding of minority groups or foreign cul- 
tures. Among the remaining 105 respondents, 46 in- 
dicated that residents were exposed to experiences with 
minority group members in the course of everyday con- 
tact with patients and other staff and/or as a result of 
placements in community settings. Fifty-nine programs 
indicated an explicit effort in this area either through di- 
dactic instruction alone (N=29) or instruction plus the 
kinds of exposure just described (N =30). Instructional 
mechanisms included informal discussions, lectures, sem- 
inars, and workshops. 

A recurring theme among the respondents was that in 
spite of their efforts and good intentions they had not 
been able to recruit women and minority group members 
simply because they were not available. A common ob- 
servation concerned the necessity for increasing the num- 
ber of minority group applicants to medical schools be- 
fore there could be an increase in minority persons in the 
basic psychiatry residency program. Other comments 
suggested that although the area of minority group re- 
cruitment is being addressed with less than universal and 
vigorous attention, there is a growing awareness of the is- 
sues, and a few attempts have been made to resolve them. 
For example, several programs indicated that they pro- 
vided or were planning to provide opportunities for resi- 
dents to learn Spanish. Six programs noted special 
scheduling provisions for women residents. 


Training To Deal with Social Problems 


Responses to this item separated the issue of social 
problems into three components: 1) alcoholism and drug 
dependency as medical problems; 2) alcoholism and drug 
dependency as social problems; and 3) racism, poverty, 
etc., as related but separable problems. 

Alcohol and drug abuse. Training programs accepted 
responsibility for preparing residents to deal with alcohol 
and drug abuse—in sharp contrast to other issues dealt 
with in this section. Excluding several ambiguous re- 
sponses and nonresponses, there was clear indication that 
instruction in the medical management of alcoholism and 
drug dependency was offered. The content of such in- 
struction consisted for the most part of emergency man- 
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agement of toxic conditions, pharmacological methods to 
treat alcoholism and drug abuse, and psychotherapeutic 
emphases in longer-term management. The programs in- 
dicated (specifically, in some cases) that alcoholism and 
drug abuse had long been recognized as among the prob- 
lems psychiatrists deal with and need to be trained for. 

Surprisingly, most of the training and experience in 
these areas occurred either in the classroom or in a hospi- 
tal-based setting; for every instance of teaching/experi- 
ence in a nonhospital community setting there were three 
instances in the classroom and/or hospital. 

In contrast to training in medical management, little 
mention was made of training to deal with drug and alco- 
hol abuse as social problems—granting, of course, that 
the distinction between medical and social problems is 
necessarily arbitrary. Attention to alcoholism and drug 
abuse as social problems could be discerned only in re- 
ports of the involvement of residents in walk-in crisis 
clinics, “hot line" services, halfway houses, etc. 

Racism, poverty, etc. Responses regarding racism and 
poverty generally fell into two categories, one that ques- 
tioned whether these were legitimate concerns of psychi- 
atric training, and another that took the position that 
these problems were simply too broad and too pervasive 
to be addressed by psychiatry. The only affirmative re- 
sponses reflected programs that conveyed information to 
residents about the availability of welfare resources, both 
social and financial, and the complexities of welfare sys- 
tems. 

Other problems. Eleven programs extended their nar- 
rative descriptions of training in critical social problems 
beyond the issues suggested in the question. Six of these 
reported didactic content in the areas of suicide, aging, 
unemployment, unwed mothers and unwanted preg- 
nancy, therapeutic abortion, women’s liberation, crimi- 
nal or antisocial and aggressive behavior, and the psychi- 
atric role in draft deferment. Three of the 11 programs 
reported the availability of clinical experience in geriatric 
settings. 


Community Psychiatry 


Responses to this item were classified within a series of 
categories of increasing involvement: 

1. No content in community psychiatry (N =2). 

2. General, unspecified statements of content (N 2 5). 

3. Didactic training only (N = 10). 

4. Didactic training plus clinical experience in hospital 
service areas (N=13). Community involvement in this 
category was so classified largely as a result of dealing 
with families of patients and with community agencies 
referring patients. 

5. Didactic training and hospital-based experience, 
plus service and/or consultation with agencies such as 
schools, jails, prisons, other general hospitals, visiting 
nurses, courts, children’s centers, etc. (N=58). These 
served a specific community program rather than a 
broader geographic area. 

6. Didactic training, in-hospital service, contact with 
community agents, and experience at comprehensive 
mental health centers serving entire catchment areas 
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(N «43). Opportunities for training at this level included 
not only center services but also the outreach programs 
they conducted. 

7. All of the training options in the previous category 
plus additional elective experience in community psychi- 
atry in extensive and/or innovative areas (N=31). This 
category included opportunities in evaluation and devel- 
opment of mental health delivery systems, in health 
maintenance organizations, industrial consultation, 
multiple outreach or satellite clinics, research and eval- 
uation, training programs for paraprofessionals, in- 
novative treatment approaches, and programs unique by 
virtue of size, geography, and/or multiplicity of services, 

About half of the respondents (46 percent) reported a 
level of training in community psychiatry beyond what 
could be considered the traditional pattern of didactic in- 
struction, hospital-associated experience, and consulta- 
tion with community agencies. Other evidence lends sup- 
port to the impression that the movement into the 
community is increasing. One respondent stated, “The 
concepts of community psychiatry have not been central 
in the development of our training program to date. The 
pressures of the current events are moving us in that di- 
rection now." It is probable that the 46 percent of the 
programs reporting extensive community involvement 
represent the cutting edge of a trend. Seven programs re- 
ported that their residents received part of their training 
at I of 3 training programs in community psychiatry— 
the Center for Training in Community Psychiatry and 
Mental Health Administration at the University of Cali- 
fornia, Berkeley, the Laboratory for Community Psychi- 
atry at Harvard, and the Community Psychiatry Train- 
ing Program at Yale. 


Teaching of New Skills 


Under the heading of "new skills," the program direc- 
tors were asked to describe training content in five areas: 
community consultation, community organization, child 
advocacy, administration, and program evaluation. With 
the partial exception of community consultation, there 
were far fewer affirmative responses on these items than 
on the preceding issues. The low level of the responses 
could have resulted from the fact that these issues were 
addressed at the end of a time-consuming task to which 
many respondents had obviously devoted considerable 
thought. In addition, a number of respondents explicitly 
questioned whether two of the areas in this section, com- 
munity organization and child advocacy, had a legitimate 
place in the basic residency program. 

Community consultation. Responses to the issue of 
community consultation were generally in line with our 
earlier finding that fewer than half of the programs had 
moved beyond a fairly traditional pattern of involvement 
with community-based agents and agencies. 

Of the 162 programs (one of which did not respond) 82 
indicated little or no training content or experience in 
community consultation. The largest single type of in- 
volvement was rotation in community-based clinics and 
community mental health centers (N=61). Twenty-four 
programs reported consultation or other participation by 


their residents in the schools, and 20 reported in- 
volvement of residents in some facet of the legal-judicial- 
prison system. In all, 46 programs (28 percent) were 
rated as reporting substantial involvement and/or ex- 
plicit didactic content in community consultation. 

Community organization. This area was rarely re- 
ported as being covered in training program curriculums. 
As already noted, several respondents volunteered the 
opinion that community organization was not an area of 
psychiatric expertise and/or concern. The 14 affirmative 
responses indicated that coverage was achieved largely 
through practicum assignments rather than didactic in- 
struction. Placement sites included satellite and outreach 
activities of a teaching hospital, advisory councils of 
community mental health centers, a health maintenance 
organization, a metropolitan health planning agency, and 
a military community. 

Child advocacy. Only six programs cited specific in- 
stances of residents’ participation in child advocacy ef- 
forts; interestingly, only 1 instance was within a school 
system. Other activities included consultation to legisla- 
tors and lobbying for legislation, consultation with legal 
personnel about the civil rights of children, and in- 
volvement in a child advocacy program funded by an Of- 
fice of Economic Opportunity grant. 

It is difficult to know how much of the involvement in 
child advocacy represented an emphasis on the part of 
the training program and how much reflected an individ- 
ual's pursuit of his/her personal interests. Because the 
distinction was not always clear, essentially personal ac- 
tivities that reflected the resident's role as a citizen rather 
than as a psychiatrist in training (e.g., letter writing, 
speaking to activist groups, etc.) were not tabulated as af- 
firmative responses. 

Administration. The inclusion of administration in this 
section reflects the fact that there has to date been little 
formal preparation of psychiatrists to assume adminis- 
trative responsibilities. Data abstracted from program 
responses—over one-fourth simply ignored the issue—in- 
dicate that only 8 programs offered didactic material 
oriented toward developing administrative skills. An 
additional 28 programs reported that experience require- 
ments were structured to increase the resident's admin- 
istrative know-how above what would normally be 
learned by assignment as a ward administrator or as chief 
resident. That formal training in administration was not 
commonly seen as a component of the residency program 
could also be inferred from respondents' references to the 
availability of such training at the Harvard and Berkeley 
facilities. 

Program evaluation. Response to this question was 
similar to the responses for training in community orga- 
nization, child advocacy, and administration. Only 13 of 
the 27 programs responding affirmatively addressed pro- 
gram evaluation in any direct sense; the others responded 
in terms of teacher evaluation and self-assessment. Par- 
ticipation in activities that might reasonably be consid- 
ered evaluation took place primarily within the teaching 
hospital setting. Activities consisted of participation in 
programs of consumer evaluation and of apprenticeship- 
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type assignments in efforts to evaluate service agencies 
under a grant or contract. 


COMMENT 


It has been said that the transition from the 1960s to 
the 1970s was marked by a general disillusionment with 
science and technology as a basis for improving the hu- 
man condition. The parallel growth of humanistic philos- 
ophies brought an increased concern with the quality of 
human life and a view of health as one of the basic rights 
of people. These emphases, among others, have resulted 
in an increased demand for mental health services in gen- 
eral and for psychiatric services in particular. 

However, social change has done more than merely ex- 
pand the public's demand for an increased quantity of 
psychiatric services. Attempts to make these services 
more available and accessible have emerged from the 
crucible of governmental-professional interaction. They 
have been expressed in the form of differential govern- 
ment support for certain kinds of programs and mental 
health delivery systems. The results of these efforts, to 
mention only a few examples, are evident in the expan- 
sion of the community mental health center program, the 
development of storefront services in the inner city and 
satellite clinics in rural areas, the sharing of psychiatric 
expertise with paraprofessionals, and a decreased empha- 
sis on hospital treatment, with a concomitant emphasis 
on outpatient services and community-based alternatives 
to institutionalization. 

It is as yet unclear whether these developments repre- 
sent progress or merely another swing of the pendulum. 
There may be a lesson in the fact that whereas Dorothea 
Dix labored to get the mentally ill out of the community 
and into hospitals, we now labor to get them out of hospi- 
tals and into the community (8). What is clear is that 
many psychiatrists who are attempting to meet the chal- 
lenge of the newer forms of service delivery feel in- 
adequately prepared to meet the demands of the roles 
they have been pioneering. Most were trained in post- 
World War II models that tended to prepare psychia- 
trists for the practice of psychoanalytically oriented indi- 
vidual psychotherapy in solo office practice. Doubts 
about the utility of this training were soon reinforced by 
the criticisms of coworkers and of the intended recipients 
of their services. The validity of these misgivings and crit- 
icisms is not especially relevant here. What is important 
is that they served to focus attention on what psychia- 
trists do, what they should do, and how appropriately and 
adequately they are trained for their professional roles. 

A host of influences has subsequently reinforced con- 
cerns about psychiatric training and the underlying ques- 
tion of what the potential psychiatrist is being trained for. 
While much of the stimulus for examining such issues has 
come from outside psychiatry— judicial critics, minority 
groups, the women's movement, government budget offi- 
cials, etc.— psychiatrists themselves have become in- 
creasingly concerned with the question, “What is a psy- 
chiatrist?” As this is being written, an official body of the 
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American Psychiatric Association is attempting to pro- 
vide an answer to this question. 

Psychiatrists, like other professionals, are to a large 
extent what they have been trained to be, and they do in 
practice what they have been trained to do. But as deliv- 
ery systems and emphases in psychiatric practice 
change, one can hope that the structure and content of 
training programs will be adjusted to better prepare resi- 
dents for their changing roles. The study reported here 
was conceived as an attempt to provide certain baseline 
information about the nature and scope of the training 
offered in approved residency training programs. In fo- 
cusing on the totality of residency training, this report 
and the parent monograph serve as companion pieces to 
an earlier APA publication (9) stressing the uniqueness 
of individual training programs. The data presented here 
are offered in the hope that they will facilitate answers to 
questions about the training psychiatrists should receive 
in the future by providing at least limited information 
about training and training programs in the immediate 
past. 
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Short-Term Analytically Oriented Psychotherapy Versus Behavior Therapy 


BY R. BRUCE SLOANE, M.D., FRED R. STAPLES, PH.D., ALLAN H. CRISTOL, M.D., NEIL J. YORKSTON, M.D., 


AND KATHERINE WHIPPLE 


Ninety-four outpatients with anxiety neurosis or 
personality disorder were randomly assigned for four 
months to a waiting list, behavior therapy, or 
psychoanalytically oriented therapy. The target 
symptoms of all three groups improved significantly, but 
the two treated groups improved equally well and 
significantly more than those on the waiting list. There 
were no significant differences among the groups in 
work or social adjustment; however, the patients who 
received behavior therapy had a significant overall 
improvement at four months. One year and two years 
after the initial assessment, all groups were found to be 
equally and significantly improved. 


BEHAVIORAL TECHNIQUES are coming to be widely ac- 
cepted in the treatment of monophobias, sexual impo- 
tence, and other “unitary” psychiatric problems; this ac- 
ceptance is supported by a good deal of research. Gelder 
and associates (1, 2) showed that patients suffering from 
severe phobias tend to improve more quickly with behav- 
ioral than with psychoanalytically oriented or group ther- 
apy. However, in their studies this initial advantage was 
not maintained over time. Moreover, their research and 
that of others (3) have been criticized for failing to use ex- 
perienced therapists for either modality. 

Paul’s study (4), which is often cited in support of be- 
. havior therapy, showed one technique, desensitization, to 
be clearly superior in treating unitary phobias among 
college students recruited as subjects; this superiority was 
maintained at follow-up (5). However, it is unlikely that 
the nature of these subjects’ problems and their motiva- 
tion for improvement are comparable to those of patients 
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who spontaneously seek treatment. Similar criticisms as 
well as the use of inexperienced therapists apply in Di Lo- 
reto's comparative study of students with anxiety (3). In 
this study, desensitization clearly worked best, but this 
was because it was applicable to both introverts and ex- 
troverts. 

Phobic patients, especially monophobic patients,| are 
much rarer than patients with anxiety neuroses and per- 
sonality disorders. There have been very few controlled 
evaluations of behavior therapy with patients with anxie- 
ty neuroses and personality disorders. The tendency has 
been to assume that only a “deeper” therapy could pro- 
duce a lasting effect for these patients by attacking the 
underlying causes of general psychiatric problems. 

Our aim in this study was to compare the relative ef- 
fectiveness of behavior therapy and more traditional ana- 
lytically oriented therapy conducted by experienced 
therapists with patients with anxiety neuroses and per- 
sonality disorders. We also compared both therapies with 
the effect of an initial assessment interview plus the mere 
promise and expectation of help. 


METHOD 


Patients 


chiatric outpatient clinic were initially seen by one of 
three experienced psychiatric interviewers (assessors). 
Patients who were below the age of 18 or over the age of 
45, who seemed too mildly ill, or who were too seriously 
disturbed to risk waiting four months were excluded from 
the study. Also excluded were those who were psychotic, 
mentally retarded, organically brain damaged, or |pri- 
marily in need of drug therapy. All others who wanted to 
have psychotherapy rather than drugs or some other 
treatment and for whom the assessor considered this to 
be the treatment of choice were accepted into the study. 
Twenty-nine applicants did not meet the criteria jand 
were referred elsewhere or treated outside the study. 

The 94 patients who were accepted were pre- 
dominantly in their early 20s, women (60 percent), and 
white (only 7 were black). They had completed an aver- 
age of 14 years of education (about 2 years of college or 
other post-secondary-school training). Over half of| the 
patients were students, and about half were self-support- 
ing. Roughly two-thirds suffered from psychoneuroses 
(usually anxiety) and one-third from personality dis- 
orders. The most frequent specific symptoms were, in de- 


Patients who applied for treatment at a university pr 
| 
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creasing order, generalized anxiety; interpersonal diffi- 
culties, especially with the opposite sex; low self-esteem; 
generalized worry; and bodily complaints. 


Psychological Tests 


Mill Hill Vocabulary Scale: The mean intelligence 
quotient of the whole sample on this scale was 99. 

M MPI. The overall means on this test showed a con- 
siderable degree of pathology in these patients. Four of 
the nine subscale mean scores (for depression, psycho- 
pathic deviate, psychasthenia, and schizophrenia) were 
within the abnormal range (above 70). The overall mean 
of the eight clinical scales was also in the abnormal 
range. Only 8 patients scored normally on all scales. 

Eysenck Personality Inventory. The mean scores of the 
patients on this scale showed them to be introverted and 
neurotic at the 86th percentile of neuroticism. 

California Psychological Inventory. The patients as a 
group showed lowered but not abnormal self-control, so- 
ciability, and socialization on this scale. 


Assessment 


One of three experienced psychiatrists saw each patient 
at the initial interview. These psychiatrists were not con- 
nected with the treatment. The patient and interviewer 
together drew up a list of three target symptoms—the 
major specific symptoms that had led the patient to seek 
treatment. Both the psychiatrist and the patient rated 
each target symptom on a 5-point scale of severity (6, 7). 
To judge the patient's general level of functioning, the 
Structured and Scaled Interview To Assess Malad- 
justment (SSIAM ) (8, 9) was used. The SSIAM rates the 
patient's level of adjustment on 11-point scales for 10 
items in each of the following five areas: work; social and 
leisure; sexual; and relationships with spouse, children, 
and family of origin. 

These two measures, the list of target symptoms and 
the SSIAM, provided the main indices of change. In ad- 
dition, a global impressionistic rating of overall improve- 
ment was made. Other measures taken will be reported 
separately. 


Treatment 


After interviewing and testing, the patients were ran- 
domly assigned in the following manner: 31 were as- 
signed to behavior therapy, 30 to psychotherapy, and 33 
to the waiting list. Within this random assignment, 
patients were matched within the three groups in terms of 
sex and severity of neurosis as assessed by the Eysenck 
Personality Inventory. 


The Therapists 


Of the three therapists in each group, one had more 
than 20 years of experience, one had 10 to 12 years of ex- 
perience, and one had 6 or more years of experience. One 
was a Ph.D. psychologist and the other five were M.D.s. 
Two of the psychotherapists were psychoanalysts and a 
third was in personal analysis with a training analyst. All 
of the behavior therapists were formally trained. By using 
experienced therapists, we hoped to avoid the twin pit- 
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falls of exposing a patient to an ineffective treatment (be- 
cause a technique probably does not attain its full poten- 
tial in the hands of a beginning therapist) and of biasing 
our results in favor of behavior therapy (where it is pos- 


. sible that less experience is required to attain a minimal 


level of competence than in psychotherapy) (10, 11). 
Each therapist treated at least 10 patients. 

A list of stipulative definitions of each therapy was 
drawn up. This is presented in abbreviated form in appen- 
dix 1. This list outlined which procedures were common 
to both therapies and which were allowable only within 
one or the other modality. The therapists approved these 
definitions and felt that they would not restrict them in 
their respective treatments. Tranquilizers were dis- 
couraged; they were used very rarely in either treatment 
group. 

Each behavior therapist used a variety of behavioral 
techniques, including systematic desensitization, asser- 
tive training, and avoidance conditioning, which he tai- 
lored to the needs of each individual patient. Similarly, 
the psychotherapists used various analytically oriented 
techniques of short-term insight therapy. 

Analyses of the two therapies using a variety of rating 
scales and other questionnaire measures will be reported 
in detail elsewhere (12). These data verify that the two 
groups of therapists were using quite different techniques, 
had formed different types of relationships with their 
patients, and were in fact doing in therapy very much 
what they said they did. 

Behavior therapy and psychotherapy patients received 
four months of usually weekly hour-long therapy (an av- 
erage of 13.2 and 14.2 sessions, respectively). Fees were 
paid through the outpatient clinic according to its usual 
sliding scale. 


Waiting List 


The control patients were told that they would be 
placed in treatment but that because there were currently 
no openings in the clinic there would be a waiting period 
of no more than four months. During this waiting period 
they were contacted by telephone every few weeks by a 
research assistant, who asked how they were getting 
along and assured them that they had not been forgotten 
and would be placed in treatment as soon as there was a 
vacancy. They were also told that if there was a crisis 
they could call on the psychiatrist who interviewed them 
initially or the emergency unit of the department at any 
time. They thus received a moderate amount of non- 
specific therapy that aroused hope, expectation of help, 
and the relief afforded by an initial interview. 


Follow-Up 


The patients were reinterviewed and reassessed by the 
original interviewers after four months and after one 
year. These assessors were blind as to type of therapy in 
most cases, but a few patients inadvertently gave clues to 
their therapist's identity. 

The assessor rated the target symptoms as before on 
an absolute severity scale and on a comparative rating 
scale. He also made a rating of overall improvement. 
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TABLE I 
Interviewer Ratings of Severity of Three Target Symptoms for 92 Patients at Initial Interview and Follow-Up* 





Rating at Ini- 
tial [Interview Rating at Four Months Rating at One Year 
Group Mean SD Mean SD _ Significance** Mean SD _ Significance** 


Behavior therapy*** 

Total group (N =29) 

Patients who obtained no further therapy after four months (N = 14) 
Psychotherapy 

Total group (N = 30) 

Patients who obtained no further therapy after four months (N=21) 
Waiting list 

Total group (N = 33) 

Patients who obtained no therapy after four months (N = 14) 


8.79 1.36 452 1.89 p<.00l 3.83 2.59 p<.001 
8.85 1.66 485 1.99 p<00l 4.14 230 p<.001 
9.13 1.65 527 2.70 p<.00l 490 3.4 p<.00! 
914 1.71] 490 2.32 p<.00l 424 318 p<.00l 
8.82 2.01 645 284  p«.00] 545 2.95  p«.00l 
843 1.76 5.57 238 p<.00l 529 2.77  p<.0l 


* The scores represent the sum of the severities of the three target symptoms, each rated on a 5-point scale (4 = severe, 3= moderate, 2= mild, 1 - doubtful or trivial, 


and Q= absent). 
** Represents change from initial interview (by two-tailed t tests). 


*** The numbers represent the number of patients who had complete ratings on all three assessments. 


Both patient and assessor rated work, social, sexual, and 
overall adjustment. The SSIAM was administered again. 

A comparison of outcome ratings did not reveal bias 
by an assessor toward any group. Symptomatic self-as- 
sessments by the patients correlated well with the asses- 
sor ratings (r=.66 by Pearson product-moment correla- 
tion). 

Two years after the initial assessment, a research assis- 
tant contacted as many patients as possible to rate target 
symptom severity and take SSIAM measures. 


RESULTS 
Four-Month Follow-Up 


At four months all three groups had significantly im- 
proved on their three target symptoms (see table 1), but 
the psychotherapy and behavior therapy groups im- 
proved equally well and significantly more than those on 
the waiting list (see table 2). 

Patients treated by behavior therapy improved signifi- 
cantly on both work adjustment and social adjustment 
(see table 3). Psychotherapy patients showed marginally 
significant improvement on work and no significant im- 
provement in social functioning. Patients placed on the 
waiting list had significantly improved in social adjust- 
ment and marginally in work adjustment. However, anal- 
yses of variance indicated that the amount of improve- 
ment shown by the three groups was not significantly 
different either for work (F«1.46, p>.10) or social ad- 
justment (F 2.55, p>.10). 

On a rating scale of overall improvement, 93 percent of 
the behavior therapy patients in contrast to 77 percent of 
the psychotherapy and waiting list patients were consid- 
ered either improved or recovered (x?=3.93, p«.05). 
Thus all treatments (including placement on the waiting 
list) were highly successful, but behavior therapy was sig- 
nificantly more successful in terms of the traditional glo- 
bal measure of improvement. 


TABLE 2 

Univariate and Multivariate F Values for Comparisons Among Treat- 
ment Groups and Control Group on Changes in Target Symptoms 
at Four-Month Follow-Up 


Univariate F Values 


Multi- 
Symp-  Symp- Symp- variate 
Groups Compared tom I tom 2 tom3 F Value 
Behavior therapy versus 
waiting list 9.0148* 8.0513* 9.5708*  4.9292* 
Psychotherapy versus 
waiting list 12.1725* 6.7628** 4.6018*** 4,5742** 
Behavior therapy versus 
psychotherapy .3374 — .0563 .9027 .5184 
*p«.005 
**p«.01 
***p«.05 


The amount of improvement was independent of the 
sex of the patient, the amount of experience of the thera- 
pist, and the severity of the neurosis, except that the anx- 
iety of women, especially those with high neuroticism 
scores, improved more than that of men. 

A few patients whose initially reported symptoms had 
not improved in four months reported additional symp- 
toms that were either new or had been too trivial to re- 
port at the initial interview. However, no patient in any 
group whose original problems had substantially im- 
proved reported new symptoms. Thus there was no evi- 
dence of symptom substitution. 


One-Y ear Follow-Up 


One year after the initial interview all three groups of 
patients had significantly improved symptomaucally 
since their initial assessment (see table 1). The behavior 
therapy patients had improved significantly more on their 
target symptoms (p<.05) than the waiting list patients 
(t2 2.18, p «.05), but the psychotherapy patients had not. 


F 
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TABLE 3 


Mean Scores on SSIAM Factors for Treatment Groups and Control Group at Initial Interview and Follow-Up 


Score at 
Initial Interview Score at Four Months Score at One Year 
Social Social Social 
Adjust- Signifi- — Adjust.  Signifi- Signif- Adjust- X Signifi- 
Group Work ment Work cance ment cance Work cance ment cance 
Behavior therapy* 
Total group (N —- 29) 4.02 3.31 298  p«.001** 271  p«.05** 2.59 p«.001** 227 p<.001** 
Patients who obtained no 
further therapy after four 
months (N « 14) 3.98 3.56 2.9  p«.05** 2.64 p<.05** 2.54 p<.05** 2.13 p<.05*** 
Psychotherapy 
Total group (N =30) 3.42 3.10 2.85 p<.0S*** 2.72 n.s. 215  p«.001** 2.12  p«.001** 
Patients who obtained no 
further therapy after four 
months (N «21) 3.07 3.15 2.67 n.s. 2.48 p<.05** 2.14 p<.05** 1.92  p«.001** 
Waiting list* 
Total group (N = 30) 3.49 3.52 2.81 p<.05*** 2.78 p«<.01** 2.85 n.s. 2.77 | p«.05** 
Patients who obtained no 
therapy after four months 
(Nz11) 4.04 3.78 2.5]  p«.05** 2.64  p«.05** 2.80  p«.05*** 2.38 p<.05*** 


*The numbers represent the number of patients who had complete ratings on all three assessments. 


** By two-tailed t tests. 
*** By one-tailed t test only. 


These data excluded two behavior therapy patients whom 
it was impossible to interview. (They were informally 
known to have improved.) 

Both treated groups were significantly improved on 
work and social adjustment at the end of one year, but 
the control group was no longer significantly improved 
on work adjustment (see table 3); there were no signifi- 
cant intergroup differences in amount of adjustment im- 
provement. 

However, after four months on the waiting list, 14 of 
the control patients no longer felt that they required ther- 
apy; those who did were assigned to senior residents, 
most of whom practiced analytically oriented insight 
therapy. In addition, many of those who had received 
treatment wanted and received small amounts of addi- 
tional therapy, in most cases with their original thera- 
pists, between the four-month and one-year interviews. 
Thus 15 behavior therapy patients averaged a further 
10.1 sessions and 9 psychotherapy patients averaged 19.3 
sessions. 

The varying amount and type of therapy between four 
months and one year tended to make comparisons be- 
tween the original groups less valid than comparisons 
with those who received no treatment after four months. 
These latter patients, who did not differ from their total 
groups in any pretreatment or change measures, showed 
significant and equal symptomatic, social, and work im- 
provement at one year (see tables 1 and 3). 


Two-Year Follow-Up 


Two years after the initial interview, 61 patients were 
interviewed by a research assistant. All groups had either 
maintained their status or continued to improve in all 
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areas. Unfortunately, the psychotherapy patients who 
could be reassessed at two years proved to be those who 
had already shown the most improvement at one year. 
Because of this sample bias, a between-group comparison 
with the behavior therapy and waiting list patients, who 
were representative of their original samples, was not fea- 
sible. 


DISCUSSION 


There was very little difference between the two active 
treatment groups in amount of improvement, although it 
is tempting to argue that behavior therapy was somewhat 
more effective than psychotherapy. On a global measure 
of improvement, behavior therapy proved significantly 
better at four months than either psychotherapy or being 
on a waiting list. Moreover, behavior therapy patients 
had significantly improved on all three specific measures 
at four months, while psychotherapy patients had not im- 
proved in social adjustment. 

At one year, patients originally treated by behavior 
therapy but not those originally treated by psychotherapy 
showed greater improvement than waiting list patients in 
reduction of the severity of target symptoms. The con- 
clusion that behavior therapy is therefore more effective 
is tempered by the finding of no significant difference be- 
tween groups in the amount of improvement in social ad- 
justment and the fact that the one-year comparison of the 
two groups was confounded by treatment after four 
months. We conclude that there is no clear evidence for 
the superiority of behavior therapy over psychotherapy. 

However, behavior therapy is clearly a generally useful 


treatment. Both active treatments were found effective in 
treating specific symptoms and in improving the patient’s 
reported ability to cope with life. Our data do not support 
the view that although behavior therapy may have a 
short-term or limited value in dealing with specific symp- 
toms, only deeper and more analytic treatment can pro- 
duce general change in the patient by treating the under- 
lying causes of symptoms as well as the symptoms 
themselves. 


CONCLUSIONS 


Behavior therapy produced significantly more overall 
improvement at four months than psychotherapy. How- 
ever, this is a very general subjective measure and there 
was no significant difference between psychotherapy and 
behavior therapy on any other measure at any other time. 

At four months both treated groups had improved sig- 
nificantly more than the waiting list group on target 
symptoms but not in general adjustment. This is impres- 
sive in view of the great improvement shown by patients 
receiving the minimal treatment of placement on a wait- 
ing list. 

All groups improved in general adjustment, but at four 
months this improvement was clearly significant only for 
the behavior therapy and control groups. 

At one year, behavior therapy patients but not psycho- 
therapy patients showed significantly more symptomatic 
improvement than did control patients. However, this re- 
sult may be confounded by the fact that differing 
amounts of further treatment were given after the four- 
month study period. There were no differences between 
those who received no further treatment after four 
months. 

All groups maintained or continued their improvement 
between four months, one year, and two years regardless 
of whether or not further treatment was received during 
this period. 
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APPENDIX 1 
Techniques Characteristic of Behavior Therapy and Psycho- 
therapy 


CONTRASTING ELEMENTS 


Specific advice is given frequently by behavior therapist; 
given infrequently by psychotherapist. 

Transference interpretation is avoided by behavior therapist; 
may be given by psychotherapist. 

Interpretation of resistance is not used by behavior therapist; 
used by psychotherapist. 

Report of dreams: behavior therapist shows polite lack of in- 
terest; psychotherapist may use in treatment. 

Relaxation training is directly undertaken by behavior thera- 
pist; occurs only as an indirect consequence of a relaxed atmo- 
sphere in psychotherapy. 

Desensitization is directly undertaken by behavior therapist; 
occurs only as an indirect consequence of discussing problems 
in a relaxed atmosphere in psychotherapy. 

Practical retraining is directly undertaken by behavior thera- 
pist; not emphasized by psychotherapist. 

Assertive training is directly undertaken and encouraged in 
everyday life by behavior therapist; only indirectly encouraged 
in everyday life by psychotherapist, but assertive or aggressive 
speech permitted in psychotherapy session. 

Report of symptoms: interest is shown by behavior therapist, 
who may explain them biologically; discouraged by psycho- 
therapist, who may explain them symbolically. 

Childhood memories: behavior therapist usually takes his- 
tory as such; psychotherapist usually looks for further memo- 
ries. 

Aversion (e.g., electric shock) may be used by behavior thera- 
pist; not used by psychotherapist. . 

Role training may be used by behavior therapist; not used by 
psychotherapist. 

Repetition of motor habits may be used by behavior thera- 
pist; not used by psychotherapist. 


ELEMENTS IN COMMON 


Both therapists may take a biographical psychiatric history; 
formulate the patient’s problems; attempt to reconstruct pos- 
sible original causes of the disorder; look for continuing causes 
of the difficulty; aim to produce a change that benefits the 
patient, such as reducing subjective complaints or behavior that 
disturbs the patient or others; correct misconceptions; elucidate 
objectives; and attempt to change others, e.g., family, employer, 
doctor. 
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Psychotherapy: Historical Roots, Universal Elements, and Cultural Variations 


BY WEN-SHING TSENG, M.D., AND JOHN F. MCDERMOTT, JR., M.D. 





The authors review various forms of traditional 
psychotherapeutic interventions to trace the historical 
development of psychotherapy, which demonstrates a 
shift in focus from the supernatural world, to the natural 
world, to the physical person, then to the psychological 
person. The basic processes of identifying problems, 
providing explanations, and prescribing for change are 
observed among various kinds of treatment systems. 
Universal elements fundamental to successful treatment 
can be identified in each of these processes, and each is 
strongly modified by cultural factors. The authors 
conclude that the special cultural dimension of 
psychotherapy consists of defining cultural norms, 
reinforcing culturally sanctioned coping mechanisms, 
and providing “time out” from usual cultural 
expectations. 


HUMAN BEINGS have encountered psychological prob- 
lems since ancient times, We have learned to cope with 
them by devising various forms of healing practices. In 
modern terminology these practices may be broadly con- 
ceived of as psychotherapeutic variations. Since there 
seems to be a revival of popular interest in the occult as 
well as scientific interest in Chinese medicine and tradi- 
tional healing practices today, it may be appropriate to 
attempt an analysis and synthesis of these varieties of 
healing practices as they relate to modern Western 
forms. 

In this paper we will attempt to trace the development 
of the earliest forms of psychotherapeutic intervention 
that still predominate today in the major populations of 
the world; describe the universal elements that appear to 
be common to all psychotherapeutic varieties; and dis- 
cuss the cultural variations in psychotherapeutic ap- 
proaches based upon differences in referential systems 
and sociocultural settings, which dramatically determine 
the degree of effectiveness and relevance of psychother- 
apy. 

It is becoming more and more clear that such sim- 
plistic notions regarding therapeutic approaches as con- 
sidering one approach universally primary or superior 
are no longer tolerable. Many techniques seem to be ef- 
fective with the same problems throughout the world. 
Thus the following questions arise: How do various ther- 


Dr. Tseng is Associate Professor and Dr. McDermott is Professor and 
Chairman, Department of Psychiatry, University of Hawati School of 
Medicine, Leahi Hospital, 3675 Kilauea Ave., Honolulu, Hawaii 96816. 
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apies relate to each other? What components do they 
share? Which cluster of components works best with 
which people? Why? 

The purpose of this study is to broaden our under- 
standing of the basic nature of psychotherapy and to in- 
crease our knowledge of how to apply psychotherapy 
more effectively and relevantly in different sociocultural 
settings. 


HISTORICAL PERSPECTIVE 


The traditional forms of healing practices outlined be- 
low persist today. They are described to provide a basis 
for further consideration of the universal characteristics 
of a broad conception of psychotherapy. 


Shamanism 


Shamanism is characterized by the belief in the exis- 
tence of the supernatural. It is assumed that a special per- 
son—the shaman—has the power to communicate with 
spirits and to use supernatural powers to solve clients' 
problems. Through a religious ceremony a shaman can 
work himself into a trance state in which he is "pos- 
sessed" by a supernatural power. The client can then con- 
sult the supernatural through the shaman for instructions 
in dealing with problems (1). 

The causes of problems are usually perceived and in- 
terpreted by the shaman as having to do with object in- 
trusion, loss of the soul, sorcery, spirit intrusion, or viola- 
tion of taboos (2, 3). By interpreting for the client the 
idea that a god, a devil, or a soul is the potential source of 
interference, the shaman provides a conceptual enemy 
and a concrete object to cope with. The coping methods 
suggested by a shaman are usually magical in nature, e.g., 
prayer, the use of a charm, or the performance of a ritual 
ceremony for extraction or exorcism. 


Divination 


Divination varies from shamanism in that an attempt 
is made to obtain divine instruction through occult 
means. It is believed that there are certain principles and 
ways of life which are regulated by a supernatural power. 
The occurrence of any problem is understood as the re- 
sult of opposing these principles and ways of life. The 
purpose of divination is to find out exactly which princi- 
ples and way of life to follow (4-6). 

Clients who practice divination believe in a super- 
natural being, a god. They depend on supernatural pow- 
ers for solving their problems. However, since the inter- 


pretation of divine instruction is usually assisted by an 
interpreter, the interaction between the interpreter and 
the client becomes an important variable. The effec- 
tiveness of this form of therapy may therefore depend 
upon the experience and other qualities of the interpreter. 


Fortune-Telling and Astrology 


The system of reference shifts from the supernatural to 
the natural in fortune-telling and astrology. The assump- 
tion that underlying principles of the universe rule 
nature—including human life and behavior—is the basis 
of this form of therapy. The concepts of microcosm and 
macrocosm are present. 

The nature of a problem is explained as the result of an 
imbalance or disharmony with the underlying natural 
principles that rule the universe. The objective is to help 
the client find out how to live compatibly with nature and 
adjust to the environment more harmoniously and with a 
greater degree of stability. Again, the interaction between 
the fortune-teller or astrologist and the client is an impor- 
tant variable in the effectiveness of the therapy. 


Physiognomy 


In physiognomy the practitioner (physiognomist) 
reads signs that relate to the given problem from the 
client's face, skull, or palm. These parts of the body tell 
the story of the client's character and life patterns; advice 
in managing life's problems emerges from this knowl- 
edge. The focus of concern shifts from the supernatural 
or the natural balance of things to the client himself. This 
system views problems as originating from certain pre- 
dispositions in the individual. 

The essence of the treatment is to let the client know 
more about himself and his predispositions so that he can 
live with what he is and make use of the assets he has. In 
a way, a physiognomist is a folk psychologist who pro- 
vides consultation for the personality based on an inter- 
relationship between the body and the mind. 


Physiologically Based Treatment Systems 


Treatment systems based on physiology relate prob- 
lems to a disequilibrium, insufficiency, or decompensa- 
tion of the individual's physiological system— particu- 
larly the nervous system. For example, mesmerism 
hypothesized that a shortage of special magnetic fluid 
was the cause of mental illness; the treatment of neurotic 
phenomena was therefore to supply this fluid. 

Supplementation of deficiencies, recuperation, and 
compensation are the methods generally employed in this 
system, although suggestion is an important variable in 
the healing process. Rest therapy, part of Japanese mo- 
rita therapy (7), requires patients to take absolute bed 
rest for several days. This therapy is based on the as- 
sumption that the patient ts suffering from an asthenic 
condition of the nervous system that requires rest and 
recuperation. 


Sociopsychologically Oriented Treatment Systems 


Much of modern psychotherapy is sociopsychological- 
ly oriented: emotional problems and mental illness are 
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viewed as psychological reactions to the stress of internal 
conflict or external maladjustment. The essential core of 
this therapy is that the client, with the assistance and sup- 
port of the therapist, solve the problem. This is the basis 
of individual, group, insight, behavior, short-term, and 
long-term modern therapy. 

It is obvious that among various forms of mental treat- 
ment there is a shift of focus from the supernatural, to the 
natural, to the physical person, and then to the psycho- 
logical person. This progression suggests that both theory 
and practice, in all their variations, may have developed 
historically in this sequence (8-10). 


UNIVERSAL ELEMENTS IN ALL PSYCHOTHERAPIES 


In spite of the fact that they differ in referential sys- 
tems and styles of approach, all of the various forms of 
psychotherapy share certain conditions. For example, in 
the practice of each therapy there is the presence of a 
healer, who supposedly possesses a superior ability to 
help others, and a client or patient, who is seeking help 
from the healer to solve his problems. Furthermore, all 
therapies attempt to influence the patient in three areas— 
cognitively, emotionally, and behaviorally-—even though 
some emphasize one area much more than the other two. 


Basic Operation 


From a conceptual point of view the operation of psy- 
chotherapeutic intervention can be described as a series 
of stages or phases that overlap and vary considerably in 
emphasis and length, depending on the particular tech- 
nique being considered. The stages are as follows: identifi- 
cation and analysis of the problem, explanation of the 
problem and the setting of goals, prescription for change, 
establishment of a working relationship, implementation 
of the prescription for change, and termination. 

In the early phase of treatment the work of identifying 
and analyzing the problem takes place. When a person 
encounters stress, he needs to alleviate his anxiety by 
learning the nature of his problem and how to cope with 
it. The identified problem becomes the enemy (11). No 
matter what kind of enemy is identified or diagnosed— 
disturbance made by a devil, breaking a taboo, imbalance 
of vital powers, deprived childhood experiences, or schiz- 
ophrenic disorder—the client's anxiety is usually de- 
creased by knowing that the therapist is able to identify 
and name the problem. Based on the “principle of Rum- 
pelstiltskin," the very act of naming the problem has a 
therapeutic effect (12). Furthermore, the client is more 
likely to become actively involved in an attack on an 
identified problem. 

Associated with the process of searching for the cause 
of the problem, there follows the stage of explanation or 
interpretation of the nature of the problem to the client. 
No matter what kind of language—magical or rational— 
is used, there are always sociopsychological therapeutic 
implications in the interpretation. For example, the 
view that witches are to blame for misfortune not only 
provides concrete personification of the cause, making 
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it possible to initiate action for coping with the enemy, 
but also encourages externalization of anger and drains 
off in-group hostilities, promoting a kind of social in- 
tegration (13). The interpretation that an ancestor's spirit 
is resentful of being neglected and has therefore caused 
the client's illness may actually imply to the client that 
there is a need to improve intrafamily relationships in his 
real life. 

The stage of prescribing the treatment to remedy the 
client's problem follows the process of explanation. 
Again, no matter what kind of suggestion is prescribed 
for the client—exorcism, regulation of his life, supple- 
mentation of vital powers, relearning of habits, or ex- 
pression of repressed wishes—the giving of the suggestion 
itself usually supplies hope and cultivates motivation for 
the client to cope with the problem (14). The prescription 
of treatment may also help the client to choose the best 
course of action from among several possible alterna- 
tives. 

In the middle phase of therapy, which includes the 
stage of implementing the treatment, behavioral com- 
ponents begin to replace cognitive and emotional ones: 
knowledge is put into practice. The therapeutic activities 
end in the stage of termination, when the client has ac- 
cepted a mutually satisfactory balance of mastery over 
some problems, adjustment to others, and the acceptance 
of the problems that continue to be present. 


Core Elements of Psychotherapy 


Just as a fish never realizes the importance of water un- 
less he comes out of it, the core elements or existing es- 
sence of any form of psychotherapy is seldom recog- 
nized unless the practice of therapy has to be performed 
in a radically different sociocultural setting with remark- 
ably different kinds of clients. The core elements of psy- 
chotherapy can be defined as follows: 

l. Orientation to the healing system. Imagine a sha- 
man who is invited to practice his healing ceremony in a 
highly industrialized society for a client who has never 
had the opportunity to learn or accept shamanism, or an 
analyst who is asked to practice analysis in a primitive 
village in which the people have never been oriented to 
this treatment. We can then better imagine how the 
client's orientation to the healing system becomes a cru- 
cial factor in the outcome of therapy. 

It is likely that the extent to which the client is familiar 
with and oriented to the treatment procedure will largely 
determine its effectiveness; the client's expectation and 
beliefs will be influential factors (15-19). Modern behav- 
ior therapy may be most useful for those who are ori- 
ented toward simple, concrete, clear-cut approaches to 
understanding and dealing with their problems. It may be 
most appealing to those who are impressed by scientific 
evidence from the laboratory or outcome data—the sym- 
bols of modern magic. 

In a similar way, faith healing may be most helpful to 
those who are accustomed to dealing with problems in a 
supernatural, abstract way. It may also be attractive to 
those who tend to be influenced by supernatural beliefs 
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and who have problems that could not or should not be 
totally understood and mastered. Thus there is a kind of 
preexisting factor in the individual within his cultural set- 
ting that influences the appropriateness and chance of 
success of a particular therapeutic modality. 

2. The personality of the therapist. This factor is often 
neglected. It is considered somewhat embarrassing, par- 
ticularly to Western therapists, to consciously accept a 
charismatic or authoritarian role. The fact that person- 
ality factors are less available to influence by training 
than are techniques is also disconcerting. However, the 
personality of the therapist is important because it is the 
vehicle or instrument through which the technique— 
whatever it might be—is applied. 

Personality qualities have traditionally been consid- 
ered to include such things as concern for the patient, sen- 
sitivity toward each patient (i.e, having “X ray eyes" 
or the ability to think and feel as the client does in order 
to communicate effectively), an expectation of success 
related to the influence of the therapist's own personality, 
and a benevolent but authoritative attitude. 

It is highly likely that in the comparison of successful 
with unsuccessful healers practicing various kinds of 
healing techniques, we would find that in addition to the 
differences in theoretical orientations and technical ap- 
proaches, the healer's personality is a crucial factor that 
makes him more successful or less successful regardless 
of culture (18, 19). Thus a successful shaman, fortune- 
teller, or modern therapist may have similar skills in re- 
lating to other people and in knowing how to maintain 
socioculturally relevant therapist-client relationships so 
that he can function with his technique with maximum ef- 
fectiveness. 

We often see young therapists wedded to a particular 
technique, believing that the techniques they have learned 
are the most important factor in the improvement of 
their patients. As they mature, however, they begin to be- 
come more flexible in their use of that technique; they 
realize the influence of their own personality as its ve- 
hicle. 

3. Scenery for a therapeutic operation. Successful 
drama needs an appropriate theater with a suitable stage 
for its performance. Similarly, a successful healing oper- 
ation needs an appropriate therapeutic atmosphere. If a 
shaman is not allowed to dress in his special garments or 
to perform his dramatic ceremony to reinforce the 
client's belief that he is possessed by a god, he may fail. If 
the Chinese fortune-teller does not carry a turtle shell— 
the symbol of ancient knowledge and an archaic in- 
strument for divination—he may not impress his Chinese 
clients. If a Gypsy fortune-teller does not have a crystal 
ball, she may be without the necessary prop to com- 
plement or reinforce her therapeutic performance. Even 
the modern psychotherapist needs his license or certifi- 
cate, sometimes displayed prominently on the wall, 
photographs of the fathers of his school of therapy, suit- 
able furniture, and an appropriate office or hospital set- 
ting. However, modern Western therapists prefer to min- 
imize the significance of this therapeutic scenery and to 
neglect it, at least consciously, in their work. 


CULTURAL VARIATIONS IN PSYCHOTHERAPIES 


Many psychiatrists are developing an increasing inter- 
est in the study of culture as it relates to psychiatry, par- 
ticularly since Eastern approaches have become better 
known in the Western world. The particular society and 
culture determine not only how symptoms of emotional 
disorder are defined but in many cases how they should 
be treated. 


Defining the Cause of the Problem 


The process of analyzing and identifying the nature of 
the problem in the process of psychotherapy has been de- 
scribed as a game of hide and seek (20). In order to bring 
to a conscious level conflicts and resistances that have 
remained unconscious in the patient, the "game" of 
analysis can take place in various forms. 

In different treatments and places, various forms of 
special experiences have been used to explore, reveal, and 
express the nature of the client's problem. For example, 
among the Iquitos of Amazonian Peru, the healing vine, 
a powerful hallucinogen, is used by the healer to induce 
hallucinations. Using the content of these hallucinations, 
the healer can discover who is responsible for the client's 
illness (21). A shaman often induces himself into a trance 
state in which it is presumed that his perception of the na- 
ture of the client's problem can be increased and sharp- 
ened. 

In Korea, Taiwan, and Singapore, a shaman can be 
possessed by the spirit of one of the client's deceased rela- 
tives. This is done with the client's permission and en- 
ables the client to communicate with the deceased family 
member to explore and reveal the nature of the trouble 
occurring in his family (22, 23). A widow may discover 
just how her husband was killed in an accident and thus 
resolve doubts that had been bothering her for a long 
time; a mother who misses and worries about her de- 
ceased daughter may be comforted to learn that she is liv- 
ing happily in another world. Thus the special experi- 
ences of the healer may help the client expand the areas 
in which he can search for an answer. 

Other treatment methods provide for the client to en- 
gage in the game of searching for the answer to his prob- 
lem. In ancient Greece, the client went to the temple to 
experience a divine dream after a purification ceremony. 
The nature of his problem could be analyzed and under- 
stood by an interpreter on the basis of the content of the 
dream (24). 

In one form of Japanese folk healing, the client works 
himself into a trance state as if he were possessed by a 
god. Under these conditions the client can then speak and 
behave as his other self, i.e., in the name of the god who 
possesses him (25). He can thus express complaints or 
unfulfilled wishes that would be difficult or inappropriate 
to express in his usual life situation. The practice of such 
spirit possession sanctions the expression of behavior that 
is otherwise socially unacceptable or unavailable. 

In the initial stage of Japanese morita therapy, neu- 
rotic patients are deliberately. ordered to go through a 
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rest period (7). During this rest the patient experiences 
stimulation deprivation for one week. He leaves his ordi- 
nary daily life, confines himself in an isolated room, and 
is restricted in both mental and physical activity. 
Ihrough such a retreat from his daily life the client is 
provided an opportunity to examine himself from a posi- 
tion that he is unlikely to enjoy in his busy daily life. The- 
oretically, after this examination of his desires, motives, 
and behavior patterns, he will be able to find better ways 
to cope with his problems. 

No matter what kind of experience is used in the proc- 
ess of searching for the secret of the problem—drug-in- 
duced hallucinations, ritually induced trance states, 
dreaming, possession, retreat from reality into an ancient 
folk practice, projective psychological tests, or free asso- 
ciation—special experiences provide the opportunity for 
the client to examine himself and the situation and facili- 
tate the search for the cause of his problems. 

In the game of searching for the answer, the healer and 
client play different roles in the traditional forms of ther- 
apeutic practice than they do in modern therapy. In sha- 
manism, the client is expected only to specify what prob- 
lem he is seeking help for. The healer is expected to use 
his divine power to discover the secret and to analyze the 
nature of the client's problems himself. This task is heav- 
ily dependent on, among other factors, the healer's in- 
sunctive sensitive perception and accumulated personal 
experience. 

While traditional methods place most of the responsi- 
bility for finding the secret or answer on the healer, mod- 
ern psychotherapies consider the patient to have a major 
responsibility in providing detailed information about 
himself and his life so that the nature of his problems can 
be discovered and a solution can be found. 


Explanation of the Problem 


The explanation given for problems varies greatly 
among the various psychotherapies and reflects the his- 
torical evolution of concepts of mental illness (26). The 
interpretation of the nature of psychiatric problems has 
shifted from supernatural to natural and from biomedical 
to sociopsychological along with the increase in knowl- 
edge and gradual evolution of theoretical systems of ref- 
erence. 

However, different societies will always tend to shape 
the interpretation of problems according to their own in- 
herent sociocultural characteristics (27). For example, in 
agricultural societies, in which harmony with nature is 
the essence of survival, disharmony with the environment 
is considered an important cause of psychiatric distur- 
bance, while in hunting societies, in which conquest and 
competition are highly valued, conflict and antagonism 
will be seen as important reasons for problems. 

similarly, if the pattern of life of a particular group of 
people is characterized bv hypochondriacal tendencies, 
that society may interpret illness on the basis of in- 
sufficiency or weakness. A group of people who are char- 
acterized by obsessional tendencies may tend to consider 
disordered behavior as the cause of all problems and em- 
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phasize guilt in their resolution. A society concerned over 
sexual matters may interpret most problems according to 
their sexual overtones and undertones. Those who value 
interpersonal relationships in their society may tend to 
explain problems according to disturbance in interaction- 
al processes. 

Rather than a right-or-wrong, either/or etiological un- 
derstanding of problems cross-culturally, we must expect 
variations according to these factors. It 1s most impor- 
tant that the explanation of the problem is familiar and 
culturally meaningful to the client so that he will accept it 
and work within the framework of the solution suggested. 
To explain to a Chinese woman that she is possessed by a 
male tiger that has caused her to be aggressive and cruel 
to her husband is more relevant than identifying her as a 
phallic woman castrating her husband. On the other 
hand, to interpret to an American husband that his diffi- 
culty with his wife is due to the fact that he was born with 
a fire nature while his wife has a water nature and that 
therefore they are poorly matched will not likely be very 
helpful to him. From the cultural point of view, the con- 
tent and language of the explanation should be relevant, 
meaningful, and understandable to the client. 

However, from another point of view the content and 
explanation may also need to have something unique, a 
quality of being special in either supernatural or scientific 
terms. This quality makes the explanation slightly differ- 
ent from the ordinary explanations available in daily life. 
Magical factors in an explanation can maximize treat- 
ment effectiveness. Such factors may vary from technical 
psychodynamic explanations of learned maladaptive be- 
havior to supernatural explanations of demons and dev- 
ils, as long as they provide new discoveries for the client. 


Prescription for Change 


The therapeutic approach prescribed by a healer ts log- 
ically related to his underlying theoretical system. Thus 
exorcism will be suggested for intrusion; regulation of life 
will be encouraged for a disorder of rhythm; supplement 
of energy and vitality will be prescribed for insufficiency 
of vital powers; and relearning will be scheduled for 
learned maladaptive behavior. 

Furthermore, cultural factors strongly influence the se- 
lection of treatment methods. One anthropological 
study (28) revealed that sacrifice or blood letting to re- 
lieve guilt was often used in societies in which aggressive 
behavior had been strictly prohibited for children. The 
choice of therapeutic practice is related to the pre- 
dominant personality patterns of the society concerned. 

Even the same problem will have a wide variety of so- 
lutions in different sociocultural settings. In a Taiwan vil- 
lage, for example, the “ghost marriage," a special mar- 
riage practice, is occasionally prescribed by a shaman as 
a way of solving the problem of family conflict (29). If a 
client consults a shaman for frequent iliness or other 
problems in his family, the problems may be interpreted 
as caused by a deceased unmarried female, the ghost of 
whom the man must marry to solve the family problems. 
This practice is based on the fact that according to the 
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Chinese clan system a girl who dies in childhood is ex- 
cluded from the family clan. Thus a "marriage" will help 
the deceased girl to find a proper clan position in a fam- 
ily—an important matter for the Chinese. Furthermore, 
from a psychological point of view, such a marriage with 
a female "ghost," usually his wife's deceased sister, may 
fulfill and control the man's polygamic wish, regulate the 
husband-wife relationship, and thus restore the family 
functioning. This form of healing can be practiced in a 
society that values and emphasizes the family clan sys- 
tem. 

In the United States, the Hawaiian people have had a 
traditional healing practice for family conflict, hoopono- 
pono. The term Aooponopono literally means “to make 
things right." The tradition is that all of the members of 
the extended family are asked to get together by the head 
of the family if there is a serious family conflict. After a 
ritual prayer to the gods asking for assistance in solving 
the problems, the family members who are involved in 
the conflict are asked to present their complaints directly 
and openly. After discussing and confronting each other's 
intentions and motivations for their behavior, it is ex- 
pected that one person will admit guilt and apologize for 
his "wrong" behavior. If the person who has been 
wronged is willing to accept the apology, the family con- 
flict is then expected to cease. The family members then 
go to the shore and give back to the sea everything they 
have discussed so that it will not be left to affect them 
later. The meeting is finally closed with a banquet cele- 
bration so that the family can function normally again. 

The explicit identification of wrong and right persons 
and the procedure of admitting guilt and making apolo- 
gies in a well-defined ritualized manner was a useful prac- 
tice in a society in which concrete communication is val- 
ued. 

Japanese nai-kan (introspective) therapy (30), a form 
of psychological treatment that has been practiced in Ja- 
pan for the past 30 years, is characterized by the client's 
meditating continuously according to a highly structured 
series of instructions emphasizing self-observation and 
self-reflection. During the meditation the client is asked 
to examine himself in relationship to others, usually his 
family. He is instructed to recall the care and benevolence 
that he has received from others, what he has returned to 
them, and what troubles and worries he has given to 
them. Improvement is supposedly brought about by an 
increase of real feelings of gratitude toward his family 
and increased awareness of his responsibility for his so- 
cial role. This treatment strategy 1s most useful within a 
cultural context that emphasizes and values feelings of 
gratitude. 

In contrast with this, modern Western family therapy 
emphasizes independence, speaking out, improved com- 
munications, and expression of resentment and sup- 
pressed anger. Thus methods for solving family conflict 
vary—whether through the process of interfamily mem- 
ber confrontation and communication, emphasis on the 
individual's increase of positive feelings toward other 
family members, or the use of special marriage practices 
—according to the sociocultural setting. 


CULTURAL IMPLICATIONS OF THERAPEUTIC 
ACTIVITIES 


In view of the enormous variation in psychotherapeutic 
practices in different sociocultural settings, it is pertinent 
to raise questions about therapeutic activities from a cul- 
tural point of view (31). The cultural meaning of psycho- 
therapy can be understood in the following ways: 

Defining norm, value, and goal for the client. From a 
cultural point of view, one of the important functions of 
psychotherapy is to help the client to define norms, estab- 
lish a value system, and achieve a philosophy of life. Al- 
though mental] health implies a mental condition of maxi- 
mum efficiency, happiness, and success in an individual’s 
adjustment to his environment, the terms “normal,” 
"healthy," and “success” are defined by the sociocultural 
system. Thus one purpose of psychotherapeutic activity is 
for the therapist to function as a representative of the val- 
ues of his society. The therapist fills the combined role of 
priest, judge, and physician to help the client find an ap- 
propriate value system (32). 

In traditional forms of healing or folk counseling, the 
therapists are very confident and active in imposing their 
values and goals on the client (33). The shaman and for- 
tune-teller are by definition superior persons; they do not 
hesitate to communicate their values to the client. Mod- 
ern therapists tend to minimize or deny the fact that they 
impose values on the client. However, no matter how 
neutral the therapist claims to be, his response is still 
based on an implicit personal value judgment. Most 
clients consult a healer in order to seek answers and to 
define values and goals in their lives. 

Reinforcing socioculturally sanctioned coping mecha- 
nisms. The function of psychotherapy is often considered 
not only to define norms, values, and goals for the client, 
but also to reinforce socioculturally sanctioned behavior. 
This is well exemplified by Chinese divination. An analy- 
sis of this form of therapy (34) showed that the majority 
of the advice given clients suggested that the client be 
satisfied with what he is, that he remain conservative and 
traditional. The client is usually warned not to be too ag- 
gressive or ambitious or to do things that are in- 
appropriate for his role and status. The client is told to 
maintain the situation and that it is not good to try to 
change or to move. This reinforces the traditional Chi- 
nese way of remaining patient and unaggressive, to ac- 
cept the situation rather than to rebel against it. This 
social behavior has been culturally relevant and adap- 
tive (34). 

In Japanese morita therapy, which is based on the phi- 
losophy of Zen Buddhism, the therapist advises the client 
to be arugamama—to take reality as it 1s, accept it, and 
live with it (7). This is an attitude of facing the problems 
and symptoms in one's life without struggling to evade, 
escape, or deny them. Acceptance is the basic philosophy 
of life—commonly misunderstood in Western culture as 
passivity. It is not merely passivity or even resignation, 
but a clear recognition of a given situation and the cour- 
age to embrace and live with the reality. 

In the case of a neurotic person, particularly one with 
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hypochondriacal or neurasthenic tendencies, the individ- 
ual is thought to be absorbed in his own egocentric nar- 
cissistic concerns to the point that he has forgotten about 
the happiness, contentment, and inspiration that others 
find in nature. Morita therapy therefore emphasizes giv- 
ing the patient access and time to be with flowers, vegeta- 
bles, trees, etc., to open a channel toward nature and at 
the same time to his natural self. This treatment makes 
use of the Japanese life attitude of being arugamama. 

A basic principle of Western client-centered therapy is 
to minimize the amount of advice, interpretation, and en- 
vironmental manipulation that the therapist gives. The 
purpose of these restrictions is to prevent the therapist 
from arbitrarily imposing his values on the patient. Al- 
though this theory may reflect the fundamental distrust 
of the expert in American culture, it is actually aimed at 
reinforcing the American ethos that all men are basically 
equal and should function independently (35). In other 
words, client-centered therapy reinforces a coping mech- 
anism that is valued in American culture—learning to. 
solve problems by oneself. 

No matter what kind of therapeutic activities are per- 
formed, the treatment tends to reinforce the sociocul- 
turally sanctioned coping mechanisms, even though such 
coping mechanisms may vary greatly in different cultural 
settings. 

Providing permission and opportunity for sociocultu- 
ral "time out.” Another function of therapy is to provide 
permission and opportunities for the client to have time 
out from the sociocultural system. The cultural time out 
can take effect in various ways. The therapeutic process 
known as catharsis gives a client the opportunity to ex- 
press socioculturally forbidden desires or feelings during 
the therapeutic session. By going into a possessed trance 
state, a client is given the chance to play his “other self," 
to act out or complain about anything that he is usually 
not allowed to do in ordinary life (25). Within a society in 
which self-sufficiency and responsibility are highly ideal- 
ized, it is often difficult to find opportunities for the satis- 
faction of dependency needs except in a therapeutic set- 
ting. Here it is provided under the guise of sickness and 
with the purpose of understanding oneself (36). In con- 
trast to this, in a society in which dependency is allowed 
and which is characterized by overcrowded interpersonal 
intimacy, time out may be needed in the form of medita- 
tion or social isolation as an opportunity for obtaining re- 
lief. The kind of time out for the client varies with the 
pattern of life from society to society. 


CONCLUSIONS 


While modern psychotherapists are interested in study- 
ing therapeutic technique and are busy trying to discover 
and develop more specific ways of treatment for specific 
problems, it may also be useful for us to learn the univer- 
sal elements fundamental to successful treatment that are 
common to all psychotherapeutic activity. It is also im- 
portant that we be sensitive to and aware of the cultural 
variations of psychotherapy that make the treatment 
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relevant and effective in different sociocultural settings. 
By considering how human beings have learned to cope 
with psychological problems through various forms of 
healing practices in different times and in different places, 
our concepts of psychotherapy may be usefully broad- 
ened and our treatment skills improved. 
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Short Versus Long Hospitalization: A Prospective Controlled Study. 


II. Results for Schizophrenic Inpatients 


BY IRA D. GLICK, M.D., WILLIAM A. HARGREAVES, PH.D., MARJORIE RASKIN, M.D., 


AND S. JEROME KUTNER, PH.D. 


The authors compared treatment results for 141 
schizophrenic patients randomly assigned to short-term 
or long-term hospitalization. The patients received 
intensive treatment and were on partially fixed drug 
dosage schedules. Test results indicated that the short- 
term group was functioning better at four weeks. 
However, at discharge (21 to 28 days for short-term 
patients; 90 to 120 days for long-term) the long-term 
group showed significantly better functioning. There were 
no significant differences between the groups on 
symptomatology at discharge. The authors discuss the 
implications of these findings for decisions regarding 
length and type of hospitalization for schizophrenic 
patients. 


THIS STUDY ADDRESSES the question of the relative clini- 
cal cost-effectiveness of short-term hospitalization (de- 
fined here as 21 to 28 days) as an alternative to long-term 
hospitalization (90 to 120 days) for schizophrenic 
patients in need of hospital care for whom both types of 
treatment are judged clinically feasible. We previously 
reported the preliminary results of a one-year follow-up 
of the first half of a study group of 141 schizophrenic sub- 
jects (1). In this paper, we will report the results of the in- 
patient phase of the study involving the entire group. 


BACKGROUND 


In our previous report (1), we reviewed the literature, 
noting that there have been virtually no controlled eval- 
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uations of alternative methods of hospital treatment for 
acute episodes, 1.e., brief versus extended in-hospital stay. 
The previous study that is most relevant and comparable 
in design to our work was a Veterans Administration 
multihospital study by Caffey and associates (2). (We dis- 
cussed differences between their sample and methods and 
ours in our earlier report.) An interesting finding of that 
study was the tendency of short-term patients to be less 
symptomatic at discharge than were the long-term 
patients at a comparable time after admission. The 
present study was designed in part to assess this apparent 
symptom suppression effect of short-term treatment in a 
study in which both length of stay and drug treatment 
were more carefully controlled than they were in the Cof- 
fey and associates study. 


METHOD 
Subjects 


All patients consecutively admitted to the Clinical Re- 
search Ward of the Langley Porter Neuropsychiatric In- 
stitute during a 26-month period (N=255) were ran- 
domly assigned to either short-term or long-term 
hospitalization. This paper reports on the 141 schizo- 
phrenic patients (71 short-term and 70 long-term) who 
fitted all of the selection criteria used in the National In- 
stitute of Mental Health (NIMH) multihospital study of 
phenothiazines (3) except that of length of previous hos- 
pitalization. The NIMH study required subjects to have 
been out of the hospital for 12 months. This was not pos- 
sible with our sample because many patients who were 
referred for admission had had some recent hospital- 
ization. Our working guideline, however, was to limit ad- 
mission to patients who had been hospitalized for a total 
of less than 7 days in the 2 months prior to admission. 
Since this was not always possible, we did a separate 
analysis (described later) of a selected sample to partially 
correct for this factor. Three patients (1 short-term and 2 
long-term) diagnosed as schizophrenic on admission who 
left the hospital against medical advice less than 72 hours 
after admission were not included in the total of 141 
study subjects. 


Demographic Characteristics 


The demographic characteristics of the sample are 
presented in table 1. There were no significant differences 
between the long-term and short-term groups vis-à-vis 
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TABLE 1 
Demographic Characteristics of the Sample (N= 141) 


a a a ee Ter v T 
Treatment Group 








Short- Long- 

Item Term Term 
Sex 

Male 37 42 

Female 34 28 
Marital status 

Single 53 55 

Married 12 6 

Divorced or separated 6 9 
Race 

White 50 57 

Black 11 9 

Other 10 4 
Age (in years) 

Mean 23.2 24.5 

SD 5.3 6.2 
Education (in years)* 

Mean 12.1 13.1 

SD 2.5 2.0 
Socioeconomic status** 

Mean 3.8 3.3 

SD 1.0 1.0 
Premorbid adjustment*** 

Mean 6.0 5.2 

SD 2.3 2.2 

* p«.05. 


** Measured on a 5-point scale. Significantly different (p« .01). 
*** Measured on a 13-point scale. Significantly different (p< .05). 


sex, marital status, race, or age. However, despite ran- 
dom assignment, the long-term group had significantly 
more education (p«.05), higher socioeconomic status 
(p «.01), and better premorbid adjustment (p «.05). 


Treatment Setting and Assignment 


We described the treatment setting and random assign- 
ment procedures in our previous report (1). All patients 
gave informed consent and were aware of their treatment 
assignment within an hour or so of their admission. The 
actual length of stay for the two groups is shown in figure 
|. We achieved a marked separation in the average length 
of stay, although there is the expected overlap from 
patients in both groups leaving the hospital against medi- 
cal advice (thus leaving early) or not leaving when sched- 
uled because they were considered to be at high risk for 
suicide or homicide. 


Treatment Program 


We have previously described the treatment program 
for the two groups (1). During one 3-month period in the 
middle of the project, we measured and described the 
types and lengths of treatment received by short-term 
and long-term patients by means of direct observation 
and questionnaires filled out by the treatment staff and 
patients. The results of this assessment are summarized 
in table 2. 

A partially fixed drug regimen was used with patients 
from both groups in an effort to use similarly high pheno- 


386 Am J Psychiatry 132:4, April 1975 


FIGURE 1 
Number of Days of Hospitalization for Patients in Short-Term and 
Long-Term Groups 
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thiazine levels during their early weeks in the hospital, re- 
gardless of length of stay. This was successful in that 
there were no clinically or statistically significant differ- 
ences between groups in the amount of medication re- 
ceived on any of the first 21 days of hospitalization. After 
that, high phenothiazine levels were prescribed, as was 
the case in our previous report (1). 


Evaluation 


Both treatment groups were assessed at admission and 
at their respective discharge times. In addition, the long- 
term group was assessed 4 weeks after admission, a time 
that corresponds to the modal short-term discharge 
point. Patients were assessed on a variety of measures to 
compare prehospital, hospital, and posthospital course. 
Only the two evaluation instruments used to measure the 
inpatient phase are described here. 

The Health-Sickness Rating Scale (HSRS) (4) is a glo- 
bal rating of psychiatric functioning. Ratings are on a 
scale of 0 (severely disabled) to 100 (very effective func- 
tioning), and brief descriptions of various levels of func- 
tioning serve as rating anchors. Each patient was rated 
independently, usually by two staff psychiatrists, using all 
the clinical and research data available. These raters 
knew the patients’ treatment assignments. If the ratings 
differed by more than 10 points (on a scale of 0 to 100), 
the differences were discussed and ratings were changed 
until they agreed within 10 points. The averages of these 
adjusted ratings were used in the data analysis. 

Not all patients were rated by the same two staff psy- 
chiatrists. Therefore, reliability was determined by corre- 
lating the original ratings (i.e., before discussions) for 
each pair of raters at each time period. There were 11 
product-moment correlations, with sample sizes ranging 
from 23 to 162 (nonschizophrenics were included); the 
correlations ranged from .42 to .78, with a median of .57, 
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TABLE 2 
Description of Psychosocial Treatment Program for Short-Term and Long-Term Groups 


a es RR RR 
Total Hours of 


Treatment 
Factors Specific to Treatment Modality per Patient* 
"n Short- Long- 
Type of Treatment Description of Treatment Short-Term Long-Term Term Term 


a i hee a 
Individual psychotherapy Included all patients. Goals much more 6.0 24.0 
Most supportive-type done by primary thera- varied, such as 
pists, mostly psychiatric residents, but meaning of a symp- 
occasionally by a psychiatric nurse or tom, rehabilitation 
psychology student. in job setting, etc. 
Frequency: 1-3 times a week for 30-60 
minutes; average =2 hours a week. 


Primary goal was 
crisis intervention 
and discharge 
planning—little 
time for other 
goals. 


Goals included both 5.0 21.0 
change in family 
patterns and dis- 
charge planning. 


Focus was on dis- 
charge planning. 


Family therapy Included all patients who had significant others 
(about half the patients). 

Done by cotherapists, one of whom was 
usually the primary therapist. 

Frequency: 1-2 times a week; usually twice 
with short-term patients. 

A weekly 90-minute multiple family therapy 
session was also conducted with about 2/3 of the 
long-term patients; average = 1 hour a week 
for long-term patients only. 

Group therapy Included all patients. 

Led by trainees in several disciplines. 

Frequency: 2 times a week for 90 minutes. Two 
groups of 8-13 patients. 

À transactional analysis group met once a week 
with an equal mix of short- and long-term 
patients, 


No difference 4.5 18.0 


Received more 60.0 240.0 
thorough discharge 
planning, most of 
which occurred in 
the last 2/3 of 
hospitalization, 


Included a role play group attended by all 
patients, a treatment planning group con- 
sisting of all staff and patients on a particular 
tcam focusing on treatment planning and 
problems, and a discharge planning group 
focusing on discharge (all weekly); also, various 
activity therapy groups such as crafts, shop- 
ping, cooking, and swimming that met through- 
out the week. Short-term patients spent as 
much time with nursing staff as long-term 
patients during first 4 weeks. 


Milieu therapy 


* Figured on the basis of the number of hours per week of treatment modality multiplied by 3 weeks for the short-term group and 12 weeks for the long-term group. 


and all were significant (p«.01). The reliability of the 
average of the scores is, of course, somewhat better than 
that of the single ratings. 

The Psychiatric Evaluation Form (PEF) (5) contains 
20 mental status items and 5 role impairment items. 
There are also 5 PEF summary scales that are com- 
binations of individual items-—disorganization, sub- 
jective distress, antisocial, withdrawal, and grandiosity- 
externalization. The scale is accompanied by a semi- 
structured interview guide. Five members of the nursing 
staff were trained to use this interview and reliably rate 
these items. As in the case of HSRS, these raters knew 
the treatment assignments. 

Two independent PEF ratings were done on a sample 
of 36 interviews in order to estimate reliability. Correla- 
tions for the 19 symptom scales ranged from .75 to .97 


and, because "don't know" was a possible answer, 
sample sizes ranged from 26 to 36. The correlation for 
overall severity was .84. The five summary scales on the 
PEF were also correlated for these 36 interviews; correla- 
tions ranged from .86 to .95. 


Data Analysis 


The principal method used to analyze the data was a 
three-way analysis of covariance, Treatment Assignment 
(short- or long-term) x Sex x Paranoid Status (paranoid 
or nonparanoid). The dependent variables were discharge 
scores and (in a second set of. analyses) comparison of 
short-term patients at discharge to the long-term patients 
at four weeks after admission; the admission score on the 
same variable was the covariate. Scatter plots of the rela- 
tionship between admission scores and each dependent 
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Mean Scores for Short-Term and Long-Term Patients on the Health-Sickness Rating Scale and the Psychiatric Evaluation Form Overall Severity 
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variable (four-week and discharge scores) for the long- 
and short-term groups separately were examined and 
seemed to be sufficiently linear and homogeneous to jus- 
tify the use of analysis of covariance. An exception was 
the PEF antisocial scale—many of the patients did not 
show this symptom, so an additional analysis was per- 
formed for this scale for only those patients whose initial 
scores indicated some degree of the symptom. 


RESULTS 
Global Outcome 


Global outcome on the HSRS and the PEF overall se- 
verity item are shown in figure 2. At 4 weeks, the short- 
term group was rated as functioning significantly better 
than the long-term group on the HSRS (p«.01). (All 
tests were two-tailed unless otherwise indicated.) The 
short-term group was also rated as functioning better 
than the long-term group at 4 weeks on the overall sever- 
ity item of the PEF, but the difference did not reach sig- 
nificance (p «.10). At discharge, the long-term group was 
functioning significantly better than the short-term group 
at its earlier discharge time on both the HSRS (p«.01) 
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and on overall severity (p «.05). The main effects and in- 
teractions of sex and paranoid status were not statisti- 
cally significant. 

We next looked at the tails of the sample to find out 
which patients were most improved and which were least 
improved or had gotten worse (table 3). At 4 weeks, 22 of 
the 30 patients who improved most on the HSRS were 
short-term, while 15 of the 24 patients who improved 
least were long-term (p «.02). At respective times of dis- 
charge, 24 of the 28 patients who improved most were 
long-term, while 21 of the 30 who improved least were 
short-term (p «.001). Results on the overall severity item 
of the PEF showed a similar trend, but the difference did 
not reach statistical significance. 


Symptoms 


Figure 3 presents the means on the PEF summary 
scales for the long- and short-term groups at admission, 4 
weeks, and discharge. The tendency was for the groups to 
be about the same symptomatically at admission. At 4 
weeks, both groups had improved markedly on all sum- 
mary scales except the antisocial scale, a finding that is 
not surprising, given the low initial symptoms on this 
scale. The short-term group showed significantly less 


symptomatology at four weeks than the long-term group 
(p<.05) on two of the five summary scales, subjective dis- 
tress and withdrawal. 

At the time of discharge there were no significant dif- 
ferences between the two groups on these five summary 
scales, but there was a trend (p<.10) for long-term pa- 
tients to be rated lower on disorganization and grandi- 
osity-externalization. As with the HSRS, there were no 
significant main effects of sex or paranoid status and no 
significant interactions of these variables with treatment 
assignment. 

We performed t tests between the groups on each of 
the 19 PEF items using the difference between the four- 
week and admission ratings and the difference between 
the discharge and admission ratings. At 4 weeks the 
short-term patients had improved significantly more on 
hallucinations (p<.05), social isolation (p<.05), and de- 
pression (p<.Q1). At the time of discharge the long-term 
group had improved significantly more than the short- 
term group on agitation-excitement (p<.05), bellig- 
erence-negativism (p<.05), and inappropriate affect 
(p «.05). 


Selected Sample 


An additional question is whether there would be a dif- 
ference in our conclusions if we analyzed data for only 
those patients who met our original criteria for the study 
rather than the total sample. Some patients had been hos- 
pitalized elsewhere for more than 7 days in the 2 months 
preceding admission; some stayed for less than the re- 
quired number of days for short- or long-term hospital- 
ization, leaving against medical advice. A few patients 
were hospitalized longer because they were a danger to 
themselves or others. We omitted all of these patients 
from the sample and repeated the same analyses of co- 
variance with this selected sample (IN 297, 53 short-term 
and 44 long-term). This analysis did not alter the con- 
clusions derived from the larger sample. 


DISCUSSION 


In terms of global functioning, the short-term patients 
in our sample of schizophrenic inpatients (for whom 
there was greater emphasis on crisis resolution and dis- 
charge planning) pulled together and functioned better at 
4 weeks than did the long-term patients (for whom treat- 
ment was expected to extend for three or four months). 
This is not a pharmacological effect, since drug dosage 
levels were similar in the two groups. The early improve- 
ment of the short-term group may have been produced by 
the patients’ awareness that they would soon need to 
function outside the hospital. The qualitative differences 
in the interpersonal aspects of the treatment may also 
have been a factor. These seem to us to be the most plau- 
sible sources of the effect. It is also possible that the 
short-term patients had mobilized themselves just prior 
to their discharge, which is when they were assessed, 
while long-term patients were under no such pressure at 


the time of their 4- week assessment. Finally (and, we feel, 
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TABLE 3 


Distribution of Those Patients Most and Least Improved According to 
Global Outcome Measures* 


Improved Most Improved Least 


Short- Long-  Short- Long- 
Measure Term Term Term Term 
Health-Sickness Rating Scale 
At 4 weeks** 22 8 9 15 
At discharge*** 4 24 21 9 
Psychiatric Evaluation Form 
overall severity item 
At 4 weeks y, 2 10 14 
At discharge 7 12 10 7 


* Approximately 20 percent of the total sample (N = 141) fell into each of the 
categories of improvement for the HSRS, and on the PEF, “most im- 
proved" was a change score of -4 or -5 and "least improved” was a change 
score of 0, +1, or 42. 

** 5 < 02, chi-square test, corrected for continuity, 
*** 5 <.001, chi-square test, corrected for continuity. 


least likely), the impending discharge of the short-term 
subjects may have introduced a bias that led raters to rate 
these subjects as functioning better than they actually 
were. Long-term patients did continue to improve, and at 
discharge at 90 to 120 days functioned better than did 
short-term patients at 28 days. 

The results suggest that some specific symptoms clear 
faster with our short-term approach than with our long- 
term treatment. There may be little additional advantage 
to be gained in symptom reduction from keeping patients 
for a longer hospital stay. These results are consistent 
with those of Caffey and associates (2): in both studies, 
the short-term patients had milder symptoms than the 
long-term patients at 4 weeks. In the Caffey and asso- 
clates study, short-term patients had less symptom- 
atology on all variables except one, with significant dif- 
ferences on the retardation and motor disturbances 
items. In our study, the significant differences were on 
subjective distress and withdrawal. In both studies, the 
long-term patients had less symptomatology at discharge 
than did the short-term patients. In the Caffey and asso- 
clates study, the long-term group had significantly lower 
scores on the paranoid projection, perceptual distortion, 
grandiose expansiveness, and conceptual disorganization 
items at discharge. In our study, long-term patients 
tended to show less disorganization and grandiosity-ex- 
ternalization, but the other symptom clusters did not 
show greater improvement. 

The data reported here do not permit comparison of 
the level of functioning of long-term patients at discharge 
with short-term patients at the same time, 1.e., about 3 
months after their admission. We do not know whether 
the continued improvement shown by the long-term 
patients 1s greater than any postdischarge improvement 
that may have been shown by the short-term group in the 
two months after their earlier discharge. 

The short-term group had less education, lower socio- 
economic status, and poorer premorbid adjustment. One 
might predict poorer outcome for the short-term group 
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FIGURE 3 


Mean Scores for Short-Term and Long-Term Patients on Psychiatric Evaluation Form Summary Scales* 
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* Higher scores indicate more symptomatology. 


because of these characteristics, but since the short-term 
group actually improved more quickly, it seems unlikely 
that the results were due to the initial differences between 
the two groups. 

Given the differences in effectiveness we have reported 
at the end of the inpatient phase, one must ask whether 
the longer stay is worth the extra cost. Our data in this 
phase of the study can only begin to answer this question, 
but if one used global functioning or symptoms at 4 
weeks as a criterion, longer hospitalization for schizo- 
phrenics would not be worth it. 

However, the preliminary results of our one-year fol- 
low-up suggest that these cost differences may be equal- 
ized in the long run by differing patterns of utilization of 
inpatient and outpatient services by the two experimental 
groups. Therefore, before discarding long-term treat- 
ment, it is necessary to see the complete follow-up data 


390 Am J Psychiatry 132:4, April 1975 


for these two groups of patients | and 2 years after ad- 
mission. This follow-up is now in progress. 
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Current and Emerging Models of Residential Psychiatric Treatment, with 
Special Reference to the California Situation 


BY ROLAND M. ATKINSON, M.D. 


The author reviews the steps that have led to the 
progressive deemphasis of psychiatric hospitalization in 
California and surveys the empirical basis for rejecting 
the usefulness of hospitalization. He discusses the four 
alternative residential models that have emerged in 
California as substitutes for state mental hospitals— 
general hospital psychiatric units, board and care homes, 
private psychiatric facilities available through vendor 
contracts, and convalescent hospitals. The author also 
touches briefly upon some important problems, including 
the possible fate of public general hospital psychiatric 
units, community mental health services, and the 
commitment law in California. : 


HOSPITALIZATION WAS UNTIL recently the principal inter- 
vention used nationally by public psychiatry (1). Califor- 
nia's status as a bellwether for possible national change 
in public psychiatry began in 1956 when Dr. Daniel Blain, 
then Director of the California Department of Mental 
Hygiene, announced that the state intended eventually to 
close all of its mental hospitals in favor of community- 
based programs. Following this announcement, in 1957 
the California legislature enacted the Short-Doyle pro- 
gram, which permitted the development of county-spon- 
sored but largely state-funded mental health service de- 
livery systems. 

Because of this program's success in reducing the use 
of state hospitals while expanding outpatient programs in 
most urban communities, the legislature in 1969 man- 
dated the development of similar programs for all coun- 
ties with populations of 100,000 or more, and also passed 
the Lanterman-Petris-Short (LPS) Act, a reformed com- 
mitment law that placed great constraints on the involun- 
tary confinement of patients. In 1971 the legislature fur- 
ther mandated that hospital services henceforth would 
receive the lowest priority for funding of new and ex- 
panded programs. In early 1973 the Division of Mental 
Hygiene announced a five-year plan to eliminate all but 
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two of the remaining state hospitals for the mentally 
ill (2), although controversy over this plan has resulted in 
its being shelved, at least temporarily (3, 4). 

While a major effect of these steps over the past 19 
years has been a significant reduction in the use of hospi- 
talization compared with other forms of intervention, 
there has also developed a climate of antipathy toward 
the use of psychiatric hospitalization in the public sector, 
along with great enthusiasm for alternative inter- 
ventions (5). In turn, the fervent antihospitalization bias 
of some influential psychiatrists in the state has affected 
both legislation and policies in public psychiatry (6). 
To place these matters in perspective, it may be useful for 
me to review briefly selected aspects of the empirical re- 
search on hospital treatment. 


RESEARCH ON HOSPITALIZATION 


While the utility of psychiatric hospitalization has been 
seriously challenged in recent years, debate has often de- 
pended far more upon rhetoric than upon properly gener- 
alizable empirical data. There are several important cate- 
gories of variables that limit the generalizability of data, 
including the following: 1) demographic differences in the 
communities that the hospitals serve; 2) differences in the 
communities with respect to the development of alterna- 
tive social and psychiatric resources; 3) differences in the 
hospitals themselves with respect to administrative poli- 
cies, treatment philosophies, and the size, composition, 
and caliber of professional staff; and 4) differences 
in a number of patient characteristics, including pre- 
hospitalization social and behavioral adjustment, dura- 
tion of illness, prior treatment, diagnosis, specific mal- 
adaptive behaviors, current family and other social 
supports, and legal status (voluntary or involuntary com- 
mitment) at the time of admission. It is obvious from 
these considerations alone that any statement to the ef- 
fect that "hospitalization is good" or that "'hospital- 
ization is bad" must be viewed with sharp suspicion. 

The interpretation of research on the efficacy of hospi- 
talization also requires that one appreciate the nature 
and limitations of measures of outcome or efficacy. Com- 
monly used outcome measures may be conveniently 
grouped into the following categories: 1) statistics con- 
cerning the consumption of hospital care, for example, 
length of stay in the hospital and rehospitalization rates; 
2) measures of social conformity; and 3) measures of 
manifest symptoms and maladaptive behaviors using 
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trained professional raters or self-rating instruments 
given to patients. 

There are major problems with each of these cate- 
gories. Data on the consumption of hospital services 
carry no inherent valence regarding desirable or undesir- 
able consequences of treatment. Brief stays and low read- 
mission rates may chiefly serve the interests of the fund- 
ing agency, which is concerned with reducing expense to 
the state or local government (7). Measures of social con- 
formity—for example, ratings of the discharged patient’s 
adaptation to his family, community, or work—are based 
on the premise that the patient is “wrong” or unsuccess- 
ful if he fails to adapt to the presumed “rightful” ex- 
pectations of his social environment, a premise that has 
been challenged by societal reaction theorists (8-10). 
Measures of manifest or self-reported psychopathology 
are vulnerable because of the inferential quality of many 
observations (11), which can lead to extreme errors in as- 
sessment (12). In addition, patients are capable of manip- 
ulating the clinican’s impression of the degree of their ill- 
ness according to their perceptions of the purposes of the 
assessment, a variable poorly controlled in most stud- 
ies (13). The research literature itself will now be as- 
sessed according to selected categories of central interest. 


Reasons for Hospitalization 


Why do people enter the hospital? In their recent sum- 
mary of the research literature on this question, Gove and 
associates (14, 15) concluded that the bulk of the evi- 
dence indicated that persons who are hospitalized are se- 
riously disturbed, that hospitalization is initiated as a last 
resort after the situation in the community has become 
untenable, and that advocates of the social labeling the- 
ory of mental illness have probably overstated the impor- 
tance of an automatic societal reaction mechanism in ac- 
counting for mental hospital admissions. A study 
conducted by Mendel and Rapport (16) at Los Angeles 
County General Hospital demonstrated the primary im- 
portance of the lack of alternative social placements in 
influencing decisions to hospitalize patients. My 
study (17) of 500 patients on the psychiatric emergency 
admitting unit at Orange County Medical Center showed 
that patients who were admitted to the hospital had fewer 
social supports and greater acute psychiatric impairment 
than those sent home. 


Possible Undesirable Effects of Hospitalization 


What is the effect of the length of hospital stay? Oppo- 
nents of hospitalization have argued that inpatient treat- 
ment is antitherapeutic and debilitating. While two retro- 
spective studies of psychotic patients have suggested that 
posthospital outcome is inversely related to length of 
stay (18, 19), the results of more carefully controlled pro- 
spective studies have not replicated this finding (20). In 
three of the four prospective studies reported (20-23), 
psychotic patients hospitalized for a longer period had a 
better outcome at subsequent follow-up than patients 
treated for a shorter time. However, the findings in two of 
these three studies. may be biased by the fact that patients 
treated longer were also treated more intensively in the 
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hospital (20). In the fourth prospective study (24) there 
was no difference in outcome for the short- versus long- 
term inpatient treatment. Thus, while overall data are in- 
consistent, the results of well-designed research support a 
tentative conclusion that thoughtfully prescribed hospital 
treatment can be an effective therapeutic intervention for 
at least some acutely psychotic patients. 

The factor of disability is also related to the question of 
whether hospitalization is stigmatizing. Gove and 
Fain (14) also reviewed the literature on this question and 
contributed their own empirical study. While data do in- 
dicate that the public stereotype of the mentally ill is neg- 
ative, data on the consequences of having been a patient 
in a mental hospital are much less definitive, although 
they tend to suggest a more benign picture. Gove and 
Fain could find only two studies in the literature that sys- 
tematically reported on feelings of stigmatization among 
ex-patients and their relatives, and the results did not 
convincingly uphold the conclusion that harmful stigma- 
tization occurred when patients returned to the commu- 
nity. In their own prospective study of discharged state 
hospital patients, Gove and Fain reported that most of 
the patients showed decided improvement in their rela- 
tionships with cohabitants and modest improvement in 
instrumental performance in community activities; only a 
small minority appeared to see any stigma of hospital- 
ization as having posed a problem to them. 

While the final word is not yet in, and while it is likely 
that stigmatization must ultimately be understood in 
terms of the interaction among a patient, his family and 
community, and his specific hospital experience, it ap- 
pears that Goffman (8), Sarbin (10), Mendel (cited in 
[5]), and others (14, 25) have overstated the case for stig- 
matization. On the other hand, there is a fair amount of 
support in the literature for the claim that social, eco- 
nomic, and other demographic factors, unfavorable earli- 
er life experiences prior to hospitalization, and lack of 
sustained, long-term, active aftercare are all more deci- 


‘sive determinants of long-term disability than any specific 


treatment intervention, whether it be in the hospital or 
out of the hospital (26-30). 


Efficacy of Alternatives to Hospitalization 


Are alternatives to hospitalization effective? Con- 
trolled studies comparing the outcome of hospital treat- 
ment with the outcome of several nonhospital-based al- 
ternatives have perhaps had the greatest impact in calling 
the efficacy of hospitalization into question. In several 
carefully designed prospective studies, patients have been 
randomly assigned to full hospitalization versus partial 
hospitalization (31, 32), hospital treatment versus home 
treatment (33), hospital treatment versus outpatient 
family crisis intervention (34, 35), and hospital treatment 
versus immediate placement in autonomous living situa- 
tions with outpatient therapy (36). All of these studies 
tend to demonstrate the superiority of the alternative in- 
tervention to hospitalization, with follow-up periods 
varying from a few months to three years. The superiority 
of the alternative intervention has been judged either by 


equal outcome for the alternative treatment at greatly 
reduced cost or by an absolutely superior outcome com- 
pared with the results of hospital treatment or by both. 

It must be emphasized, however, that highly selected 
patient groups have usually been chosen for these studies. 
The patients have usually been diagnosed as schizo- 
phrenic and have almost invariably been voluntary 
patients living with stable families, who in turn have been 
cooperative in accepting alternative treatment assign- 
ments. Usually, patients judged to have a significant risk 
of assaultive or suicidal behavior have been excluded 
from study, as have patients with other diagnoses or with 
concomitant acute medical problems, involuntary or 
committed patients, patients not living in stable families, 
and those whose families refuse to cooperate with treat- 
ment requiring that the patient reside at home part time 
or full time during the acute episode of disordered behav- 
ior. Thus a sizable proportion of patients who tend to be 
hospitalized have typically been excluded from study. 

Moreover, this excluded group has many of the charac- 
teristics that tend to mitigate successful treatment in any 
setting, while criteria for inclusion suggest a bias toward 
patients for whom outcome is generally more favorable 
with any form of intervention. The alternative treatment 
program is usually staffed by a special team assembled 
for the study, and thus one may legitimately raise ques- 
tions concerning uncontrolled differences in staff esprit 
and enthusiasm for the work, factors that have been dem- 
onstrated to increase the likelihood of successful out- 
come (37). Unfortunately, reports of comparative studies 
of hospitalization versus alternative interventions tend to 
minimize these important limitations of their findings. 
Thus it is not surprising that the more naive popularizers 
of their findings, including government officials and poli- 
ticians, have used these data to support the contention 
that hospitalization is ineffective and undesirable for all 
patients. 


Conclusions 


This very selective review of research on hospitaliza- 
tion allows the following tentative conclusions: 

1. Two favorite claims of antihospital rhetoricians, 
that hospitalization is categorically stigmatizing and is 
also debilitating, are not generally upheld. 

2. Studies comparing hospitalization with alternative 
interventions .demonstrate the greater cost-effectiveness 
of the latter. 

3. These studies focus on a circumscribed subset of the 
inpatient population that excludes large numbers of 
patients who are involuntary, who do not live in stable, 
cooperative families, who are medically ill, or who are 
destructive to themselves or others. 

4. The question of the feasibility of nonresidential 
treatment for these excluded groups remains unanswered. 

In addition, there are data showing that traditional 
state mental hospitals shelter a sizable group of patients 
who either resist active psychosocial rehabilitation efforts 
or are "treatment failures" but who, in any event, repre- 
sent a hard-core group consuming open-ended residential 
care (13, 38, 39). It is the residential care of these latter 
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groups to which California mental health planners have 
had to address themselves as the use of state hospitals has 
been purposely curtailed. 


EMERGING MODELS OF RESIDENTIAL CARE 


The following four alternatives to the state hospital 
have emerged in California, the latter two quite recently: 
expanded psychiatric inpatient units in county and city 
general hospitals, board and care homes, contracts to pri- 
vate residential service vendors, and convalescent hospi- 
tals. To facilitate discussion of these models, it will be 
useful for me to group the population at risk for residen- 
tial care into these three major subsets: patients whose 
acute psychiatric disorders are caused by or coinciden- 
tally associated with major acute medical or surgical 
problems, rendering these patients medically non- 
ambulatory (MED); medically ambulatory patients re- 
quiring primarily psychosocial and rehabilitative services 
(PSR); and medically ambulatory patients with chronic 
psychosocial disabilities not responsive to intensive inter- 
vention (DIS). 


General Psychiatric Hospital Units 


Richly staffed, geographically accessible, presumably 
nonstigmatizing psychiatric units in general hospitals 
were regarded until recently as a splendid alternative to 
the state mental hospital (40). Considerable expansion 
and enrichment of city and county general hospital psy- 
chiatric units occurred in the late 1950s and 1960s under 
the sponsorship of the Short-Doyle program. Since then, 
however, it has become obvious that these units have 
some important limitations. The following three prob- 
lems are especially serious. 

1. There has been a remarkable rise in the cost of gen- 
eral hospital psychiatric services, with the daily rates in 
California now about two to four times the daily rates in 
state mental hospitals. 

2. The limitations of the general hospital ward setting 
hinder the development of optimal psychosocially ori- 
ented rehabilitation programs. These limitations include 
the constraints of the physical plant and hospital policies 
and staffing patterns arranged primarily for the care of 
nonambulatory medical and surgical patients. 

3. These units still tend to be used as a last resort for 
many patients in the PSR and DIS groups, for whom 
general hospital services are often inappropriate and ex- 
traordinarily costly. 

Jt is likely that the future justification of general hospi- 
tal psychiatric units will have to depend more strictly 
upon their provision of highly medically oriented psychi- 
atric evaluation and treatment, primarily to the relatively 
small subset of MED patients. 


Board and Care Homes 


Often rationalized as a step toward promoting 
patients' ties with the general community, these facilities 
for both PSR and DIS patient groups have appealed to 
state planners not only because they are less costly than 
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either general hospital units or state hospitals, but also 
because the state can transfer a large portion of the finan- 
cial burden for such care to the federal government, 
which will subsidize ex-patients living in these facilities 
on the basis of total disability grants. Recent exposés of 
conditions in board and care homes in both the profes- 
sional literature and news media suggest that the living 
environment in them is often inferior to that in hospi- 
tals (5, 41). Supervision of the homes and their operators 
is still a haphazard affair. The board and care home sys- 
tem has not been adequately linked to either the Short- 
Doyle program or comprehensive medical services, and 
the eligibility criteria for total disability grants limit ac- 
cess of ex-patients to these facilities. Thus these homes 
often provide an inadequate rehabilitative environment 
for PSR patients, and a large proportion of DIS 
. patients—for example, those diagnosed as suffering from 
alcoholism or severe personality disorder—are not eligi- 
ble for subsidy to live in them. 


Private Vendors 


There are several corporations that own and manage 
multiple private psychiatric facilities. In Orange County, 
tne number of private psychiatric beds tripled in the last 
fzw years. This expansion was supported largely by the 
availability of Medicare and Medicaid (the Medi-Cal 
rrogram) funding, which today subsidizes the care of 
many patients who formerly would have been sent to 
state or county mental hospital facilities. According to a 
recent legislative mandate, these private vendors are now 
eligible to enter into competitive bidding to provide con- 
tract services in lieu of direct Short-Doyle facilities if 
they can demonstrate superior cost-effectiveness. Al- 
though only a few publicly funded contracts have been 
gwarded to these private vendors, there are indications 
that this form of service for full and partial hospital- 
ization, for both MED and PSR patient subsets, may in- 
crease in importance over the next few years. 


Convalescent Hospitals 


Most recently, the state mental health planners have 
been working with the Orange County Mental Health 
Department on pilot projects to convert and upgrade un- 
derutilized private convalescent hospitals for residential 
treatment of the PSR patient group.! The convalescent 
hospital vendor delivers basic hospital services, including 
core nursing staff, while the Short-Doyle program sup- 
rlements the hospital staff with a cadre of mental health 
professionals to supervise the treatment program. If this 
csychiatrically upgraded convalescent model succeeds, it 
could largely replace county hospital psychiatric units 
and state hospitals in the treatment of the PSR patient 
subset. Some of the problems that may be encountered in 
tne use of this new model will be discussed later in this 
article. 


rv hese hospitals are called therapeutic residential centers, or TRCs. 
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Responsibility for MED patients. There is evidence 
that at least some state planners, moved by both fiscal 
and ideological arguments, would like to remove the care 
of the MED patient subset from the purview of the Short- 
Doyle program, reshaping the latter according to a 
strictly psychosocial rehabilitation model. Conceptually, 
this point of view implies that patients whose behavior 
disorders have a medical etiology or are at least asso- 
ciated with acute medical problems should be considered 
categorically different from patients whose behavior dis- 
orders have no obvious medical correlates. The potential 
destructiveness of this suggestion, with respect to both 
scientific issues and practical considerations of continuity 
of patient care, should be obvious to all medically ori- 
ented psychiatrists. 

Management of PSR patients. The plan outlined ear- 
lier assumes that PSR patients will not be sent to tradi- 
tional hospitals, but rather that community mental health 
services will provide intervention for patients with seri- 
ous, acute behavioral disturbances that are not medically 
related. Several factors cast doubt upon the attainability 
of this goal. Many community mental health profes- 
sionals still tend to view the general hospital psychiatric 
unit and the state hospital as a last resort for the most 
difficult-to-manage patients, and they have a con- 
comitant reluctance to assume ultimate responsibility for 
these patients. Available convalescent hospital facilities 
tend to lack the architectural features required for safe 
and humane detention of involuntary patients who may 
be seriously dangerous to themselves or others. Also, 
funding levels proposed by the state for convalescent resi- 
dential facilities are quite low, somewhat lower even than 
current per-capita funding for state hospital care. Thus it 
is questionable whether a staff-to-patient ratio can be 
achieved that would allow for adequate social control of 
the more seriously disturbed PSR patients. 

The burden of the DIS patients. If the accelerated plan 
for closing state hospitals is adhered to, and unless the se- 
rious shortcomings of board and care homes are resolved, 
decentralized, extrahospital residential centers sponsored 
by the Short-Doyle program may be faced with another 
increasingly difficult burden, that of responsibility for the 
supervision of growing numbers of DIS patients. In Or- 
ange County it has already been proposed that low-cost, 
minimally supervised residential facilities (e.g., halfway 
houses, open-ended partial hospital programs, and “‘resi- 
dential lodges”) supplant board and care homes for many 
DIS patients, especially those who have resided for long 
periods in state hospitals, which may be closed. If com- 
munity mental health services are sufficiently affected by 
the quasi-custodial burden of open-ended billeting of DIS 
patients, the active treatment mission for which these 
services are currently organized may be seriously com- 
promised. 

Status of the LPS commitment law. Apprehension by 
both the public and by legislators about the consequences 
of curtailing traditional hospital-based residential treat- 
ment models has resulted not only in shelving the state's 


plan to close state hospitals nearly completely but also in 
controversy about the adequacy of the LPS commitment 
law (4,41). Unfortunately, empirical research on the 
question of increased community hazards in relation to 
curtailed commitment and extrahospital treatment is in- 
adequate to resolve the issue. A paucity of studies may be 
cited on each side of the coin: some data suggest that 
there is no demonstrable increase in hazard to the com- 
munity from ex-mental patients (42,43), while other 
studies suggest that there is some increased incidence of 
arrest, if not of crime, among discharged mental 
patients (36, 44, 45). 

While the link between prior psychiatric treatment and 
major crimes of violence has been played up by the news 
media recently in a few celebrated cases (41), by far the 
more important problem appears to be the increasing 
burden on law enforcement agencies of apprehending and 
jailing psychiatric patients who are lost and wandering 
around the neighborhood or, less frequently, exhibiting 
bizarre behavior (6, 41). The restrictive provisions of the 
LPS law are frequently blamed for this phenome- 
non (4, 6, 41). Whether irrational or not, political pres- 
sure could result in modification of the commitment law, 
for example, in loosening the criteria for commitment 
and extension of involuntary confinement, at the expense 
of further abridgments to patients' civil liberties. 


SUMMARY AND CONCLUSIONS 


Even in California, some forms of public residential 
psychiatric treatment appear to be here to stay. This is 
not surprising considering the unresolved questions con- 
cerning the feasibility of abolishing all residential treat- 
ment, whether viewed from the vantage point of research, 
clinical experience, or public concern. General hospital 
psychiatric units will increasingly be forced to restrict 
their activity to the care of the psychiatric patient with 
medical complications, while less expensive community- 
based models are being sought for residential programs 
that are more properly oriented to psychosocial inter- 
vention and rehabilitation. The care of the chronically so- 
cially disabled patient who requires or demands some 
form of residential placement continues to be a problem 
for which adequate answers have not been found. 

Several important spectres haunt the mental health 
system and the public. One is the possibility that commu- 
nity services may be rendered ineffectual by virtue of 
their increasing responsibility for the care of untreatable 
patients who are chronically socially disabled. Another 
possibility is a backlash against the community mental 
health service system and its ideology, related to un- 
founded public fears about mental patients in the com- 
munity and perhaps also to the fact that the community- 
oriented philosophy in psychiatry is grounded to some 
extent in optimism and hope and not entirely in proven 
methods, except for small research and demonstration 
projects, the broad application of which may be fiscally 
impossible (46). One may hope that a middle-of-the-road 


approach will ensue in which the cautious, gradual : 


ROLAND M. ATKINSON 


development of residential alternatives to the tradition- 
al hospital models will displace extremist measures 
and debates. On the other hand, it is entirely possible that 
the current wave of public and legislative sentiment may 
result in retrogressive changes in both the public mental 
health service delivery system and in the commitment 
law, in keeping with the national trend toward increasing 
conservatism on most social issues. 
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Intellectual and Neuropsychological Functions in Young Men with Heavy and 


Long-Term Patterns of Drug Abuse 


BY PETER BRUHN, CAND. PSYCH., AND NELLY MAAGE, CAND. PSYCH. 


The authors attempted to determine the long-term effects 


of heavy drug abuse in 87 male prisoners. The sample 
was divided into the following groups: 1) nondrug users; 
2) users of cannabis and hallucinogens, 3) users of : 
cannabis, hallucinogens, and amphetamines; and 4) users 
of cannabis, hallucinogens, amphetamines, and opiates. 
Intellectual and neuropsychological tests sensitive to 
brain dysfunction revealed no intergroup differences. 
This finding casts some doubt on other reports suggesting 
that long-term drug abuse results in neuropsychological 
disorders. However, the authors caution that one should 
not conclude that no organic changes occurred in their 
sample. 


THE STEADILY INCREASING use and abuse of mind-alter- 
ing substances, in particular hallucinogens, ampheta- 
mines, barbiturates, opiates, and psychotropic drugs, has 
inevitably resulted in a growing concern about the social, 
psychological, and biological consequences for the user. 
The research literature on the subject has focused mainly 
on the following two questions: What are the acute ef- 
fects of drug abuse on the organism? and, What are the 
possible (incapacitating) long-term effects of chronic use 
of the previously mentioned drugs? 


REVIEW OF THE LITERATURE 


While there is a vast research literature on the first 
question (e.g., 1-4), only a few valid investigations of the 
second question have been published (5-7). This seems to 
be particularly true with respect to. permanent defi- 
ciencies of a neurological or neuropsychological nature. 
The literature on this latter issue is contradictory, due in 
part to a number of methodological problems previously 
enumerated elsewhere (e.g., 1). Von Zerssen and asso- 
ciates (5), who used echoencephalography, reported en- 
larged third ventricles of the brain in drug abusers. This is 
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in accordance with the findings of Campbell and asso- 
ciates (6), who through the use of pneumoencephalogra- 
phy found cerebral atrophy in young patients who had a 
history of consistent cannabis smoking over a period of 3 
to l] years. 

Kolansky and Moore (2) found neurologic signs and 
symptoms such as “slurred speech, staggering gait, hand 
tremors, thought disorders, and disturbances in depth 
perception" in a few patients who had smoked mari- 
juana four or five times weekly for many months. In a 
study that used tests sensitive to cerebral impairment, 
subjects who used hallucinogens showed significant im- 
pairment suggestive of "some degree of cerebral defi- 
cit" (7). 

Further evidence of the detrimental effects of halluci- 
nogenic drugs on cerebral function may be indicated by: 
the *amotivational syndrome" described by McGlothlin 
and West (8). This syndrome, which hàs been observed in 
chronic, heavy marijuana users, is characterized by such 
symptoms as weakening of normal aggressivity and am- 
bition, increased fatigue, and a tendency to “drop out." 
Thus the syndrome in many respects resembles the asthe- 
nic syndrome known in clinical neurology as one possible 
consequence of cerebral injury. 

However, several other studies cast some doubt on 
these reports of adverse cerebral effects from long-term 
drug abuse. Kupfer and associates (9) related impaired 
motivation to factors other than frequent marijuana use, 
and Grant and associates (10) found no evidence of neu- 
ropsychologic impairment in students who had smoked 
marijuana moderately and regularly for at least three 
years. 

In addition, two U.S. government reports (3, 4) were 
equivocal about the possibility of harmful effects from 
long-term use of marijuana. The latter report stated that 
"knowledge of the effects of very heavy, very long-term 
use of marijuana by man is still incomplete" (p. 62). 

There is even less information concerning the effects of 
the more potent psychoactive drugs relevant to this study. 
LSD has often been reported to induce recurring effects 
in the form of flashbacks and visual disturbances (11, 12) 
that outlast the effects of the individual dose. This seems 
to indicate that it has a permanent or at least long-lasting 
influence on the central nervous system. However, in 
McGlothlin and associates' study (1) of subjects who had 
repeatedly ingested LSD, they reported only vague evi- 
dence of “moderate impairment of abstract abilities... 
suggestive of minimal brain damage." 

Louria (13) has cautiously suggested that the abuse of 
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stimulants may result in organic brain damage. Opiates, 
especially heroin, have'been reported in several cases to 
cause damage to the central nervous system, probably 
due to the users' hypersensitivity to the drug (14). Mor- 
phine base,' one of the most popular opiates in Denmark 
in the last few years, has been suspected of causing sim- 
ilar central nervous system impairment in patients seen In 
our neurological clinics, but little is yet known about the 
long-term effects of this substance due to its rather recent 
appearance on the market. The determination of central 
nervous system impairment from these drugs is com- 
plicated by the fact that many drugs bought on the black 
market are dissolved in or mixed with other substances 
that might contribute to or cause neurological dysfunc- 
tion. 

Based on these observations, it must be concluded that 
the possible detrimental effects of long-term drug abuse 
on the central nervous system are not sufficiently eluci- 
dated. The purpose of our investigation was to answer the 
following questions: 

|. Does heavy, long-term drug abuse result in neuro- 
psychological impairment, either in the form of dementia 
or in more selective cognitive deterioration? 

2. Are certain drugs (hallucinogens, stimulants, and 
opiates) especially detrimental to the cognitive abilities of 
the user? 


METHOD 
Subjects 


Eighty-seven male subjects were randomly selected 
from a larger sample of criminals imprisoned in Vestre 
Faengsel (the state prison), Copenhagen, for various vio- 
lations of the penal code. They comprised the total 
sample studied. Their mean age was 23.1 years (range, 17 
to 32 years); the mean level of general education was 8.2 
years (range, 6 to 12 years); and the level of higher educa- 
tion averaged 1 year (range, 0 to 8 years). 

The criteria for exclusion from the study were as fol- 
lows: 

l. Acute or chronic physical disease (e.g., fever, hepa- 
titis, drug withdrawal symptoms). 

2. Acute or chronic gross psychopathology (e.g., psy- 
chosis, schizophrenia, manic-depressive disease) or oli- 
gophrenia. 

3. Evidence of damage to the central nervous system 
from causes other than drugs (e.g., previous head trauma 
and neurological disease), based on information from an 
interview. 

4. Sensory or motor deficits influencing the subject's 
ability to take the neuropsychological test battery. 

All subjects were briefly informed about the tests they 
were going to take. In addition, they were told that the 
study psychologist was not working for the prison and 
that neither personal information nor test data would be 
given to the police, prison administration, or other au- 


'Morphine base refers to the basic, unpurified substance from which 
other and more pure opiates, e.g., heroin, are derived. 
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thorities. Only voluntary subjects were accepted; almost 
all selected subjects cooperated, since the investigation 
represented a welcome interruption of the boredom expe- 
rienced in the cell. 

One of us (N.M.) obtained the drug history of each 
subject during a careful interview. Concerning drug in- 
take, it is extremely difficult in an extralaboratory setting 
to obtain exact information on the chemical composition 
and amount of intoxicating substances taken over the 
years. The drug user usually has little knowledge of ex- 
actly what he is buying. His memory, as well as his per- 
sonal motives, further distorts the information elicited. 
To circumvent the latter problem, we spent a great deal 
of time developing a positive relationship with the sub- 
jects. This, together with the fact that they knew their 
drug histories would be kept confidential, leads us to be- 
lieve that we got a fairly realistic and honest description 
of each subject's drug history. 

We attempted to characterize the pattern of drug 
abuse in our sample, based on frequency, by using the 
classification suggested by the National Commission on 
Marihuana and Drug Abuse (4, p. 34). It is as follows: ex- 
perimenters; have used the drug for a few trials but never 
regularly; intermittent users: use the drug two to three 
times a month to once a week; moderate users: several 
times a week to once daily; and heavy users: more than 
once daily. 

Based on this information the subjects were divided 
into four groups representing different patterns and de- 
grees of drug intake, as follows: group 1: nondrug users 
(N = 23);* group 2: cannabis plus hallucinogens (N 222); 
group 3: cannabis, hallucinogens, and amphetamines 
(N =20); and group 4: cannabis, hallucinogens, ampheta- 
mines, and opiates (N =22). 

Although the selection of the four groups may seem 
somewhat arbitrary, it is obvious that they represent in- 
creasing degrees of drug abuse in regard to both the 
amount and types of drugs ingested. 

We were careful to match the four groups with respect 
to age and educational level, as well as to the number of 
years spent in public or private institutions. 

Table 1 summarizes the characteristics of the 87 sub- 
jects in regard to the kind and amount of drugs used. It 
can be seen that abuse of barbiturates, cocaine, heroin, 
and psychotropic drugs (usually sedatives) was fairly 
common in group 4. 


Procedure 


After a short conversation in tlie cell, where the psy- 
chologist described the study to the subject and elicited 
his cooperation, the two settled in a quiet office, where 
detailed information on the subject's social background 
and drug use was obtained in an informal and relaxed at- 
mosphere. This interview usually lasted about a half-hour 
to an hour. 

Next, the subject was informed about the tests he was 


"Although some members of this group had used cannabis and other 
drugs experimentally and three had used cannabis intermittently, for 
the purposes of this study they are considered nondrug users. 


TABLE | 
Patterns of Drug Use Among 87 Subjects 


PETER BRUHN AND NELLY MAAGE 


Morphine Psychotropic 
Types of Use Cannabis LSD Mescaline Amphetamines Opiates Base Heroin Cocaine Drugs Barbiturates 
Group I (N = 23) 
Experimental i2 2 0 6 2 3 0 0 l l 
Intermittent 3 0 0 0 0 0 0 0 2 0 
Moderate 0 0 0 0 0 0 0 0 0 0 
Heavy 0 0 0 0 0 0 0 0 0 0 
Group 2 (N= 22)* 
Experimental 0 8 l 16 10 6 l 2 2 l 
Intermittent 3 6 0 2 0 0 0 0 2 0 
Moderate 12 2 0 0 0 0 0 0 0 0 
Heavy 7 0 0 0 0 0 0 0 0 0 
Group 3 (N = 20)** 
Experimental 3 3 0 0 9 6 0 l 2 0 
Intermittent l 8 0 0 0 l 0 0 7 0 
Moderate 3 6 0 7 0 0 0 0 ] 0 
Heavy 13 0 0 13 0 0 0 0 0 0 
Group 4 (N -22)*** 
Experimental l 2 3 l l 0 6 3 3 l 
Intermittent 0 6 0 2 2 0 0 2 0 3 
Moderate 0 7 0 3 2 0 0 2 3 I 
Heavy 21 2 0 16 17 22 0 l 13 12 


*This group had used cannabis from two to eight years. 


** This group had used cannabis from two to seven years and amphetamines from one to seven years. 
*** This group had used cannabis from three to six years, amphetamines from one to six years, and synthetic opiates from one to five years. 


going to take, and the psychologist urged him to perform 
at his very best. The testing usually lasted for two to three 
sessions. It always started with the Wechsler Adult In- 
telligence Scale (15), after which the neuropsychological 
test battery was administered. 

The followirig tests were used: 

The Wechsler Adult Intelligence Scale (WATS) (15). 
This scale, which is composed of 11 subtests covering a 
variety of cognitive areas, was used to calculate the sub- 
jects’ IQs. 

The Halstead Category Test. In several studies this test 
has been found to be an extremely sensitive indicator of 
brain dysfunction (16, 17). 

Learning and memory tests. A verbal learning test (15 
paired associates) and a visuospatial learning test (repro- 
duction of 4 complex geometrical designs) were adminis- 
tered. After an interval of one hour, during which time 
the subject was taking several other tests, he was told to 
reproduce the verbal response items as well as the geo- 
metrical designs. 

The Seashore Rhythm Test. This auditory test eval- 
uates the subject’s auditory perceptual accuracy and 
short-term memory, as well as his sustained attention. It, 
too, has proven very sensitive to generalized central ner- 
vous system dysfunction (16). 

Hidden Patterns Test (18). This test evaluates the sub- 
ject’s ability to analyze complex designs and detect a cer- 
tain pattern. 

Continuous reaction time test. The reaction time 
equipment consisted of a light source, which emitted a 
red light, placed 2'/2 feet in front of the subject. In re- 
sponse to the stimulus the subject depressed a micro- 


switch as fast as possible, thus switching off the light. 
Motor response latencies (up to 1/100 of a second) to 
these visual stimuli were measured on an electronic clock. 
After 15 practice trials, 100 continuous reaction times 
were recorded. The stimuli were presented semirandomly 
and without warning at a rate of 15 per minute, thus put- 
ting stress on the subject’s ability to concentrate on a mo- 
notonous task for a relatively long period (about 10 min- 
utes). Mean response latencies and  intrasubject 
variability have been found to be an extremely sensitive 
indicator of brain damage by several investigators 


(e.g., 19). 


RESULTS 


Intelligence. There were no significant differences 
among any of the groups on the mean raw subtest scores 
of the WAIS or on the mean verbal, performance, and 
full-scale IQs. There was not even a tendency toward 
lower IQs in the more severely drug abusing groups. The 
mean verbal IQs for groups 1-4 were 112.3, 108.6, 111.0, 
and 114.6; mean performance IQs, 107.2, 106.2, 109.2, 
and 111.0; and mean full-scale IQs, 110.9, 107.9, 110.9, 
and 113.9, respectively. Although the IQs generally 
ranged from about 110 to 115, one should not consider 
this sample to be of above normal intelligence. The 
WAIS is not standardized in Denmark, and an IQ of 110 
to 115 is known to represent average intelligence. 

Neuropsychological functioning. The mean group 
scores on the neuropsychological test battery are 
presented in table 2. The Kruskal-Wallis one-way analy- 
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TABLE 2 
Mean Group Scores on the Neuropsychological Test Battery 


Group 
l 2 3 4  Chi-Square 
Item (N223)(N-22)(N-20)(N-22) Value* 
Category Test** 44.1 | 42.6 46.31 41.0 1.4 
Verbal learning test** 14.9 14.7 15.6 12.1 2.1 
Verbal memory test** 4.1 4.1 4.1 3.1 3.0 


Nonverbal learning test** — 2.9 2.0 1.4 2A 6.6 
Nonverbal memory test*® 3.0 3.6 2.6 2.0 3.8 
Seashore Rhythm Test*** 242 25.0 23.9 243 1.3 
Hidden Patterns Test*** 700 67.9 71.8 70.4 0.9 


Reaction times 266.0 254.0 258.0 265.0 2.8 
(milliseconds) 
Reaction time lapses 4.0 2.6 3.2 4.0 2.0 


* None of the chi-square values were significant. 
** Errors. 
*** Correct answers. 


sis of variance by ranks (20) was used to determine 
whether differences among the four groups were signifi- 
cant. 

There were no significant differences among the 
groups. The error scores on the Halstead Category Test 
did not indicate any particular deficit in concept forma- 
üon or utilization on an abstract level. Learning capacity 
and memory, whether of a verbal-associative or vis- 
uospatial nature, were well preserved in groups 2-4. We 
found no impairment in the subjects’ auditory perceptual 
efficiency (Seashore Rhythm Test) and visual perceptual 
efficiency (Hidden Patterns Test). 

The continuous reaction time test, which is sensitive to 
changes in vigilance and attention, did not reveal any re- 
tardation. Mean reaction times were about the same in 
all groups, and the occurrence of lapses or prolonged la- 
tencies (arbitrarily defined as reaction times equal to or 
more than 400 milliseconds) as an index of inattention 
did not indicate any particular deficiencies in the drug- 
using groups. 


DISCUSSION 


The drug-using groups had comparable levels of per- 
formance. We found no differences in any variable— 
neither between the controls and the drug sample nor 
among the three drug-using groups. Thus the answers to 
our questions are that drug abuse does not lead to a gen- 
eral or selective intellectual impairment and that certain 
types of mind-altering substances (hallucinogens, stimu- 
lants, and opiates) do not impair the intellectual function- 
ing of the user. 

These findings were surprising; they are not consistent 
with those of several other investigators who found dif- 
ferences between controls and drug users (1, 7). Specifi- 
cally, we were unable to demonstrate any impairment in 
abstract thinking, as measured by the Halstead Category 
Test, in subjects with a history of heavy cannabis use. In 
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addition, we did not find any disturbances in concentra- 
tion, perception, learning capacity, or any of the other 
areas of cognition tested. 

Our failure to demonstrate any kind of intellectual 
deficit in the drug-using groups may be due to method- 
ological factors, which could have obscured possible dif- 
ferences. Consideration therefore should be given to the 
characteristics of the groups tested as well as to the valid- 
ity of the tests used. 

Most of the comparable investigations have used psy- 
chiatric patients or college students as experimental sub- 
jects. Our use of prisoners has the advantage of ensuring 
that the subjects were not using drugs during testing, a 
factor difficult to control in a more open environment. 
Acute drug intoxication of some subjects or too short a 
period of abstinence may have influenced the test results 
in other studies. 

One may question whether our control group of non- 
drug-using prisoners was an adequate basis of com- 
parison. In our opinion, the variable of exposure to the 
stress of being imprisoned and deprived of a normal so- 
cial environment should be kept constant across groups. 
Even if the validity of the control group is questioned, 
however, the fact that there were no differences between 
the groups using soft and those using hard drugs further 
favors our conclusions. 

The applicability of most of the tests as valid and sensi- 
tive measures of cerebral dysfunction has been clearly 
demonstrated elsewhere (15-17, 19). However, the psy- 
chometric method is inferential, and one should not con- 
clude that no organic changes occurred, since this state- 
ment can only be based on direct neuroradiological or 
pathological findings. 

Although we believe that there are grounds for cau- 
tious optimism concerning long-term adverse neuropsy- 
chological effects after years of heavy drug abuse, care 
should be taken not to minimize the risk of using mind- 
altering drugs. The lack of evidence of brain dysfunction 
does not exclude untoward neuropsychological effects 
that may become manifest at a later time or effects of a 
psychological and social nature. 
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Psychiatric Resident Suicide: An Analysis of Five Cases 


BY ROBERT O. PASNAU, M.D., AND MAJ. ANDREW T. RUSSELL, MC, USA 


The authors present case histories of five psychiatric 
residents in a large metropolitan area who committed 
suicide during an 11-year period. Although they found no 
single precipitant or predictor, they noted striking 
similarities in the cases, including a high incidence of 
psychopathology manifested in marital problems, 
absence of close personal relationships, previous 
psychotherapy, drug and/or alcohol abuse, etc. The 
authors suggest an interaction of personal, peer, and 
institutional factors as causal in all of these suicides and 
recommend such improvements in residency programs as 
providing individual faculty preceptors for each resident 
and facilitating psychotherapy for troubled residents. 


THERE SEEMS TO BE a continuing controversy in the liter- 
ature related to crude suicide rates among psychiatrists 
and other physicians (1-6). This controversy is probably 
of little use. If the suicide rate among psychiatric resi- 
dents were very low, the death of only one individual 
would be of major concern to psychiatric educators and 
to the profession as a whole. If the rate were high, the fig- 
ures alone would tell us little about the individuals in- 
volved, the effects of their deaths on others, or what could 
be done to prevent these tragedies. 

We have been given access to the records of five psychi- 
atric residents who committed suicide between 1960 and 
1971 while enrolled in or shortly after leaving university- 
based psychiatric residency programs in a large metro- 
politan area of the United States. Our intent is to present 
these five "psychological autopsies” and to discuss the is- 
sues that emerge from them. 


FIVE PSYCHIATRIC RESIDENT SUICIDES 


Case 1. Dr. A was a 27-year-old single man whose academic 
record as an undergraduate was outstanding. He had graduated 
cum laude with a straight A average in only 3 years and had 
been accepted by a major medical school in the Southwest. His 


Revised version of a paper read at the 127th annual meeting of the 
American Psychiatric Association, Detroit, Mich., May 6-10, 1974. 


At the time this work was done, Dr. Pasnau was Director of Residency 
Education and Maj. Russell was a Fellow in Child Psychiatry at the 
University of California, Los Angeles, School of Medicine, Los Ange- 
les, Calif. 90024, where Dr. Pasnau is now Associate Professor of Psy- 
chiatry and Chairman, Graduate Education Committee. Maj. Russell is 
with the Department of Psychiatry, Headquarters, U.S. General Leon- 
ard Wood Army Hospital, Fort Leonard Wood, Mo. The authors were 
members of the Task Force on Emotional Problems of Psychiatric 
Residents of the American Association of Directors of Psychiatric 
Residency Training when this work was done. 
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grades were not good in medical school, however, and they dete- 
riorated as time progressed. 

During the fall of his senior year, he was accepted for a clerk- 
ship in psychiatry in the program that later accepted him for 
residency. He impressed the faculty preceptor, who later recom- 
mended him for residency without any further interviews de- 
spite his poor overall academic achievement in medical school. 
His letters of recommendation were very favorable, indicating 
that his potential was much greater than would be assumed 
from his grades. After completing a rotating internship in a 
large general hospital, he began his residency. Almost 2 years 
had elapsed since he had had any physical contact with anyone 
in the program, and several faculty members who had known 
him were impressed by the change in his appearance and atti- 
tude. Almost immediately, his supervisors noted his lack of at- 
tentiveness and spontaneity, and his ward psychiatrist fre- 
quently noted his poor clinical judgment and irresponsibility. 
He did not attend conferences, was often late, and seemed unin- 
terested in receiving counseling. After the first 6 months, he was 
placed on probation and advised to get psychiatric help. He 
refused and was dropped from the program after the first year. 
However, he was able to transfer to a smaller county hospital 
program for a second-year position. Shortly before his death 
from an overdose of barbiturates, he was under investigation 
for drug abuse by the state medical licensing board. He left no 
suicide note. 


Case 2. Dr. B, a 28-year-old single man, graduated magna 
cum laude from a large eastern university where he was elected 
to Phi Beta Kappa and was captain of the baseball team. He 
continued to do well in medical school, where he received a 
scholarship. Recommendations from the dean and the psychiat- 
ric faculty were uniformly outstanding. During his senior year 
of medical school, he was interviewed by several faculty mem- 
bers of the program where he was later accepted, all of whom 
were very impressed with his sincerity and intelligence. Only 
one noted "certain emotional traumas in his own familial expe- 
rience." This was not elaborated, nor was there any mention of 
previous mental illness. During his internship year, he asked 
that his residency be postponed for a year because he wanted to 
do some traveling. This request was approved without further 
interview. Two and one-half years after he first appeared for 
evaluation, he began his residency. His appearance had changed 
markedly (not, however, unlike that of many of his peers). He 
appeared preoccupied and distant. Evaluations from super- 
visors noted his "emotional distance" and his frustration with 
his patients' lack of progress. He was told to seek psychother- 
apy and he was giving this thought when, without apparent rea- 
son, he went into the desert and took an overdose of barbitu- 
rates. He left a suicide note in which he romanticized the 
experience of death. It was subsequently learned that he had 
been hospitalized for mental illness while in medical school and 
that he had used hallucinogenic drugs for some time. 


Case 3. Dr. C was a 28-year-old unmarried man who gradu- 
ated magna cum laude from a large western university where he 
was elected to Phi Beta Kappa. He did extremely well in medi- 


cal school, and his preceptor recommended his acceptance as a 
resident without further interview. Following an internship in a 
nearby Veterans Administration hospital, he began his resi- 
dency. It was quite apparent on his first day that something was 
wrong. He appeared dazed and confused and he seemed unre- 
sponsive at times. He was seen in psychiatric consultation by 
the student health psychiatrist, and he admitted to being ad- 
dicted to barbiturates. He also revealed that he had been de- 
pressed off and on since his mother’s suicide when he was 13. 
He was encouraged to seek psychiatric help and asked to resign 
from the program until he had regained his health. One month 
later he was found in his apartment, having shot himself in the 
head with a shotgun. No suicide note was found, but it was 
learned from his father that he had recently broken up with an 
older woman his father had strongly disapproved of. 


Case 4. Dr. D was a 32-year-old man who had graduated 
magna cum laude from a large eastern university and was at the 
top of his class in medical school, where he was elected to Alpha 
Omega Alpha. After medical school, he entered a residency in 
internal medicine and married. His impulsiveness and immatu- 
rity involved him in some difficulties, however, and he was fi- 
nally asked to resign from a fellowship in a medical specialty. 
He then began a private practice in general medicine. He en- 
tered psychotherapy because of severe marital problems and ex- 
cessive use of barbiturates. His psychiatrist was also the direc- 
tor of the residency program he later entered. During his 2 years 
of psychotherapy, he divorced his wife and stopped using drugs. 
He was accepted for residency on the recommendation of the 
training director, who was fully cognizant of his emotional 
problems. It was decided to “take a chance on him in view of his 
intelligence, sensitivity, and many assets.” In his first year of 
residency, he discontinued psychotherapy because of his rota- 
tion to a state hospital for a 6-month period. Without apparent 
reason, he committed suicide by an overdose of barbiturates. 
He left no suicide note. 


Case 5. Dr, E was a 34-year-old divorced man who was ac- 
cepted for psychiatric residency in a university-affiliated Veter- 
ans Administration program. He had graduated magna cum 
laude from a large eastern university where he was elected to 
Phi Beta Kappa. He became severely depressed after his third 
year of medical school, dropped out, and was hospitalized for 
almost a year and treated for his depression. He was then able 
to return to medical school and graduated without difficulty. He 
interned in a large private hospital, after which he began a gen- 
eral practice, got married, and began psychoanalysis. He had 
been in psychoanalysis for about 8 years when he first applied 
for a psychiatric residency. He was open about his marital diffi- 
culties, his tendency to drink too much, and his previous mental 
illness. He was given a 5'^-hour battery of psychological tests 
by a clinical psychologist and was interviewed by several faculty 
members. The psychologist reported that the test results in- 
dicated “immaturity, extreme ambivalence, and a significant 
tendency to act out." Her tentative diagnosis was "question of 
manic-depressive illness." As a result, he was not accepted into 
the program. This led to a long series of interactions between 
program staff and Dr. E, including his being allowed to talk to 
the psychologist and his request that the psychological tests be 
given to his psychoanalyst, which was granted. He then reap- 
plied for the following year, supplying more than 18 letters of 
recommendation from colleagues and from his psychoanalyst. 
The admissions committee relented, as did the psychologist, 
who admitted she could have been mistaken. He resigned after 6 
months following a bitter and hostile divorce from his wife. 
Faculty evaluations stated, “Highly intelligent, idealistic. Has 
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difficulty compromising, however.” One supervisor noted that 
he was stubborn and very angry. He discontinued his psycho- 
analysis at the time of his resignation. He was found dead 2 
months later from a gunshot wound in the head, having left no 
suicide note. 


POSSIBLE CAUSAL FACTORS 
Suicide in the Gifted 


There can be little dispute over the observation that 
this group of residents was gifted. They were intelligent, 
motivated, sensitive, and creative individuals, most of 
whom had graduated magna cum laude and were elected 
to Phi Beta Kappa. It is well known that college gradu- 
ates are more likely to commit suicide than non- 
graduates, but it is not known why this is true. Ross (7) 
has described this phenomenon in his work on physician 
suicide, providing the following “composite picture" of 
the suicide-prone physician: “graduated at or near the 
top of high prestige medical school class, and now he 
practices a peripheral specialty associated with chronic 
problems where satisfactions are difficult and laggard." 

Shneidman (8) studied some of the suicides among a 
group of 1,500 high-IQ subjects in a special longitudinal 
study. Using the concepts of perturbation and lethality, 
he was able to correctly identify 4 of the 5 suicides in a 
blind clinical analysis that was based on an enriched 
sample. He found the clues of instability, early trauma, 
and lack of inner and outer controls to be especially im- 
portant. 


Marital Conflict 


It is widely known that physicians as a group have a 
disproportionate incidence of marital difficulties. Vail- 
lant and associates (9) wrote of the psychological vulner- 
abilities of physicians, indicating that almost half of their 
sample group had poor marriages or were divorced, com- 
pared with less than a third for a control group. Added to 
this vulnerability is the effect of psychiatric training on 
the marital relationship (10). 

It is also known that a supportive relationship with a 
"significant other" is an important variable in suicide 
prevention. Shneidman noted this in his study of suicide 
in gifted individuals (8). Coombs and Boyle (11) have 
made a compelling case in favor of marriage as a “buf- 
fer" against emotional stress in medical training. It is 
striking that not one of the five psychiatric residents we 
have described was married or involved in a significant 
relationship with another person at the time of his death. 


Age 


According to figures from the American Psychiatric 
Association, 58 percent of all psychiatric residents are 
over the age of 30 (12). It is known that suicide among 
physicians increases with age(1). We were impressed 
with the youthfulness of our sample group (mean age= 
29.8). Freeman (6) also noted that one of every three psy- 
chiatrist suicides is under the age of 40. It would appear 
that the most lethal period for psychiatrists 1s one that 
has been described by Gould (13) as a very important 
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transition point in which the individual moves from a cur- 
sory endorsement of introspection to taking a genuine 
look at himself. 


Psychiatric Hiness 


Both Vaillant and associates (9) and Ross (7) pointed 
out the high incidence of drug and alcohol use among 
physicians. Among the residents identified as having sub- 
stantial emotional problems in our previous survey (4), 
10 percent were known to have a problem with abuse of 
these substances. Vaillant and associates also noted the 
high incidence of psychiatric hospitalizations among phy- 
sicians. Ross discussed the prodrome of neglect of prac- 
tice and depression that typically precedes physician sui- 
cide. 

We were impressed by the degree of psychopathology 
in the residents in our sample, which was indicated by 
such problems as drug abuse, previous hospitalizations, 
previous intensive psychotherapy, absence of close per- 
sonal relationships, and identity and role diffusion. We 
urge that the evaluation process pay closer attention to 
these clues and that the resident at risk be identified as 
early as possible. 


The Process of Psychiatric Education 


Many authors have discussed the effect of psychiatric 
education on the personality development of residents. 
An earlier study (14) reviewed the literature and dis- 
cussed the increase in depression during the first year of 
residency training. Woods (15) discussed the identity dif- 
fusion that occurs during the first year of residency and 
the lack of support offered by friends, family, and even 
the program itself. Freeman (6) also touched on aspects 
of the young psychiatrist’s vulnerability. Worby (16) 
commented on the effect of the system of psychiatric 
care—i.e., the confusion of the medical model and the 
discordant voices of consumers, government agencies, 
and various professional organizations—on the emotion- 
al well-being of the psychiatric resident. He and Mendle- 
wicz and Wilmotte (17) considered psychiatric residents 
to be an extremely high-risk group. 

All of the residents in our sample who committed sui- 
cide were from university programs. Moreover, our ear- 
lier nationwide survey (4) revealed that the four psychiat- 
ric resident suicides in the United States in 1971-1972 
were from university programs. This is in no way a criti- 
cism of these large, competitive, and academically ori- 
ented institutions, which naturally attract highly in- 
telligent, academically gifted residents like those in our 
sample group. We are merely emphasizing that these pro- 
grams need to be more attentive to the emotional prob- 
lems in their group of gifted residents. 


POSSIBILITIES FOR SUICIDE PREVENTION IN 
PSYCHIATRIC RESIDENTS 


The Selection Procedure 


The question of preselection screening is invariably a 
concern of psychiatric educators. Ekstein (18) recently 
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deplored the “primitive selection procedures" in most 
training centers. The difficulties described by Holt and 
Luborsky (19) 20 years ago remain to trouble us. No sci- 
entifically valid methods-are available to screen out the 
potentially suicidal or disturbed resident. 

Garetz (20) confirmed the difficulty in using psycholog- 
ical testing (in this case, the Minnesota Multiphasic Per- 
sonality Inventory) as an absolute screen. Our survey of 
current practices in the United States (4) indicated that 
virtually none of the residency programs used psycholog- 
ical testing in evaluating applicants for residency. In our 
group of suicides, one resident had undergone consid- 
erable psychological testing, which led to his initial rejec- 
tion. However, the psychologist was influenced to dis- 
regard her own data as a result of prolonged personal 
contact with the resident. Shortly before his death she 
wrote, “This resident's progress had made me realize the 
futility of psychological testing in the screening of appli- 
cants for psychiatric residency training." 

Letters of recommendation are used by all programs, 
yet only 30 percent of the training directors feel that they 
are very useful (4). We were impressed by how often past 
problems were glossed over in letters from deans of medi- 
cal schools and department chairmen. In one case vital 
information about a previous psychiatric hospitalization 
was withheld. We feel that letters of recommendation 
from deans and medical faculty are of little use in identi- 
fying the potentially troubled resident. 

Interviews by faculty and staff members are used with 
great frequency and are felt to be somewhat more valu- 
able than letters and to have good predictive value (4). 
These interviews customarily occur between 10 and 20 
months before the residency year begins. Only three of 
the five residents in our suicide sample were interviewed 
by several staff and faculty. In three cases, the interviews 
or contacts had occurred more than 12 months before 
residency began, and in one case the lapse had been 24 
months. In each of these cases, there were noticeable 
changes in mental status between the time of the inter- 
view and the beginning of the residency. We urge that ev- 
ery applicant be interviewed by several faculty members, 
but we wonder about the diagnostic or predictive validity 
of such interviews when they occur | or 2 years before 
residency. 

The use of interviews by residents has been gaining 
popularity in recent years. In our survey, 90 percent of 
the programs used resident interviews in the application 
process and 84 percent found them to be of moderate to 
high value (4). In this study, none of the residents who 
later committed suicide was interviewed or evaluated by 
peers. On the basis of personal experience and review of 
these five cases, it is our recommendation that resident 
input should be used in every case. Although residents do 
not have the experience or knowledge of the staff, they of- 
ten tap a dimension of the applicant's personality that 
may have eluded the faculty member. 

Although there were obvious failures in the evaluation 
and selection of the five psychiatric resident suicides in 
our study, we wonder whether any single “‘correct”’ selec- 
tion procedure could have prevented these deaths. 


Supervision, Preceptorship, and Psychotherapy 


Our survey indicated that supervisors’ evaluations of 
psychiatric residents were used by almost all pro- 
grams (4). Characteristically, they included an evaluation 


of the resident's personality as well as his developing skill . 


and knowledge. Peer supervision was used in very few 
programs. Many programs (82 percent) provided faculty 
preceptors, who take a more personal interest in individ- 
ual residents over the entire period of the residency. 
However, most programs leave the matter of personal 
psychotherapy or psychoanalysis largely up to the indi- 
vidual resident and neither require nor provide it (4). 

The supervisors’ evaluations of the residents in the sui- 
cide sample were generally helpful in alerting the training 
director to the residents' problems. In two cases, the resi- 
dents resigned from the programs shortly before their 
suicides. In one case, the resident was dropped from the 
program and transferred to another. In no cases did the 
program provide psychiatric treatment. Although treat- 
ment was recommended in every case, the residents did 
not follow through, and none of them was actively in- 
volved in any psychiatric treatment at the time of his sui- 
cide. 

None of these residents was supervised by a peer or 
involved actively with a preceptor. In three of the cases, 
fellow residents were aware of the drug abuse, but they 
said nothing about it. After one of the suicides, several 
residents commented, “We all knew he was sick. Why 
didn't somebody do something about it?" 

This brings up the issue of responsibility. If a resident 
developed acute appendicitis during the course of his first 
year, would a program drop him, put him on probation, 
or let him resign without receiving medical attention? Or 
would the program provide him the necessary medical 
care through a health insurance plan or out of profession- 
al courtesy? In the absence of a family member or close 
friend, would a faculty member or fellow resident not 
have stepped in to offer assistance and support? Perhaps 
this is the most critical question to emerge from our anal- 
ysis of these five cases. 

We believe that the faculty bears some of the responsi- 
bility and that every resident should be given an individ- 
ual faculty preceptor. Residents at risk should not be ro- 
tated away from their home facility during the first year. 
Supervisory evaluations should be conducted early in the 
first year to alert the administration to any problems. 
Supportive resident or peer groups should be formed to 
provide close peer contacts and foster a collective sense 
of responsibility. No resident should be discouraged from 
entering personal psychotherapy. Furthermore, if psy- 
chotherapy is indicated, the training director or preceptor 
should offer encouragement and provide referrals. If pos- 
sible, no emotionally troubled resident should be per- 
mitted to resign or be dropped from a program before 
these measures have been taken. If possible, the troubled 
resident should be reassigned or placed on sick leave until 
such time as a more humane disposition is made or he is 
reinstated. 

Menninger (21) stated that one of the major problems 
in suicide prevention is the denial of suicidal behavior on 
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the part of the physician. It is of utmost importance that 
the training director, faculty, and residents be aware of 
these behaviors in their colleagues and that they person- 
ally encourage them to obtain prompt and competent 
assistance. 


CONCLUSIONS 


Sometimes very large changes in the algebra of life and 
death result from small changes in each factor of the 
equation. We propose the following equation for suicide 
in psychiatric residents: 


Primitive selection processes + high-risk group + high in- 
telligence + history of mental illness + impulsivity + 
abuse of drugs or alcohol + lack of support from spouse, 
peers, or faculty + stress of psychiatric residency educa- 
tion + lack of adequate program intervention —» suicide. 


Who knows whether or not a small change in one or 
more of these factors might have saved any one of the 
five lives we have described? It is up to all of us involved 
in psychiatric education to try to find answers that will 
prevent the lethal outcome in this equation. 
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Workshop on Writing for Scientific Journals 


The 1975 annual meeting of the American Psychiatric Association will feature the second an- 
nual workshop on writing for scientific journals, to be held from 9 a.m. to 5 p.m. on Sunday, 
May 4 (the day before the annual meeting begins). The workshop, cosponsored by APA and the 
American Medical Writers Association (AMWA), will offer practical information and instruc- 
tion on four subjects: common writing faults, organizing medical reports, getting your words on 
paper, and submitting a manuscript. Work assignments, which will be sent to registrants before 
the meeting, will form the basis for initial discussions during the workshop sessions. The course 
will begin with brief introductory lectures by the AMWA faculty, who include Charles G. Ro- 
land, M.D., chairman of the Department of Biomedical Communications, the Mayo Founda- 
tion; Barbara G. Cox, medical writer, Instructional Development Section, the Mayo Founda- 
tion; and Martha Tacker, Ph.D., free-lance medical writer and editor. Following the lectures 
there will be small group discussions on the four basic subjects. The workshop will conclude 
with a panel discussion in which participants will have the opportunity to question the editors of 
several psychiatric journals. 


Registration is limited to 40 participants. All applications for participation must be received 
by April 7; the registration fee is $65. For further information on registration write to Charles 
G. Roland, M.D., Department of Biomedical Communications, the Mayo Foundation, Roches- 
ter, Minn. 55901. 
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Outpatient Alcohol Detoxification: Initial Findings on 564 Patients 


BY DANIEL J. FELDMAN, M.D., E. MANSELL PATTISON, 


AND MARK B. SOBELL, PH.D. 


The authors report on a large-scale outpatient alcohol 
detoxification program, presenting a clinical rationale for 
outpatient detoxification, describing the program 
method, and giving initial evaluation data on the first 

564 patients. Only 47 percent of the patients required 
detoxification, and only 19 percent of these required 
inpatient care. The majority of the patients successfully 
completed outpatient detoxification; half of these 
continued in the related rehabilitation program. There 
were no fatalities. The authors believe the results support 
the utility of outpatient detoxification as a cost-effective 
alternative to inpatient detoxification for the Ino of 
acute alcoholics. 


THIS PAPER REPORTS Our experiences in innovating a for- 
mal large-scale outpatient alcoholism detoxification pro- 
gram. Our purpose is threefold: to present a clinical ra- 
tionale for outpatient detoxification, to describe our 
clinical program, and to give initial evaluation data on 
the first 564 patients treated. - 


PROGRAM RATIONALE 


The alcoholism withdrawal syndrome is a complex and 
potentially dangerous medical problem (1). It can be di- 
vided into the three following components: 

1. The acute withdrawal phase. In this phase, primary 
problems involve acute toxicity and the consequent cen- 
tral nervous system dysfunctions that appear 24 to 48 
hours after blood alcohol levels drop. Hallucinosis, delir- 
ium, toxic psychosis, and toxic death (the mortality rate 
is 6 to 16 percent) are the severe consequences (2). How- 
ever, most individuals do not suffer serious withdrawal 
problems. 
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2. The subacute phase. General dysfunction of major 
organ systems, secondary infections, and psychological 
symptoms that include depression, anxiety, and agitation 
may follow the acute phase or may appear without pre- 
ceding acute symptomatology. 

3. The chronic phase. In this phase, withdrawal in- 
volves the psychological features of drug dependency and 
the associated psychosocial conflicts and life dysfunc- 
tions. 

Alcoholism services in general often fail to see the 
problem of withdrawal as a continuum; hence there is no 
effective linkage between treatment for acute withdrawal 
and the subsequent treatment phases (3). 


EXISTING ACUTE TREATMENT FACILITIES 


Plaut (4), reporting for the Cooperative Commission 
on the Study of Alcoholism, stated that acute alcoholism 
services are provided in six principal settings, each of 
which has major deficiencies. We shall briefly review ‘the 
deficiencies associated with each setting. 

Because of social stigma, formal reluctance, and infor- 
mal mores of practice, the diagnosis of an alcoholic hos- 
pitalized voluntarily by his private physician will prob- 
ably be recorded as acute malnutrition, avitaminosis, 
dehydration, gastritis, or the like. Typically, no formal 
alcohol history will be noted on the patient’s chart, and 
he is handled as a medical problem. Perfunctory atten- 
tion is given to his alcoholism per se. Treatment stops 
there, for only in a few exceptional hospitals is there any 
programmatic effort to address the alcoholism and to 
move the alcoholic from the hospital to community treat- 
ment resources. 

The same negativistic attitude is found on psychiatric 
services throughout the general hospital. The treatment 
program is not geared to the needs of the alcoholic; he is 
usually the odd man on the ward. Since admission is for 
presumptive psychiatric symptoms, once those symptoms 
subside the alcoholic is discharged. Again, no provision 
for continuing treatment in an alcoholism program is 
made. 

Nonhospital detoxification units often do not have 24- 
hour physician coverage and offer marginal nursing care. 
They often become “revolving doors" that see a dreary 
succession of the same faces because they do not have the 
resources to deal with the complex social, vocational, and 
daily support problems that their clients present. Other 
than providing a “‘sober-up” service, they are dependent 
upon other medical services for other than moderate 
withdrawal symptoms. 
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Most mental hospitals do not view their mission as 
providing acute crisis treatment, especially for the alco- 
holic. Voluntary admission will be accepted, but the alco- 
holic will usually not be urged to stay when he sobers up 
and asks to leave. In short, the mental hospital is oriented 
toward the acute psychotic, not the acute alcoholic. 

While some of the programs in special alcoholism 
wards are exceptionally good, on the average they have a 
high recidivism rate. The hospital provides a temporary 
shelter. The ticket for readmission is intoxication, so the 
alcoholic returns again and again in an acute stage of in- 
ebriation to present himself for more sheltered *'treat- 
ment." A major problem is the failure to establish a link- 
age between the hospital phase of treatment and the 
processes of rehabilitation in the community. 

The vast majority of acute alcoholism problems are 
handled in the “drunk tank." In the worst instances, de- 
humanization, neglect, and death due to unattended med- 
ical complications occur in this setting. The best pro- 
grams have medical consultation and humane care. 
However, jails are ill-equipped to offer treatment. Our 
jails are filled with public intoxication cases; these people 
do not need to be in jail. 


NEED FOR COMPREHENSIVE ALCOHOLISM SERVICES 


Although outpatient clinic programs might provide 
acute services in theory, in practice they do not. Cahn (5) 
reported few **walk-ins" for any clinic in his national sur- 
vey. Usually such clinics are not staffed or equipped to 
provide acute treatment services. Thus they cannot pro- 
vide for continuity of treatment. 

Ideally, the alcoholic should have immediate entry into 
a treatment system at the time he experiences acute 
symptoms. He should receive appropriate care through- 
out the acute withdrawal phase and then proceed into the 
chronic phase of rehabilitation (6-8). Chafetz (9) noted 
“the necessity for a continuous, nonfragmented, non-re- 
jecting relationship which requires in the initial stages of 
treatment an active reaching out to the patient" (p. 129). 

Acute treatment facilities for alcohol detoxification 
have acquired a bad image. They are seen as revolving 
doors in which there is a high recidivism rate and where 
little rehabilitation is accomplished with the alcoholic 
client (10). In large part this is due to the fact that most 
detoxification centers have been located and designed to 
serve the person from skid row who has been arrested for 
public intoxication. Yet the skid row alcoholic represents 
only 5 percent of alcoholics, and only 5 percent of skid 
row habitués are alcoholic. The public intoxicant does 
need a supervised location to sober up, but he rarely re- 
quires detoxification (11). Further, the skid row clientele 
require major services in terms of social, vocational, and 
medical support that a detoxification center is not 
equipped to provide. Thus the appropriate service for the 
skid row population is usually not a detoxification center 
but a social reception center (12). 

Most alcoholics exist in some type of stable frame- 
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work. Only during periods of intensive drinking and re- 
lated life crises do they seek treatment. Thus acute alco- 
holism is a spur to seek treatment, a ticket for admission, 
and an opportune time to establish effective treatment 
rapport. It seems good clinical sense to make acute alco- 
holism treatment an integral part of a total alcoholism 
service rather than a fragmented prelude to alcoholism 
services. Along these lines, Chafetz (9) proposed a model 
comprehensive alcoholism service center that would be- 
gin with acute treatment. 

The evaluation of alcoholism services of the Joint In- 
formation Service of APA and the National Association 
for Mental Health came to much the same con- 
clusion (13). This report noted, 


Because many alcoholics would rarely if ever need in- 
patient care provided other kinds of services were readily 
available, the community-based outpatient clinic can be legit- 
imately considered the backbone of alcoholism services. (p. 
29) 


PROGRAM DEVELOPMENT 


The Orange County Department of Mental Health es- 
tablished a funded alcoholism program in 1970 under the 
direction of one of us (E.M.P.). There were no public and 
few private alcoholism services in the county at that time. 
An initial community survey of needs and resources re- 
vealed the total absence of medical detoxification services 
as well as of counseling and rehabilitation resources. Pro- 
gram development focused on combining alcoholism 
services for the acute, subacute, and chronic phases. 

First, component staff patterns were established for the 
needs of each of the three phases of alcoholism treat- 
ment. Nursing and medical personnel were provided for 
assessment and management of acute alcoholism prob- 
lems. Paraprofessional staff were provided for initial in- 
take, socialization, and program involvement during the 
subacute phase. Some paraprofessional staff continue in 
ongoing rehabilitation treatment responsibilities. In addi- 
tion, professional staff for intensive psychotherapy, be- 
havior modification, and vocational counseling were pro- 
vided. 

Second, negotiations were made with several new pri- 
vate inpatient alcoholism programs to provide acute 
medical inpatient care, and several halfway houses pro- 
vided temporary housing and/or a recovery station where 
alcoholics could sober up. 

Third, a program plan was developed to offer immedi- 
ate access to treatment for all acute alcoholics on an am- 
bulatory basis. Backup medical inpatient and recovery 
station services were to be provided through independent 
community resources; the outpatient center would then 
combine acute treatment services with immediate in- 
volvement in a rehabilitation program. A theoretical 
model for such a comprehensive community alcoholism 
service is provided elsewhere (14). 

This report deals with the initial program and the first 
564 patients. After his appointment as director, the first 
author (D.J.F.) extended and refined these procedures. A 


subsequent report will provide data on procedural modi- 
fications and evaluations for 2,000 consecutive patients. 


PROGRAM DESCRIPTION 


All patients in our program are voluntary. They are 
usually referred from a variety of community and county 
sources. Any patient can present himself without an ap- 
pointment during operating hours. Initial screening is 
conducted to determine if the patient is appropriate and 
eligible for service. Individuals are not accepted if they 
are not residents of Orange County or if they refuse to 
sign voluntary consent for treatment. They are also not 
accepted if a clinical evaluation indicates a primary prob- 
lem other than alcoholism. Persons not accepted are as- 
sisted in obtaining service from the appropriate treat- 
ment facility. 


Criteria for Clinical Management 


When a patient is accepted at clinic intake, a routine 
initial blood alcohol concentration breath test (BAC) is 
taken.' If the client has no history of immediate drinking, 
his BAC is zero, and he shows no signs of withdrawal, 
medical evaluation is bypassed and the client enters the 
rehabilitation program. However, if his BAC is elevated 
or he complains of any withdrawal symptoms, the patient 
is referred for medical evaluation before his entry into the 
rehabilitation program. 

Medical evaluation is based on assessment of both the 
clinical state and the BAC. Because of the known high 
tolerance to alcohol in alcoholics, we do not depend 
solely on clinical symptoms (15). Thus a patient with a 
BAC of over .10 is routinely observed on site and moni- 
tored with sequential BACs until the BAC drops below 
10. 

The criteria for clinical management are outlined in 
table I. A patient with minimal clinical withdrawal 
symptoms and a BAC of 0 to .10 is not considered in 
medical danger. After medical evaluation, this type of 
patient is returned to intake for entry into the rehabilita- 
tion program the same day. 

A patient with minimal withdrawal symptoms and a 
BAC of .10 to .30 is retained in the medical unit for ob- 
servation and sequential BACs until it drops below .10. 
Outpatient detoxification procedures are initiated if this 
is clinically indicated. The patient is then returned to in- 
take for triage into the rehabilitation program the same 
day. 

Simple intoxication is clearly separated from clinical 
withdrawal symptoms. If there are clinical signs of 
simple intoxication without withdrawal symptoms, re- 
gardless of blood level, or if the BAC is over .30, regard- 
less of degree of intoxication, the patient is remanded to 
his home or to a recovery station in the community to so- 
ber up. The family at home or the staff at the recovery 
station are alerted to the patient’s condition and advised 


'The BAC is determined by means of a gas chromatograph analyzer 
manufactured by Lucke Laboratories, San Bernardino, Calif. 
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TABLE | 
Criteria for Medical Triage 
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Blood Alcohol 

Description of Clinical Concentration 

Withdrawal Symptoms (BAC) Initial Treatment Decision 

Minimal 0 Return to rehabilitation 
intake 

Minimal or none Lessthan.lO Return to rehabilitation 
intake 

Minimal .10-.30 Medical observation; BAC 
monitor until BAC is 
less than .10; detoxifica- 
tion regimen; return to 
rehabilitation intake 

None .10-.30 Remand to home or re- 


covery station to sober 
up; alert caretakers; set 
intake appointment for 
when sober 
More than .30 Remand to home or re- 

covery station to sober 
up; alert caretakers; set 
intake appointment for 
when.sober 


None (whether clinically 
intoxicated or not) 


Moderate: psychomotor Any level Medical observation; BAC 
agitation, modest ele- monitor until BAC is 
vation in blood pres- less than .10; detoxifica- 
sure, somatic com- tion regimen; return to 
plaints rehabilitation intake 

Severe: hallucinations, Any level Hospitalization 


severe psychomotor 
agitation, convulsions, 
disorientation, marked 
elevation in blood 
pressure 


to return the patient if withdrawal symptoms appear. The 
patient is given a return appointment for medical and in- 
take evaluation the next day when he is sober. 

Patients with moderate clinical withdrawal symptoms, 
regardless of BAC level, are retained in the medical unit 
for observation and sequential BAC monitor. The patient 
is retained until clinical withdrawal symptoms moderate 
and the BAC has dropped below .10. Whenever possible 
this type of patient is then moved immediately into the 
rehabilitation program. Outpatient detoxification proce- 
dures are initiated and the patient is followed regularly in 
the medical unit while concomitantly involved in the re- 
habilitation program. 

Patients with severe clinical withdrawal symptoms, re- 
gardless of BAC, are remanded for hospitalization. How- 
ever, on occasion patients with severe symptoms refuse 
hospitalization; these have been managed on an out- 
patient basis. The highest BAC obtained thus far in a suc- 
cessful outpatient detoxification was .53. 

Referral to a private contracting alcoholism hospital is 
recommended if any of the following symptoms or com- 
bination of symptoms are considered clinically in- 
compatible with outpatient detoxification: hallucinations, 
disorientation, impending delirium tremens, severely ele- 
vated blood pressure, acute emotional crisis posing a risk 
to life functions, or severe concomitant medical illness. 
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Clinical Management 


The acute detoxification services are provided by a 
staff of registered nurses with a physician consultant al- 
ways available. A nursing assessment evaluates current 
physical withdrawal symptoms, current emotional stabil- 
ity, and associated medical complications. This assess- 
ment typically takes 30 to 40 minutes. A clinical treat- 
ment decision is^ then reached, with physician 
consultation if required. The medical unit retains and 
monitors the patient if necessary and returns the patient 
to initial rehabilitation program intake if possible. If the 
decision is for outpatient detoxification management, the 
alcoholic is provided with day-to-day medication man- 
agement. Medication includes minor tranquilizers and 
anticonvulsants as indicated. 

After careful observation and BAC monitor indicate 
that the patient may be released, he is given a return ap- 
pointment for the next day to see one of the nurses on 
duty. The next visit also involves an evaluation by a nurse 
and appropriate medication and observation. Visits may 
be datly or spaced according to clinical indication until 
the patient is no longer symptomatic. 

As noted, every effort is made to integrate the detoxifi- 
cation program into the rehabilitation program from the 
moment the acute alcoholic presents himself. The alco- 
holic is immediately met by an intake alcoholism coun- 
selor. This counselor obtains an assessment of the alco- 
holic’s clinical state. An alcoholism history as well as 
personal, family, social, medical, and vocational histories 
are also obtained. If medical evaluation is required, the 
alcoholic is taken to the medical unit. After release from 
the medical unit, the alcoholic returns to the intake coun- 
selor, who then collects any intake data not obtained pre- 
viously. 

The intake counselor introduces the new alcoholic 
patient to one of the daily “new patient groups." This 
group provides an orientation to the clinic and a brief dis- 
cussion about the nature of alcoholism and the goals of 
rehabilitation. The new alcoholic returns daily to the new 
patient group for more didactic information, socializa- 
tion with other new patients, and involvement with the 
problem of alcoholism that is kept at a low level of emo- 
tional intensity. At the same time the new alcoholic ts in- 
troduced in the Social Learning Center (SLC). The SLC 
provides an opportunity to meet alcoholics involved in re- 
habilitation, reading, recreation, and informal learning 
activities that focus on interaction with others in appro- 
priate everyday activities. Emphasis is given to the expe- 
rience of normal daily interaction. 

Within the first week the intake counselor reviews the 
initial status of the new alcoholic at a staff conference, 
presenting a preliminary report of family resources, re- 
quirements for food, clothing, and housing, and needs for 
psychological, social, medical, and vocational services. 

By the end of the second week the new alcoholic has 
usually passed through the subacute phases of with- 
drawal and has experienced intensive participation in the 
new patient group and in SLC activities. A second case 
review is made at this time and a definitive treatment 
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plan is negotiated with the alcoholic client. Subsequent 
rehabilitation based upon individual needs for psycholog- 
ical, medical, social, and vocational services is then ini- 
tiated. 

Thus when he first presents himself for treatment, the 
acute alcoholic enters a total treatment program that si- 
multaneously involves necessary acute detoxification 
services, subacute management, and immediate triage 
into a sequential rehabilitation program. 


PROGRAM RESULTS 


Data for this study were derived from a systematic re- 
view of the charts of all of the first 564 consecutive 
patients who entered the program. A data management 
information system is employed by the program; stan- 
dard demographic and symptom data information are 
therefore uniformly collected. A standard treatment 
form is completed for each treatment contract; this al- 
lows uniform reporting of patient status and recom- 
mended treatment. The requirements for initial detoxifi- 
cation, continued detoxification treatment, and 
completion of detoxification treatment are reported in a 
standard fashion. Failure to follow treatment recommen- 
dations is noted in this system. In this study, all patients 
who completed detoxification were routinely followed for 
four weeks in the data system to determine continued 
participation in treatment. 

The demographic characteristics of our patient popu- 
lation are presented in table 2. The mean age of our sub- 
jects was 43 years; the age range was 20 to 72. The rela- 
tive minority of women may not represent the actual 
prevalence of women alcoholics. Rather, it may represent 
the oft noted fact that women underutilize alcoholism fa- 
cilities. The race distribution is proportional to popu- 
lation figures for Orange County. However, this may not 
represent the racial distribution of our target alcoholic 
population. The figures for age, education, and marital 
status are similar to those in other alcoholism outpatient 
populations (7, 8, 16). 

The duration of abnormal drinking indicates that the 
majority of patients had stable living situations, whereas 
the alcohol-related characteristics indicate long-standing 
alcoholism problems. The mean number of years alcohol- 
ism had been a problem for the total sample was 19.8; the 
range was 0 to 43. The figures related to social difficulties 
(arrests) suggest an alcoholic population that has signifi- 
cant social pathology. In part this is a result of the fact 
that a high number of transient, socially unstable patients 
were referred to the clinic when it was first in operation. 
Data gathered for our proposed study of 2,000 patients 
indicate a decreasing proportion of socially unstable 
patients. 

The breakdown of indications for detoxification are as 
follows: Less than half of the 564 acutely alcoholic 
patients (267 patients, 47 percent) required detoxifica- 
tion. Thirty-four patients who required detoxification 
were women (35 percent of the women in the total 
sample), and 233 were men (50 percent of the men in the 


total sample). Only a small minority of those who re- 
quired detoxification needed inpatient care (50 patients, 
19 percent of all those who required detoxification and 9 
percent of the total sample). Most of the patients who re- 
quired detoxification were treated on an outpatient basis 
(217 patients, 81 percent of all those who required detoxi- 
fication). 

Of note is the fact that 82 percent (178 patients) of 
those who began outpatient detoxification returned regu- 
larly to complete this phase of treatment (the mean num- 
ber of visits for successful outpatient detoxification was 
three). Twenty-eight patients required two detoxifica- 
tions, 5 required three, and 3 required four. Thus of all 
those who required detoxification, only 36 (17 percent) 
were recidivists; 108 (50 percent) continued in treatment. 
The mortality rate for the total sample was zero. 


DISCUSSION 


The first issue of note is that our clinical experience in- 
dicates that outpatient detoxification can be successfully 
conducted without undue morbidity or mortality. 

Second, although our outpatient sample was taken 
from an unrestricted acute walk-in service, less than half 
of the patients actually required detoxification. This find- 
ing parallels that of Gross and associates (17), who re- 
ported that 52 percent of their sample of alcoholics hospi- 
talized for acute services actually presented with toxicity 
syndromes. This suggests that inpatient detoxification 
services may be burdened with patients who might be 
handled on an outpatient basis and who are hospitalized 
only because the acute service is located in the hospital. 
This has cost-effectiveness implications: the cost for a 
hospital bed may be $100 a day; our total outpatient cost 
is approximately $20 per service day. 

Third, our experience indicates that we reach a large 
number of alcoholics through our open-access acute serv- 
ices. Even though half of the patients did not require de- 
toxification, their acute symptoms served as a ticket for 
admission (18). 

Fourth, in this initial sample we had a relatively high 
proportion (38 percent) of socially unstable, high-risk 
patients. We expected these patients to have greater need 
for temporary supportive housing and more medical 
complications requiring inpatient care. Yet in the group 
requiring detoxification, only 19 percent required in- 
patient care. In this sample, 49 percent required support- 
ive housing, but the data on 2,000 patients in our pro- 
posed study indicate that this figure will decrease. These 
figures, coupled with the low recidivisim rate (17 per- 
cent), suggest that the gloomy rehabilitation statistics for 
detoxification programs do not accurately reflect the in- 
efficacy of detoxification procedures. Rather, rehabilita- 
tion failures represent the bias of a socially disabled skid 
row population or a detoxification program that is not 
equipped to phase into rehabilitation. Even with a rela- 
tively high-risk population at the outset, we have main- 
tained a clinically viable program. Data from our larger 
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TABLE 2 
Demographic Characteristics of 564 Acute Alcoholic Patients 








Characteristic Number Percent 
Sex 
Male 469 83.0 
Female 95 17.0 
Education 
Less than high school 186 33.0 
High school 162 29.0 
Beyond high school 214 38.0 
Marital status 
Single 61 11.0 
Married 202 36.0 
Separated 78 14.0 
Divorced 196 35.0 
Widowed 26 4.0 
Race 
White 499 88.0 
Black 9 2.0 
Spanish 54 9.5 
Indian 2 5 
Maintenance of permanent residence* 348 62.0 
Alcohol-related arrests** 
No arrests 128 23.0 
Arrests 366 65.0 
Unknown 70 12.0 
Alcohol-related hospitalizations*** 
Never hospitalized 266 46.5 
Hospitalized 296 53.0 
Unknown 2 5 





*Ofthe 267 patients who required detoxification, 135 (51 percent) main- 
tained a permanent residence. 
** The mean number of alcohol-related arrests for the total sample was 5.3; 
the range, 0-110. 
***The mean number of alcohol-related hospitalizations for the total sample 
was 1,3; the range, 0-21. 


sample indicate an even higher success rate than reported 
here. 

Fifth, we consider the facts that 82 percent of the 
sample voluntarily completed detoxification and that of 
those, 50 percent continued in treatment to be an in- 
dication that the program is succeeding in “capturing” 
the acute alcoholic into a rehabilitation program. In 
comparison, Gerard and Saenger (16) reported that only 
20 percent of “motivated” alcoholics returned after 3 or 
4 visits. Gerard and Saenger also reported three variables 
that predicted a patient would stay in treatment, namely, 
1) the patient received medications, 2) the patient was im- 
mediately involved in peer group activities, and 3) family 
and significant others were quickly involved in rehabilita- 
tion. 

We have built each of these variables into our pro- 
gram. In terms of medication, we use a variety of medica- 
tions relatively interchangeably. Both Victor(19) and 
Mottin (20) reviewed medical detoxification procedures 
and found little to support a specific medication or regi- 
men. On the other hand, Kissin and associates (21, 22) re- 
ported the successful use of medication vis-a-vis placebo 
effect and transactional values. Their data identify a ma- 
jor group of alcoholics who respond positively to medi- 
cally oriented, concrete treatment transactions but re- 
spond poorly to psychodynamic interventions. 
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The use of small amounts of medication on a day-to- 
day basis is often valuable in establishing and main- 
taining initial contact and treatment in addition to their 
specific effect. In terms of peer group involvement, even 
during the acute phase of withdrawal the alcoholic is in- 
troduced to and socially involved with peer alcoholics in 
the social rehabilitation center as part of acute treatment. 
In regard to significant others, we offer the opportunity 
for those who are significant to our alcoholics to become 
involved as soon as possible. 

Finally, we wish to comment on the long-range reha- 
bilitation implications of acute alcoholism treatment. 
For the 27 percent who did not complete detoxification 
and the 50 percent who did not continue into rehabilita- 
tion, did we offer any long-term significant intervention? 
Some data seem to suggest a positive answer. Ludwig 
and associates (23) found that patients discharged from a 
hospital continued to drink .but showed significant life 
improvement. Gillis and Keet (24) reported that although 
25 percent of their treatment group were negativistic, 
denial ridden, and uncooperative, on follow-up they were 
found to be significantly improved in adjustment. 

Cahalan (25) reported that 15 percent of alcoholics 
move in or out of symptomatic alcoholism each year. 
Thus symptomatic intervention may restore coping abil- 
ity. The epidemiological data of Edwards and asso- 
ciates (26) support this contention. Mello (27) reviewed 
evidence that alcoholic behavior is more pliable and 
changeable than thought, and Park (28) present- 
ed evidence that the irreversibility of alcoholism phases 
is not clinically accurate. Pattison and associates (29, 
30) showed that major improvements in different areas 
of life adjustment do occur in spite of minimal or modest 
improvements in drinking behavior. More definitive an- 
swers depend on long-term follow-up studies; neverthe- 
less, such evidence supports continued clinical trials with 
Outpatient detoxification programs because they may 
have both immediate and long-term payoffs. 

In summary, our data suggest that the need for in- 
patient detoxification facilities may not be as great as 
thought heretofore. Outpatient detoxification may be 
both a cost-effective and therapeutic alternative for a ma- 
jority of acute alcoholics. 
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Brief Hospitalization of Patients with Families: Initial Results 


BY MARVIN I. HERZ, M.D., JEAN ENDICOTT, PH.D., AND ROBERT L. SPITZER, M.D. 


A total of 175 newly admitted inpatients who lived with 
families were randomly assigned to three treatment 
groups: standard inpatient care (discharge at the 
therapist's discretion), brief hospitalization (one week or 
less) with transitional day care available, and brief 
hospitalization without day care. Outpatient aftercare 
was offered to all patients. The three groups showed no 
significant differences as to amount of improvement in 
levels of psychopathology at 3 and 12 weeks, but the 
briefly hospitalized patients were able to resume their 
vocational roles sooner. There were no significant 
differences among the groups in readmission rates. 


IN RECENT YEARS there has been an increasing awareness 
of the potentially deleterious effects of prolonged psychi- 
atric hospitalization, such as regression, damaged self- 
image, deterioration of role functioning, extrusion from 
the family, and loss of ties to community institutions. Ás 
a result, many psychiatrists have attempted to return hos- 
pitalized patients to the community as soon as possible. 
Although there are a number of reports on the benefits of 
brief hospitalization (1—5), there are few controlled stud- 
ies in this area. 

Caffey, Galbrecht, and Klett (6) reported that schizo- 
phrenic patients in a brief hospitalization group (29 days) 
exhibited somewhat more psychopathology at the time 
of their earlier discharge compared with schizophrenic 
patients in a standard hospitalization group (83 days), 
but at 6 months and 1 year after admission, they showed 
at least as much improvement in psychopathology. In ad- 
dition, the briefly hospitalized group did not demonstrate 
a greater incidence of readmission or a significantly 
shorter mean time out of the hospital prior to first read- 
mission. In a controlled study of patients who had re- 
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cently been hospitalized, we (7) found that day hospital- 
ization proved to be superior to inpatient hospitalization 
on most outcome measures. A major deficit of these stud- 
ies 1s that they did not evaluate the effects on the patients’ 
families. 

In 1971 we began a project to study the following three 
basic issues with regard to newly admitted inpatients who 
lived with responsible adults: 1) the relative efficacy for 
the patient of brief hospitalization as an alternative to 
standard inpatient care, 2) the possible advantage for the 
patient of transitional day care following brief hospital- 
ization, compared with direct discharge to the commu- 
nity, and 3) the evaluation of the impact of each of these 
programs on the patients’ families. Intake to the study 
was completed on June 15, 1973. This paper will report 
the initial results regarding the patients. Subsequent pa- 
pers will explore the impact on the patients and their 
families during a two-year follow-up period. 


METHOD 
Subjects 


The study was conducted on the Washington Heights 
Community Service of the New York State Psychiatric 
Institute. The service is responsible for a catchment area 
with a population of 90,000 in an ethnically diverse 
lower-income area of upper Manhattan in New York 
City. 

All patients admitted to the inpatient service were eval- 
uated for possible inclusion in the study on the first week- 
day following their admission. The attending psychiatrist 
and the therapist (a psychiatric resident or psychologist) 
assigned to the patient carried out the evaluation. A total 
of 175 patients met the following criteria for inclusion 
in the study: 1) above 16 years of age, 2) living with a 
responsible adult, 3) having a functional psychiatric ill- 
ness, 4) having no serious medical illness requiring hospi- 
talization, and 5) not having a primary diagnosis of 
alcoholism, drug addiction, organic brain syndrome, 
antisocial personality, or adolescent behavior disorder. 


Description of Treatment 


Immediately after their evaluation for inclusion in 
the study, those patients who met the criteria were ran- 
domly assigned to one of the following three treatment 
groups: 

1. Standard-out group (N =63). Standard hospital pro- 
cedure was followed, i.e, the length of hospitalization 
was determined by the evaluation of the individual thera- 
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pist. When inpatient care was no longer deemed neces- 
sary, the patients were discharged and followed, if appro- 
priate, as outpatients. 

2. Brief-day group (N «61). Every attempt was made 
to discharge these patients from inpatient care to after- 
care within | week. The patients and their families were 
told that in all probability the patients would be dis- 
charged from inpatient care within ] week but would 
receive appropriate aftercare services. When the subjects 
were discharged from inpatient care, they could receive 
day care unless it was considered unnecessary. There was 
no separate program for day patients. While at the hospi- 
tal, they participated in the same program with the same 
staff as the inpatients. Discharge from day care was at the 
therapist's discretion, with outpatient treatment provided 
when appropriate. 

Acceptable reasons for prolonging the inpatient hospi- 
talization included suicide risk, possibility of violent be- 
havior, and extreme disorganization. Whenever a patient 
could not be discharged within 1 week, the reasons 
were recorded on a form. 

3. Brief-out group (N =51). The inpatient treatment for 
this group was identical to that of the brief-day group. 
Day care was not offered, i.e., brief hospitalization was 
followed by full discharge, with outpatient therapy when 
appropriate. 

Once a patient was assigned to a treatment group, he 
was reassigned to the same group on subsequent read- 
missions during the entire follow-up period of 2 years af- 
ter initial admission. All patients were treated on the 
same 55-bed inpatient ward, which has an open-door pol- 
icy except for a closed 10-bed intensive care unit. Patients 
in the three groups were treated by the same staff and 
participated together in the same activities during the 
day. Ordinarily, the same therapist followed the patient 
from inpatient status to day, or outpatient, status. When 
the therapist completed his rotation on the service, the 
patient was transferred to an outpatient staff therapist. 

The demographic and diagnostic characteristics of the 
patients in the three groups are shown in table I. The only 
significant differences among groups were more men in 
the brief-out group than in the brief-day group and fewer 
married patients in the brief-out group than in either of 
the other two groups (p«.05, using two-tailed t test). 
There were no significant differences in any of the other 
prognostic variables measured, including duration of cur- 
rent condition; age when first hospitalized; adolescent 
and adult friendship patterns; overall academic and work 
performance; past hallucinations, delusions, suicidal at- 
tempts, and arrests; and clinical judgment of overall se- 
verity of illness from age 12 to 1 month prior to admis- 
sion or during the month prior to admission. 


EVALUATION OF TREATMENT 


The differential effects of these three treatment pro- 
grams on the patients’ psychopathology and social role 
functioning and the effects on their families were investi- 
gated by successive cross-sectional evaluation at admis- 
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TABLE 1 
Demographic and Diagnostic Characteristics of the Three Treatment 
Groups, in Percents 


Brief-Day Brief-Out — Standard-Out 
Category (N =61) (N=51) (N = 63) 
Age 
15-24 28 25 29 
25-34 43 37 35 
35-44 13 14 16 
45-54 10 12 11 
55 and older 6 12 9 
Sex 
Male 34 55* 49 
Female 66 45 51 
Marital status 
Single 4] 49 51 
Married 43 21** 32 
Widowed 3 6 0 
Divorced 2 10 3 
Separated 11 8 14 
Previous admissions 
None 59 39 40 
One 18 25 27 
Two or more 23 35 33 
Social class* ** 
I and II 15 12 3 
Ill 29 16 19 
IV 25 39 46 
V 30 27 29 
Uncoded 7 6 3 
Religion 
Catholic 54 43 49 
Protestant 28 29 29 
Jewish 10 24 14 
Other or uncoded 8 4 8 
Race 
White 57 73 68 
Black 43 27 32 
Clinical Diagnosis 
Schizophrenia 66 60 63 
Affective psychosis 14 18 15 
Neurosis 2 12 13 
Personality disorder 10 2 5 
Other 8 8 4 


*The brief-out group contained significantly more men than the brief-day 
group (p< .05). 
**The brief-out group contained significantly fewer married patients than 
either of the other two groups (p< .03). 
*** According to Hollingshead and Redlich (8). 


sion, at 3 weeks, and at 3, 6, 12, 18, and 24 months after 
admission. 

One of several research interviewers directly examined 
each patient using the Psychiatric Status Schedule 
(PSS) (9), a standardized research procedure. The items 
of the PSS can be summarized into four factor-analyti- 
cally derived symptom scales and one scale of role func- 
tioning. 

In addition, the research interviewer also made a sum- 
mary judgment on the Global Assessment Scale 
(GAS) (10), an instrument designed to allow the rater to 
make an overall evaluation of a patient’s functioning on a 
hypothetical continuum of mental health-illness. It uti- 


lizes a single scale of 0 to 100, and the ratings are made 
by considering the patient’s need for supervision, level of 
functioning, overt symptomatology, and level of sub- 
jective distress. 

The patient’s therapist recorded his description of the 
patient on the Mental Status Examination Record 
(MSER) (11), which is designed to enable the rater to 
record the results of a mental status examination. 

In addition to the MSER, the therapist completed a 
supplement that covered role functioning and also made 
a GAS rating. 

One of the research interviewers also interviewed a 
family member using the Family Evaluation Form (12). 
Data from this evaluation will not be reported in this pa- 
per. 

In order to evaluate the relative use of therapist and so- 
cial service staff time, each therapist and social worker 
completed weekly treatment reports for the first 12 
weeks, indicating the amount of time spent with the 
patient and in dealing with his problems outside of the 
time spent in routine ward activities. In addition, a record 
was kept of all psychotropic medications prescribed. 


RESULTS 
Time Spent in the Hospital and in the Community 


How successful was the staff in discharging the brief- 
day and brief-out patients within the specified time limit? 
Eighty-three percent of these patients were discharged 
within the specified time limit. For the remaining 17 per- 
cent (10 brief-out and 9 brief-day patients), there were 
clear-cut clinical contraindications against discharging 
them within the time limit, including suicidal behavior, 
delay in starting ECT, medical complications from psy- 
chotropic medication, and the family's refusal to accept 
the patient at home. The average lengths of inpatient stay 
for the brief-out and brief-day groups were 8.8 and 9.8 
days, respectively. 

Since some patients were readmitted shortly after their 
first release, a more conservative measure of the length of 
initial hospitalization is the time from admission to the 
first significant release, which is defined as the number of 
days until the patient was discharged and remained in the 
community for at least | week. The average length of 
stay for the brief-out group was 10.8 days and for the 
brief-day group, 11.8 days. In contrast, the standard-out 
group's average length of stay to initial discharge was 50 
days and to first significant release, 60 days (counting two 
patients still hospitalized when this report was written). 

The difference in length of stay between the two brief 
groups and the standard group would have been even 
larger were it not for the fact that 9 standard patients 
signed themselves out of the hospital against medical ad- 
vice, while only 1 briefly treated patient did so. 

Since the distribution for the three groups is markedly 
skewed, it is useful to examine the median length of in- 
patient stay, which was 8 days for both brief groups for 
both initial and first significant discharge and 28 days for 
the standard group for both initial and first significant re- 
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FIGURE | 
Cumulative Percent of Patients Who Had Their First Significant Re- 
lease from Inpatient Care Within the First 90 Days* 
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*Number of days from admission until the patient was discharged from in- 
patient care and remained in the community for at least 7 days. 


FIGURE2 
Percent of Patients Who Were Rehospitalized Within 7 Months After 
Their First Significant Release* 
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*Calculated on the basis of the number of patients at risk for readmission 
during the full time period. 


lease. The data on length of hospitalization to first signif- 
icant release are shown in figure 1. 

Did the readmission rates differ for the three groups? 
Figure 2 shows the percent of patients who were rehos- 
pitalized within the first 7 months following their first sig- 
nificant release. No differences were statistically signifi- 
cant. The readmission rate for the standard group was 
generally lower than that for both brief groups. The two 
brief groups were very similar. It is of interest that on the 
first readmission, the average length of inpatient stay was 
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FIGURE 3 
Percent of Patients in the Community Full Time During the First 8 
Weeks After Admission 
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25 days for the brief-out group, 13 days for the brief-day 
group, and 42 days for the standard group, with several of 
these patients still hospitalized when this report was writ- 
ten. 

What percent of the subjects were inpatients at differ- 
ent follow-up points? While approximately 10 percent of 
both brief groups were inpatients the second through the 
eighth week, the percent of standard patients who were 
inpatients gradually declined from 73 percent at 2 weeks 
to 32 percent at 8 weeks. 

How much time did the subjects spend on the average 
as inpatients during the first 90 days after admission to 
the study? For the brief-out group it was 15 days, the 
brief-day group, 14 days, and the standard group, 42 
days. 

What percent of the patients were living in the commu- 
nity full time at different follow-up points? (Day patients 
were not considered to be living in the community full 
time.) Figure 3 shows the percent of the patients in the 
community full time during the first 8 weeks after admis- 
sion. By the second week, nearly 90 percent of the brief- 
out patients were in the community as contrasted with 
only 46 percent and 27 percent of the brief-day and stan- 
dard patients. With each succeeding week, more patients 
from the brief-day and standard groups were in the com- 
munity, but by the eighth week the brief-out group still 
had over 20 percent more patients living full time in the 
community. 

What percent of the brief-day group actually used 
transitional day care? Only 32 of the 61 patients (53 per- 
cent) for whom day care was available used the service 
for even | day. Of those who did not use day care, 23 were 
directly discharged to outpatient care by the therapists 
because day care was not indicated, and 6 patients dis- 
charged to day care refused to attend and instead became 
outpatients. 
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The percent of patients who were actively in treatment 
(inpatient, day, or outpatient) at 6 months is as follows: 
brief-day, 74 percent, brief-out, 65 percent, and standard, 
57 percent. Thus, contrary to the expectation that pro- 
longing hospitalization would lead to more commitment 
to treatment, more brief patients were in active treatment 
at 6 months. 


M easures of Psychopathology 


At the present time, initial, 3-week, and 12-week eval- 
uations have been completed on all of the patients. There 
were no significant differences on initial levels of psycho- 
pathology for the three groups on either the PSS or 
MSER scale scores. All three groups of patients im- 
proved on virtually all measures of psychopathology at 3 
and 12 weeks. Analysis of covariance was used to eval- 
uate whether the groups differed in the amount of im- 
provement in psychopathology; there were no significant 
differences. 

Only the Summary Role scale of the PSS showed a 
significant difference among the three groups (p«.05, 
two-tailed t test). At 3- and 12-week follow-up, the stan- 
dard group showed more impairment in role functioning 
than did either of the brief groups. This was largely a 
function of the larger number of standard patients who 
were still in the hospital full time and therefore could not 
perform any role functions. Of those patients who would 
ordinarily be expected to work, only 13 percent of the 
standard group were working at 3 weeks, in contrast to 
23 percent of the brief-out group and 30 percent of the 
brief-day group. For those patients who were actually ful- 
filling their roles as housekeeper, wage earner, or student 
at 3 weeks, the level of impairment was in the upper 
range of "mild," with no difference among the three 
groups. 

Figure 4 contrasts the initial PSS scale scores for the 
combined study group on admission with the 3-week fol- 
low-up scores for each of the three study groups. 

There were no significant differences between the GAS 
ratings made by the therapists and the research inter- 
viewers, and there were no significant differences in the 
amount of improvement among the three groups. The 
overall amount of improvement from time of admission 
to 12 weeks was statistically significant (p<.05, two- 
tailed t test) and of considerable magnitude. The overall 
average rating at admission was 31. This score is at the 
bottom of the range defined as “Major impairment in 
several areas such as work, family relations, judgment, 
thinking, or mood, some impairment in reality testing or 
communication, or single serious suicidal attempt." At 3- 
week follow-up, the average GAS score was 45, which is 
the middle of the range defined as “Any serious symp- 
tomatology or impairment in functioning that most clini- 
cians would think obviously requires treatment or atten- 
tion...." At 12 weeks there was further improvement in 
all groups, with the average GAS score increasing to 51, 
which is at the bottom of the range defined as “Moderate 
symptoms or generally functioning with some diffi- 
culty, ...” 


Relative Use of Staff Time and Medication 


Did the staff spend more time with the brief groups 
during the first 3 weeks? Many staff members anticipated 
that they would have to spend more than the usual 
amount of time with these patients in efforts to ensure a 
speedier recovery and with their families in offering sup- 
port and guidance in dealing with the patients’ disturbed 
behavior. This expectation was not borne out with regard 
to primary therapists’ time. During the first week the 
brief-day group took an average of 82 minutes of the so- 
cial service staffs time, which was significantly more 
than the brief-out group (51 minutes) and the standard 
group (46 minutes) (p<.05, two-tailed t test). Thereafter 
there were no significant differences. The reasons for the 
greater use of social service time by the brief-day group 
are not yet clear. 

Contrary to expectations, the brief groups received sig- 
nificantly less psychotropic medication during each of the 
first 12 weeks of the study (p «.05, two-tailed t test). This 
difference was particularly striking during the first week, 
when almost all patients were receiving psychotropic 
medication and the therapists might have-been expected 
to use more medication to hasten the resolution of acute 
symptomatology in the brief patients. 


DISCUSSION 


In this paper we have attempted to answer the ques- 
tion: What is the relative efficacy of brief hospitalization 
(less than 1 week), with and without transitional day care, 
compared to standard hospitalization and discharge at 
the therapist's discretion, with all patients offered out- 
patient aftercare when appropriate? 

All three groups made substantial improvement on 
measures of psychopathology, as evaluated by both the 
therapist and the research interviewer. There were no sig- 
nificant differences in psychopathology among groups 
at 3 and 12 weeks, indicating that the resolution of acute 
symptomatology was not affected by shortening the 
length of inpatient stay to about | week. Thus the results 
did not support either of these conflicting views: 1) that 
patients resolve their acute symptomatology faster if they 
are. removed from the stressful life situation that may 
have been associated with the development of the present 
illness, and 2) that patients recover faster if they are 
quickly released from a regressive hospital environment. 
However, there was some evidence for the regressive ef- 
fects of hospitalization within the first 60 days after ad- 
mission to the study. While slightly more than half of the 
patients in each group spent at least | day in the intensive 
care unit, patients in the standard group averaged more 
than twice as long (8 days) in this unit for acutely dis- 
turbed patients. 

While the three groups had almost the same level of 
psychopathology at 3 weeks, many more of the brief 
patients were able to resume their roles as wage earner, 
housekeeper, or student because of their early return to 
the community. Although there is no direct evidence, we 
assume that the earlier release, coupled with the state- 
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FIGURE 4 
Mean Psychiatric Status Schedule Scale Scores for the Combined Study 
Groups at Admission and for Each Study Group at 3 Weeks 
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*The brief groups improved significantly more than the standard group (p« .01). 


ment from the therapist that only a week of hospital- 
ization was expected, enabled many patients to return to 
jobs that they might have lost had their hospitalization 
been prolonged. In addition, it is likely that resuming 
one’s major occupational role with only mild impairment 
has a positive effect on self-esteem as compared with the 
role of being a patient in a psychiatric hospital. 

Clinical staff members are often reluctant to release a 
patient after only a short hospitalization because of their 
fear that there will be a greater likelihood of an early 
readmission. In this study, as in several others (5-7), the 
early hospital release was not associated with a signifi- 
cantly higher readmission rate. It 1s of interest that there 
was no evidence that the availability of transitional day 
care after a brief inpatient stay reduced the rehospitaliza- 
tion rate. 

All of the patients in our study lived with their families 
or with an adult with whom they had a close relationship. 
Hence these findings may not apply to the large number 
of patients who live alone (31 percent of our admissions), 
many of whom are socially isolated. In addition, these 
findings: may not apply to inpatient programs that have 
no aftercare components and therefore refer patients to 
another facility for aftercare. Similarly, these results may 
not apply to facilities that do not have the professional 
staff to provide the range of inpatient and aftercare serv- 
ices offered at our facility. 

In this paper we have examined the early effects of 
brief hospitalization on patients with families. We have 
not yet examined the long-term effects on the patients or 
the effects on the families. However, the early results 
clearly suggest that for the patient, brief hospitalization 
is as good as standard hospitalization in terms of resolu- 
tion of acute symptomatology and readmission rates and 
is superior in terms of role functioning and time spent in 
the community. 
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The Pregnant Psychotherapist in Training: Some Preliminary Findings 


and Impressions 


BY 0. EUGENE BAUM, M.D., AND CHRISTINA HERRING 


With more women entering general medical and 
psychiatric training, the more that supervisors and staff 
can understand the impact of the resident's pregnancy 

on the resident and others, the more helpful they can be 
to her and she to herself. The authors’ work was done at 
what was formerly the Woman's Medical College of 
Pennsylvania, which has had a larger percent of women 
in psychiatric training than most programs. This report is 
derived from a pilot study on the pregnant therapist. 


SINCE THE OPENING of our residency program in 1967, we 
have had 34 residents in the adult basic psychiatry pro- 
gram. Of these, 20 have been women. This is not surpris- 
ing, since during most of that period we were still the 
Woman's Medical College of Pennsylvania and only be- 
came integrated as the Medical College of Pennsylvania 
two years ago. Of the 20 women, 7 (35 percent) became 
pregnant during their residency. As a result of this experi- 
ence, the data that have been obtained by the senior au- 
thor in his capacity as a training and supervising analyst, 
and the added stimulus of attending a panel on “The An- 
alyst's Emotional Life During Analysis" in which one of 
the panelists, Dr. Kato van Leeuwen (1), talked about her 
experiences as a pregnant therapist and as a supervisor, 
we were encouraged to proceed with the study of the 
pregnant psychotherapist in training. 

In order to minimize any female-male bias that might 
occur if a male interviewer were involved, the coauthor, a 
medical student with special training in sociology and 
psychology, did the actual interviewing. To promote ano- 
nymity, interviews were held with former residents in our 
program, as well as with residents who had been pregnant 
during their training in other programs. Other sources of 
data were the supervisees and analytic training experi- 
ence of the senior author. We were particularly interested 
in the impact of the resident's pregnancy on her learning 
experience, on her patients and her handling of their reac- 
tions, on the staff and the resident's interaction with 
them (2), and on the supervisory experience. We were 
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also interested in what could be learned that might be 
useful in the future for those women who become preg- 
nant during their residency (3). With more women enter- 
ing this professional area for training, such knowledge 
can be particularly useful (4). 


STRESSES IN THE FIRST YEAR OF RESIDENCY 


At best, the first year of the psychiatric residency pro- 
gram is stressful. It is a year during which a great deal of 
unlearning as well as learning has to take place, particu- 
larly for those who have had an internship that consoli- 
dated their medical experience. Anxiety of a normal de- 
velopmental type is mobilized as a result of the learning 
of a new discipline requiring a unique kind of profes- 
sional identity that tends to differ from the physician 
medical model; at the same time, one has to learn how to 
handle the anxiety mobilized by very emotionally dis- 
turbed patients. The learning of psychotherapy itself is a 
very emotional experience, and it can stir up latent prob- 
lems in the therapist. It was therefore particularly inter- 
esting to have an opportunity to interview women who 
had been pregnant during their first year of the program. 
We would expect that this would be an added stress for 
the individual, particularly if it were her first pregnancy. 

One might wonder about the impact on a woman who 
enters a residency program while actually in the midst of 
a pregnancy. What might the implications be? Does it 
mean that she is able to take the pregnancy and her pro- 
fessional responsibility in stride and adequately handle 
both, as well as get good training experience? Or does it 
mean that she is practicing some kind of denial for which 
a. "price" has to be paid by the patient, the resident (as a 
training experience), the staff, and the program? How 
would pregnancy during the first year affect the residents 
learning experience? What is the impact on the patients 
who know that the resident will be leaving soon to have a 
child? How much of the resident's time and libido will be 
taken away from her patients? Once the resident has es- 
tablished her identity as a psychiatrist, thus feeling more 
secure, and has learned to appreciate the impact of trans- 
ference, fantasy, and other unconscious factors in 
patients, she should be able to deal more effectively with 
the impact of her pregnancy on her patients. One would 
expect, therefore, that by the second and third year of 
training, the resident would have developed greater skills 
that would help her cope with this special situation and be 
in a position to be more helpful to her patients, as well as 
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make the residency a richer learning experience for 
herself. 

Are there additional responsibilities that one must con- 
sder in a residency in psychiatry that would not pose 
s.milar considerations in a field such as pathology or 
even surgery or general medicine, where patient relation- 
saips are more likely to be of shorter duration but where 
physical demands, especially in the third trimester, may 
b2 more intense? Some of us have had experiences which 
underscored the fact that most new residents in psychiat- 
rx: training do not appreciate the intensity and impact of 
the transference in psychotherapy. This is one of the most 
inportant things they begin to learn during the first year 
o” training. Therefore, they cannot be expected to appre- 
ctate the psychological impact and implications of a 
pregnancy on their patients during their first year of 
training. What is the staff's responsibility in alerting ap- 
plicants to these facts so they can plan accordingly when 
possible? If a resident becomes pregnant during the first 
year of training, what can the staff do to help minimize 
ary problems that might arise for the patients, the resi- 
dent, and the staff? These were some of the areas with 
which we were concerned as we undertook this study. 


EFFECTS OF THE PREGNANCY 


In this preliminary study we were able to sort out cer- 
tam general factors as well as individual concerns. As one 
wculd expect, when pregnancy occurred during the first 
year of training or when a woman entered the program 
weil along in her pregnancy, there was a marked ten- 
dency for her to be less involved in the more emotional 
interpersonal impact of psychotherapy, particularly as 
regards transference, transference fantasy, and hostility 
mcbilized in patients. Each resident had different mani- 
fesz responses to the pregnancy, according to her person- 
ality makeup and defensive operations. 

However, there were certain things that were common 
to all. There was a strong tendency for the residents to 
dery that the pregnancy posed special problems for their 
patients or for themselves. At the same time, they met 
their need for support and attention by turning to their 
patents, and they sometimes tended to be disappointed 
at msufficient support from the staff. How much this re- 
flected a problem on the part of the staff person and how 
much it reflected the resident's reaction to denial or her 
"business as usual” attitude is a moot point. The more in- 
tenze kind of psychotherapeutic efforts that would en- 
courage patierits to face, deal with, and work out feelings 
regarding the pregnancy did not take place. One psychia- 
trist wondered whether the pregnancy might in some 
ways protect the resident against the more intense tur- 
moil of the first-year growth process of a developing psy- 
chiatrist. 

An important source of data were those residents who 
were undergoing or had undergone an analytic experi- 
ence. During their interviews these women were able to 
share more of their subjective experiences and show 
greater awareness of the problems to which they had con- 
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tributed, in addition to whatever contribution the staff 
had made (2). Furthermore, there was less tendency for 
them to simply view the situation as the patient's prob- 
lem when the patient failed to deal adequately with the 
therapist's pregnancy. 

In the first place, the residents in analysis reminded us 
that pregnancy is a profound physiological as well as 
emotional experience, especially if it is the first preg- 
nancy. Size, weight, fatigue, nausea, and bouts of hunger 
and weakness may all have an important impact, varying 
in intensity with different women. Some of the residents 
had felt embarrassed and had tended to avoid wearing 
maternity clothes for as long as possible. The greater the 
professional conflict or problem with identity, the more 
significant was the problem. 

The last trimester of pregnancy was seen as difficult by 
some because of muscle strain, edema, difficulties with 
urination, shortness of breath, and difficulties in sleeping 
and in movement. Fears of helplessness, fantasies about 
harm to self or baby during delivery, and the fear of the 
pregnancy's impact on professional activities were mobi- 
lized. All of these residents tended to agree that the last 
phase of pregnancy also brought more withdrawal of li- 
bido from patients and work; this impinged on the resi- 
dent's learning experience, as well as on her psycho- 
therapeutic sensitivity in her work with patients, and 
caused guilt feelings. These women also recognized the 
pregnant therapist's increased need for support and un- 
derstanding. The fear from a professional point of view 
was well expressed by one person, who said, “I was afraid 
that my practice would fall apart and so I pushed 
harder." 


ROLE OF THE SUPERVISOR 


The supervisor has a unique opportunity to work with 
the pregnant supervisee. How soon do patients notice 
that their therapist is pregnant? How do they handle it? 
Why is it that in some instances all of the therapist's 
patients react early and are able to communicate some- 
thing relative to the pregnancy, while the patients of other 
therapists say nothing for months or not at all, unless 
they are asked? In one supervisory instance the resident 
was finally encouraged between the sixth and seventh 
months to bring up the pregnancy for discussion with 
patients who had been avoiding it. There did seem to bea 
direct relationship between acting out on the part of the 
patients and their difficulty in coping adequately with the 
resident's pregnancy and dealing with their feelings and 
fantasies and the resident's tendency to deny the impact 
of the pregnancy on herself and on the therapeutic rela- 
tionship. It was very helpful, therefore, to have the obser- 
vations of those therapists who had had a number of 
pregnancies, including pregnancies during residency. 
They could look back from the perspective of multiple 
experiences and in some instances had had a personal 
analytic experience and could appreciate the impact that 
the pregnancy had had on their patients. 

Supervisors' reactions to pregnant residents varied, of 


course. One supervisor offered supportive help and inter- 
est, with decreased emphasis on supervision. In contrast, 
another supervisor had an overzealous desire to encour- 
age a resident to look for and face the possible impact of 


her interaction with the patient and to thus face some of. 


her own emotional responses in order to make it a more 
meaningful learning experience. Some supervisors 
showed countertransference responses by arranging su- 
pervision at times that were inconvenient for the resident, 
e.g., Saturday mornings. How much of this was the su- 
pervisor's problem and how much of it was a reaction to 
the resident's way of relating and communicating? 

Years after her training, one former resident wrote to 
her supervisor, who was also a director of training, apolo- 
gizing for the anger she had expressed during that period. 
It is interesting that she wrote at a time when she was 
taking care of her children full time, without any profes- 
sional activity. In essence, she said that she had blamed 
all of the imperfections that she had encountered on the 
program, as if the program and her supervisor were to 
make up for all that was missing in the past—an obvious 
transference reaction in a basically good, mutually re- 
specting, and fond professional relationship. The super- 
visor had noted the resident's diminished libido in regard 
to her work with patients, her reading, and her super- 
vision, and undoubtedly this must have mobilized guilt 
reactions in the resident regarding her professional role. 
At the same time, a countertransference response was op- 
erating, for the supervisor had hoped that she would 
handle things differently than some of his other pregnant 
residents had. 

First- and second-year residents often have problems 
with dropouts, transference-countertransference reac- 
tions, and in setting realistic goals. These learning experi- 
ences stir up anxiety and conflict. What happens, then, 
when another manifest and emotionally charged phe- 
nomenon takes place involving the resident— not the fan- 
tasy but the reality of pregnancy and sex? How does this 
impinge on the patient's fantasies, conflicts, and defen- 
sive operations, and how does it complicate the situation 
for the less experienced resident? 

When there is more than one pregnant resident in the 
program, they can benefit by sharing their feelings and 
responses with each other. Other writers (2, 4) have noted 
that peer responses, as well as staff responses, may con- 
vey covert if not overt hostility. In some instances the 
others are reacting in terms of their own anxieties, pro- 
fessional demands, and jealousy, but at other times, one 
wonders how much of this is a result of the way the preg- 
nant therapist relates to them, especially when anxiety 
and guilt have been mobilized in the therapist who is 
pregnant. 

It is surprising that even though years had elapsed be- 
tween the interview and the time when the women had 
been pregnant while in training, some of them did not 
spontaneously see or suggest that they might have con- 
tributed to the problem and that it was not just the 
patient's dynamics or a peer group and staff problem. As 
indicated earlier, the most insightful evaluations came 
. from those who had been analyzed and had experienced a 
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number of pregnancies, which resulted in increased self- 
awareness and understanding. Particularly interesting 
data came from those who had been in analytic super- 
vision while pregnant and who could contrast this with 
their previous experience of being pregnant while a resi- 
dent. These women had a greater recognition of their own 
needs and their families’ needs, even as they recognized 
and could deal with the impact of their pregnancy on the 
patients. Supervision, therefore, became a rich and re- 
warding experience for supervisee and supervisor. 


PRELIMINARY IMPRESSIONS 


l. Pregnancy during the first year of residency tended 
to mobilize more defensive reactions on the part of the 
pregnant resident then it did in later years of residency 
training. In addition to individual defensive patterns, 
there was a general tendency to deny the impact of the 
pregnancy on the patient, staff, and the learning experi- 
ence. Furthermore, there was a tendency to wish for more 
acceptance and understanding, even as the resident 
adopted a “business as usual" attitude. There was a ten- 
dency toward denial and externalization of the situation, 
to varying degrees. 

2. The residents tended to mute the pleasure and joy of 
being pregnant, although when they were in an unde- 
manding and supportive situation, they responded posi- 
tively to it. Conflicts between professional identity and 
that of wife and mother have not been adequately exam- 
ined but seem to be significant. 

3. The middle phase of pregnancy was the most com- 
fortable one, with the beginning perception of life and the 
beginning of a relationship with the life within, which 
seemed to consolidate the reality of the situation. By this 
time others had also made their adjustment to the preg- 
nant therapist. 

4. Late pregnancy was the most difficult period, with 
fatigue, mobilization of fears concerning delivery, a grad- 
ual withdrawal of libido from patients and work, and 
conflict about professional identity, which must have mo- 
bilized guilt and anxiety. Potentially, this was a period 
for rewarding work and self-understanding in work with 
patients. The analytic students seemed to do best in this 
area. 


TENTATIVE RECOMMENDATIONS 


As a result of these pilot interviews and data, it appears 
clear that the important area of pregnancy and the pro- 
fessional life of a woman contains many dynamics wor- 
thy of study, particularly as it concerns training, patients, 
and the complex interchange among staff, peers, and 
patients. We are planning a broader study that will in- 
clude those who are in and have been in analytic training, 
since they can offer in-depth data and have a better grasp 
of their own contribution to the total interaction, as dem- 
onstrated in the pilot study. 

l. A residency program not only has to be flexible in 
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such areas as scheduling for women who become preg- 
nant, but it should also have someone (other than the su- 
pervisor and administrator) to whom the pregnant thera- 
pist can turn as friend, adviser, and ombudsman. In 
addition, the director of training can encourage the resi- 
dent group and staff to work together and support the 
person involved. 

2. In the initial interviews of women applicants, expe- 
rience can be shared regarding the stress of the first year 
and a recommendation be made that pregnancy be 
planned, if possible, for sometime after the first year, 
which is the most stressful. It is interesting that thus far 
all of those interviewed had been trying to get pregnant 
and denied unplanned or unwanted pregnancy. 

3. Women should also be aware of the lack of sophis- 
tication of men, including professional men, regarding 
the needs of pregnant women, the competitiveness of resi- 
dents, sharing of responsibility, and feelings about preg- 
nancy. Perhaps a process group could help work these 
things out so that pregnant therapists do not have to turn 
to patients for support and can be made to see that acting 
out on the part of the therapist does not encourage 
greater acceptance by the staff. 

4, Supervisors of the pregnant resident could get to- 
gether and share ideas on how to help the resident make 
use of the reality of her pregnancy in order to improve 
her work with patients and reveal and face their fantasies 
and feelings about how their needs are being met. 

5. It is a truism that those involved in insight psycho- 


422 Am J Psychiatry 132:4, April 1975 


therapy often have their own latent conflicts mobilized 
and can benefit from psychotherapy. The pregnant thera- 
pist can help by recognizing this and seeking help when 
she sees certain signs that she may be contributing to a 
problem in the therapeutic relationship. If the pregnant 
therapist has been “showing” for some time and most, if 
not all, of her patients avoid dealing with this fact, then. 
the therapist is doing something that discourages the 
patients’ dealing with it. If the therapist 1s leaning on the 
patients for support, this too should be examined. 

6. Looking back on our program, which was a fairly 
structured one (as many medical-school-based programs 
are), we believe that everyone contributed to the prob- 
lems that arose—administrative staff, supervisors, fellow 
residents, and the pregnant therapists. In the assessment 
of the total situation and of what is best for the program, 
the resident, and the staff, we must not lose sight of what 
is best for the patient. 
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A Comparative Study of Predictive Criteria in the Predisposition of 


Homicidal Adolescents 


BY ISMAIL B. SENDI, M.D., AND PAUL G. BLOMGREN, M.S.W. 


The authors evaluated the criteria that are 

cited in the literature as predictive of homicidal 
predisposition. They applied three categories of 

criteria —clinical, developmental, and environmental 
factors—to a study group of 10 adolescents who had 
committed homicide, 10 who had threatened or 
attempted homicide, and 10 hospitalized controls. Their 
findings did not support the presence of a well- 
crystallized predisposition for homicidal behavior in this 
population, but they did show that the adolescents who 
committed homicide were psychotic-regressive and those 
who threatened or attempted homicide were organic- 
impulsive. The study strongly suggests the importance of 
environmental factors in reinforcing homicidal behavior. 


THOSE WHO HAVE ATTEMPTED to describe the psycho- 
dynamic factors involved in the crimie of murder seem to 
have different points of view. Some think that any indi- 
vidual who submits himself to the overpowering emotion 
of anger to the extent of committing murder transgresses 
not only ego control but also the controls and strictures 
of reality. Others imply that committing murder could 
mean a transient and temporary psychotic reaction. Psy- 
chiatry's position in this matter remains vulnerable and 
somewhat more insecure than that of the law when we 
focus only on "the immaturity of ego and the fuzzing of 
the boundaries of reality" (1). 

For a long time the law has divided murderers into two 
groups, sane murderers with a motive and insane murder- 
ers without a motive. Juvenile murderers are either re- 
manded to an adult court and subsequently referred to re- 
form school or committed to a psychiatric institution as 
mentally ill. 


Smith (1), who studied the cases of eight adolescent. 


murderers. was tormented by the dichotomy of sane ver- 
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sus insane as defined by what he termed “an archaic legal 
rubric," the M'Naghten rule, which requires the knowl- 
edge of right and wrong as a.test of sanity. On the basis of 
a dynamic exploration, Smith concluded, 


Characteristically these patients suffer early experiences of 
deprivation which result in an underdeveloped ego and a vul- 
nerability to outbursts of violent aggression. (1) 


This kind of psychodynamic interpretation (dis- 
regarding other clinical information) is sometimes con- 
sidered an escape; the variety of psychiatric opinions on 
this subject may create a clash of experts. However, Salz- 
man (2), in his report of a case of murder, stated that 
"the dynamic picture of the illness avoided the clash of 
the experts and served both the prisoner, the community 
and the psychiatric profession." 

Guttmacher (3) indicated that the greatest number of 
murderers do not represent any particular psycho- 
pathology. This opinion has been challenged, especially 
in the cases of homicidal adolescents. Bender (4) reported 
objective clinical criteria among 33 children who had 
killed. These included age. sex, nature of killing, clinical 
diagnosis, IQ, EEG abnormality, compulsive fire setting, 
and extremely unfavorable home conditions. 

MacDonald (5), Satten and associates (6), and oth- 
ers (7-10) reported different criteria in the histories of 
those who atempted to kill and of those who killed with- 
out a motive. Satten and associates reported the presence 
of episodic dyscontrol in some murderers; these subjects 
episodically exhibited alterations in their state of con- 
sciousness as well as violence and bizarre behavior. Sat- 
ten and associates also discussed the victims who coinci- 
dentally fit into the unconscious conflicts of the 
murderers. 

Bender (4), Easson and Steinhilber (10), and oth- 
ers (1, 2, 7, 11, 12) described a stereotype of the homi- 
cidal adolescent as an unwanted child with an under- 
developed ego that resulted from oral and maternal 
deprivation. A vulnerability to outbursts of violent ag- 
gression was also described as part of this stereotype. In 
the presence of a weak and distant father, an aggressive, 
destructive mother encourages a symbiotic attachment. 
In some cases the presence of a schizoid personality or 
dynamically schizophrenic pathology was reported. 
Homicidal impulses have sometimes been directed to- 
ward family members simply as a move against intoler- 
able anxiety. 
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PREDICTIVE CRITERIA FOR HOMICIDAL ADOLESCENTS 


OBJECTIVES OF THE STUDY 


We searched the reports of various authors (1-13) to 
identify clinical, diagnostic, and prognostic features of 
murderers. Since these features were reported in clinical 
and narrative form for different cases of murderers, most 
of whom were adults, we clustered them into the three 
following categories: 1) predictive criteria that coincide 
with factual clinical information, 2) predictive criteria 
that study the personality or environmental factors inter- 
fering with development, and 3) predictive criteria that 
include psychodynamic or environmental factors rein- 
forcing the child's vulnerability to outbursts of violent ag- 
gression. 


METHOD 


A specific statistical and evaluative form was prepared 
for this study to include all of the criteria suggested in the 
literature. We used this form to accumulate the available 
information for comparative study. 

Ten adolescent patients accused of committing murder 
were admitted to the Child Psychiatry Division of Clin- 
ton Valley Center during a recent six-year period. (For 
the purposes of this study, these adolescents will be re- 
ferred to as those who committed murder.) The case his- 
tories of 10 youngsters who unsuccessfully attempted 
homicide or threatened to commit murder were also 
available. These 20 subjects were all adolescent boys; 
they were studied as two separate groups. 

Another group of 10 adolescents was randomly se- 
lected from among hospitalized patients as control sub- 
jects. These youngsters had been hospitalized for such 
psychiatric problems as schizophrenia, personality dis- 
order, organic brain syndrome, and learning disability 
compounded by emotional and behavior disorders. 

The complete record of each boy as well as his current 
behavior were studied by two independent raters for one 
week; each rater then scored the statistical evaluation 
form. The presence or absence of each criterion was 
scored independently. These data were later cross-vali- 
dated. 

Four raters (three child psychiatrists and one social 
worker) participated in the scoring and evaluation of the 
case histories and current behavior. The agreement 
among raters for scored criteria was almost at the 95 per- 
cent level. The distribution of the three categories of 
the scored criteria among the three groups of adolescents 
was obtained, and the chi-square test was applied to iden- 
tify the clusters of significant criteria among the three 
groups. 


RESULTS 
Clinical Factors 


Table | shows the incidence of clinical findings among 
the three groups of adolescents. The mean ages for the 
three groups were 14.6 years for adolescents who com- 
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mitted homicide, 14.5 years for the group who threatened 
or attempted homicide, and 15.1 years for the control 
group. A majority of the adolescent murderers were diag- 
nosed as schizophrenic, and 70 percent of the group who 
threatened or attempted homicide were identified as hav- 
ing organic brain syndrome. Three boys in the latter 
group were schizophrenic, and 4 boys in the former group 
were suffering from personality disorder. Eight of the 
boys in the group who committed homicide had an aver- 
age or above-average IQ, and 60 percent of the adoles- 
cents who threatened or attempted homicide showed a re- 
tarded or below-average IQ. Academic deficiency 
appeared to be very prominent among the adolescents 
who threatened or attempted to kill (9 boys); 5 of the 
boys who committed homicide were academically re- 
tarded by two years or more. 

The three factors of fire setting, enuresis, and cruelty to 
animals were equally distributed among the three groups. 
This triad was distributed insignificantly among the 
group who committed homicide and was not significantly 
distributed in this group in comparison with the other 
two groups. The triad was not present in a global form in 
any patient; generally, each patient had only one or two 
of the signs. 

EEG abnormality was more prevalent among those 
who threatened or attempted homicide; only 20 percent 
of those who committed homicide exhibited abnormal 
EEGs. 


Nature of the Crime 


Ninety percent of the homicides were intentional. One 
murder happened accidentally as a result of setting a fire. 
In 6 cases, the murder was committed by shooting, in 2 
by strangulation, choking, or kicking, and in 1 case, by 
stabbing the victim to death. 

All of the homicide threats and attempts were in- 
tentional. No firearms were used in any of these attempts. 
In 5 cases, the assaults took place by stabbing; the other 5 
boys attempted to strangle or choke their victims. 

Four adolescent murderers chose their victims from 
among family members; 6 boys killed either friends or 
strangers. In 4 of the cases the victims were selected, and 
in 6 cases the victims were coincidental, fitting into un- 
conscious conflicts of the murderers. 

Among the adolescents who attempted or threatened 
to kill, 3 of the boys attacked family members and 7 at- 
tempted to assault friends or strangers. 


Personality and Developmental Factors 


Since only 9 out of 20 criteria in the category of per- 
sonality and developmental factors were found to be sig- 
nificantly present in our study population, we compared 
and analyzed the distribution of these factors among the 
three groups. Table 2 lists these factors and their in- 
cidence among the three groups. 

. A significant percentage of both the group who com- 
mitted homicide and the group who attempted or threat- 
ened homicide came from an extremely unfavorable 
home environment in comparison with the control group. 
An unfavorable home environment was defined as one in 
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Adolescents Who 


Adolescents Who Threatened or Control 
Committed Homicide Attempted Homicide. Group 
Factor (N = 10) (N = 10) (N = 10) 
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Diagnosis of schizophrenia 

Diagnosis of organic brain syndrome 
Diagnosis of personality disorder 
Below-average or retarded 1Q 

Academic deficiency of two years or more 
History of compulsive fire setting 

History of cruelty to animals 

History of enuresis 

Abnormal EEG 
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TABLE 2 


Incidence of Personality or Developmental Factors Among Three Groups of Adolescent Boys 





Adolescents Who 
Committed Homicide 


Adolescents Who 
Threatened or 
Attempted Homicide 


Control 
(N = 1D) (N = 10) Group 

Factor N Significance* N Significance* (N= 10) 
Unfavorable home environment 8 p<.05 8 p<.05 4 
Parental brutality 6 p«.01 3 n.s. l 
Exposure to violence or murder 5 p<.05 0 n.s. 0 
Parental rejection and deprivation 5 n.s. 7 n.s. 4 
Sexual inhibition 5 p<.10 2 n.s. 2 
Seduction by parent or perversion in parent 4 p< .025 l n.s. 0 
Speech disturbance or stuttering 3 n.s. 4 n.s. 2 
Episodic dyscontrol 2 n.s 7 p«.005 I 
Suicide attempts i n.s 3 n.s. l 


* Represents comparison with control group by chi-square analysis. 


which a considerable amount of stress was present, in- 
cluding parental neglect, abuse, or absence. 

In comparison with the control group, a statistically 
significant proportion of the adolescents who committed 
murder were exposed to parental brutality and to vio- 
lence or murder in their immediate home environment. It 
also appears that the adolescents who killed had a signifi- 
cantly higher exposure to the destructive factor of seduc- 
tion by a parent or perversion in a parent than either the 
control group or the group who attempted or threatened 
homicide. The boys in the group who had killed were also 
seriously troubled in their sexual development—they 
showed a higher distribution of sexual inhibition and sex- 
ual immaturity than either of the other groups. 

The presence of parental rejection and deprivation did 
not differentiate the three groups, despite the high inci- 
dence of this factor among all three. The presence of 
speech disturbance or stuttering or of suicide attempts 
was not significant. 

In brief, the significant presence of five factors in this 
category—unfavorable home, parental brutality, ex- 
posure to violence or murder, seduction by a parent, and 


sexual inhibition—distinguished the adolescent murder- 
ers from the group who attempted or threatened to kill 
and the control group. Only two factors in this category, 
unfavorable home environment and episodic dyscontrol, 
separated those who attempted or threatened to kill from 
the control group and the group of adolescents who 
killed, 


Environmental-Psychodynamic Factors 


Table 3 shows the incidence of environmental factors 
influencing psychodynamics among the groups. Adoles- 
cents who committed homicide were differentiated from 
the control group by six different factors in this category, 
Included among these were the following: long history of 
schizoid adjustment, maternal symbiosis, availability of 
firearms in the home, and victim was coincidental. Two 
less significant factors also identified this group—brutal 
rejection by father and murder or violence encouraged by 
family. With the exception of the latter two factors, these 
criteria also differentiated adolescents who committed 
homicide from those who threatened or attempted to kill. 

Unlike the adolescents who committed murder (who 
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PREDICTIVE CRITERIA FOR HOMICIDAL ADOLESCENTS 


TABLE 3 


Incidence of Environmental Factors Influencing the Pschodynamics of Three Groups of Adolescent Boys 
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Adolescents Who 
Committed Homicide 


Adolescents Who 
Threatened or 


Attempted Homicide Control 


(N = 10) (N= 10) Group 
Factor N Significance* N Significance* (N = 10) 
i tl NM End 
Long history of schizoid adjustment 7 p< .005 2 ns. l 
Maternal symbiosis 6 p<.05 4 n.s. 2 
Brutal rejection by father 5 p<.i0 7 p< .025 2 
Availability of firearms in the home 5 p<.05 0 n.s. | 
Distant and passive father 4 n.s 7 p<.05 3 
Early deprivation 5 n.s 6 n.s. 4 
Murder or violence anticipated by family 3 n.s 5 p<.05 J 
' Murder or violence encouraged by family 2 p<.10 4 p< .005 0 
Having been an unwanted child 2 n.s, 6 p<.05 2 
Victim was coincidental 6 p<.025 0 n.s. 0 
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* Represents comparison with control group by chi-square analysis. 


exhibited chronic schizoid adjustment and intense mater- 
nal symbiosis), the group who attempted or threatened 
homicide was differentiated from the control group and 
the group who killed by five factors in this category: hav- 
ing been an unwanted child, brutal rejection by father, 
distant and passive father, murder or violence anticipated 
by family, and murder or violence encouraged by family. 


DISCUSSION 


Many of the factors studied in the work described here 
have been cited by different authors as being influential in 
the behavior of homicidal patients. These factors had 
been scattered in the reports of different authors (for 
mostly adult populations). A systematic statistical appli- 
cation of the factors cited has been considered in three 
categories: clinical, developmental and personality, and 
environmental-psychodynamic. Applying the three cate- 
gories of factors, the predispositions of the young mur- 
derers studied here were distinguished in different areas 
from the group who threatened or attempted homicide 
and other hospitalized patients. 

On the clinical level, more of the young murderers in 
this study were schizophrenic, more had average or 
above-average intelligence potential, and half fulfilled 
their academic potential. EEG abnormalities were not 
prominent in this group, and the triad of fire setting, enu- 
resis, and cruelty to animals was not significantly present. 
The group of boys who committed murder could not be 
differentiated from control patients or from those who 
threatened or attempted to kill by the presence of this 
triad. In comparison, the group who threatened or at- 
tempted to kill showed a high degree of EEG abnor- 
mality and organic brain syndrome; the majority had a 
low or retarded IQ and were markedly deficient in their 
academic achievement. 

The clinical factors examined in this study classified 
the two homicidal groups as follows: the organic-impul- 
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sive group were those who threatened or attempted homi- 
cide, and the psychotic-regressive group were those who 
actually committed homicide. 

The organic-impulsive group revealed a basic defi- 
ciency in their predisposition that reflected a long-stand- 
ing organic condition resulting in intellectual limitation, 
academic stagnation, and setbacks in their social and 
family roles. However, no one would claim that any 
youngster showing this kind of deficiency is predisposed 
to homicidal impulses. 

The organic-impulsive group was also affected by an- 
other deficiency in their personality functioning in the 
form of episodic dyscontrol or episodic release of primi- 
tive and explosive aggression. Furthermore, the group of 
patients who threatened or attempted homicide were seri- 
ously affected by long-standing and immediate environ- 
mental factors affecting their personality functioning and 
the dynamics of their interpersonal relationships. Most of 
the organic-impulsive group had been brought up in an 
unfavorable home environment (8 boys) and were un- 
wanted children (6 boys). On the immediate level, the or- 
ganic-impulsive group was exposed to brutal rejection by 
a father who was distant and passive (7 boys). In such a 
home environment the already handicapped child was 
confronted with the anticipation of an act of murder or 
violence; the act of murder or violence was encouraged in 
many cases. 

What distinguished the organic-impulsive group from 
adolescents who actually committed homicide (the psy- 
chotic-regressive group) in this study appeared to be the 
nature of their basic deficiency and the intensity and 
prevalence of different environmental factors. 

Unlike the organic-impulsive group, the psychotic-re- 
gressive group had a basic deficiency closely interwoven 
with widespread and significant environmental factors. 
Hypothetically, for the psychotic-regressive group the 
personality characteristics present before the onset of 
psychosis or the act of murder could be considered the 
child's predisposition; the nature of this predisposition 


was found to be prepsychotic or psychotic. The majority 
of the adolescents who had committed murder had a 
chronic schizoid adjustment and an intensive symbiotic 
relationship with their mothers. They had exhibited 
marked sexual inhibition and sexual immaturity. 

It is obviously impractical to assume that these charac- 
teristics in themselves would constitute homicidal poten- 
tral. However, the long-standing environmental assaults 
that appeared influential in reinforcing the act of murder 
seemed instrumental in the development of a prepsychot- 
ic condition in the adolescents who committed murder. 

The environmental assaults were identified as parental 
brutality, exposure to violence or murder among family 
members, seduction by a parent or perversion in a parent 
with sadistic behavior, and brutal rejection by the father. 
These youngsters also came from unfavorable home envi- 
ronments where maternal symbiosis was further rein- 
forced by the factor of the father’s brutality and rejec- 
tion. The more immediate environmental factors were 
found to be the availability of firearms in the home and 
the presence of a victim who reactivated unconscious 
conflicts. It would also appear that violence or murder 
was encouraged by one of the parents in the homes of 
adolescent murderers. 


CONCLUSIONS 


In the final analysis, this study does not support the 
presence of a well-crystallized predisposition for com- 
mitting, threatening, or attempting homicide. Basically, 
the predisposition for committing homicide was found to 
be psychotic-regressive, and the predisposition for threat- 
ening or attempting homicide was found to be organic- 
impulsive. This study strongly suggests the importance of 
environmental factors in reinforcing homicidal behavior. 

Environmental factors were instrumental in generating 
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the impulse to murder in the psychotic-regressive group 
and the impulse to threaten or attempt murder in the or- 
ganic-impulsive group. Eight different environmental fac- 
tors were identified for adolescents who committed mur- 
der, and six factors were found significant in reinforcing 
homicidal threats or attempts (see appendix 1). 

The intense and widespread hostile-destructive nature 
of the environment of adolescents who committed homi- 
cide appears more detrimental to their premurder dis- 
position than the less intense but hostile-rejecting envi- 
ronment of adolescents who threatened or attempted 
homicide. 
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Predispositional and Environmental Factors Present in the Histories of 20 Adolescents Who Committed, A ttempted, or Threatened 


Homicide 


PREDISPOSITIONAL FACTORS FOR PSYCHOTIC-REGRESSIVE 
GROUP (THOSE WHO COMMITTED HOMICIDE, N = 10) 


l. Long history of schizoid adjustment 
2. Maternal symbiosis 

3. Sexual inhibition 

4, Average or above-average IQ 

5. Normal EEG 


ENVIRONMENTAL FACTORS FOR PSYCHOTIC-REGRESSIVE 
GROUP 


. Unfavorable home environment 

. Parental brutality 

. Exposure to violence 

. Seduction by parent or perversion in parent 
. Brutal rejection by father 

Victim was coincidental 

. Availability of firearms in the home 

. Murder or violence encouraged by family 
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PREDISPOSITIONAL FACTORS FOR ORGANIC-IMPULSIVE 
GROUP (THOSE WHO ATTEMPTED OR THREATENED HOMI- 
CIDE, N « 10) 


Organic brain syndrome or minimal brain damage 
Abnormal EEG 

Intellectual retardation 

Academic deficiency 

Episodic dyscontrol 
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ENVIRONMENTAL FACTORS 
GROUP 


Unfavorable home environment 

Having been an unwanted child 

Brutal rejection by father 

Distant and passive father 

Murder or violence anticipated by family 
Murder or violence encouraged by family 


FOR ORGANIC-IMPULSIVE 
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Psychological Dimensions of Internation Dependency 


BY STEVE R. PIECZENIK, M.D. 





The author analyzes the psychological consequences of 
international dependency, advancing 13 propositions as 
clues for a heuristic understanding of the dynamics of 
dependent relationships between nations. He believes 
that these relationships must be understood before they 
can be improved. The author proposes coequal alliances 
and multinational aid as desirable alternatives to existing 
political-economic-military strategies. 


AS THE REALITY of global interdependence grows more 
apparent, it becomes imperative to clarify the psychologi- 
cal aspects of the dependency phenomenon. Formula- 
tions of the nature of dependent relationships, whether 
individual or national, have never fully attained the sanc- 
tion of scholarly research. The psychological and politi- 
cal science literatures reflect different traditions of 
thought that range from pathological to cybernetic mod- 
els. Each, however, subsumes the importance of depen- 
dency under a different, more salient category. 

For the Freudian analysts, dependency is significant 
only as it is defined in pathological states (e.g., depres- 
sion) or as part of the normal psychosexual devel- 
opmental process. One senses that "dependency" in 
terms of oral dependency or deprivation connotes a feel- 
ing of vulnerability wherein the child lacks any clear be- 
havioral options other than being nurtured or being de- 
prived (1). The concepts of mutuality, exchange, and 
reciprocity are absent. 

The Kleinian analysts also emphasize the importance 
of preoedipal dependency as a crucial factor in the for- 
mation of the defense mechanisms of introjection and 
projection, as well as the personality formation of para- 
noid, schizoid, and depressive disorders (2). 

The formal values, attitudes, and expectations of a de- 
pendent relationship are more clearly explored in the lit- 
erature on role theory in social psychology. The language 
of dependency is transmuted into “‘matrices of possible 
interactions and outcomes," with the dynamics of the 
relationship explained as “an interference and facilitation 
jn interaction" (3). Consistent with this line of reasoning 
are the theories of international relations that discuss de- 
pendency or interdependency as functions of economic- 
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political-military coalitions and alliances, usually oper- 
ating on the principle of nonzero-sum games (4). 

The group theory literature offers some interesting in- 
sights into the nature of international bargaining and co- 
alition formation, but it does not discuss the possible de- 
pendency problems that might arise in the formation of 
these coalitions (5). 

For the most part, the psychiatric, social psychology, 
and international theory literatures can be dovetailed 
into a body of knowledge that ostensibly recognizes the 
phenomenon of dependency but that, because of omission 
or restraint, does not analyze the psychological dynamics 
or consequences of dependent or interdependent relation- 
ships. An exception to this generalization is the body of 
literature related to the discriminatory problems of in- 
equality that arise from imperialism or from sexual dif- 
ferences. The literature on colonial oppression is polemi- 
cal in style and normative in substance(6), with a 
basically Marxist orientation that is combined with a 
tone of moral indignation. These writers do, however; 
emphasize the detrimental psychological consequences 
(e.g., low self-esteem, distorted self-image, increased 
frustration, and alienation) of a political-social depen- 
dency. 

From this body of literature, particularly the works on 
sexual inequality (7), one can glean several propositions 
about the dynamic characteristics of the dominant and 
subordinate members in the dependent relationship. 

One necessary caveat should be inserted at this point. 
In order to deal effectively with the abstract notion of 
collective national behavior, political scientists have hy- 
pothesized constellations of attitudes and emotional con- 
cerns to characterize a particular nation or political cul- 
ture. In designing their foreign policy vis-à-vis another 
country, governments frequently commit themselves to 
certain images or belief systems they consider character- 
istic of a political system or regime (5). To say that a na- 
tion is dependent does not imply that all of its citizens 
share the same views or sentiments; rather, a state of de- 
pendency is perceived by foreign policy decision makers 
and acted upon accordingly. 


INTERPERSONAL PROPOSITIONS WITH FOREIGN 
POLICY ILLUSTRATIONS 


One may accept the notion that the key feature of 
a dependent relationship is its asymmetry in the per- 
ception of at least one of the involved parties. In part, 
perception of the asymmetry involves the notion that one 


of the members is, in fact or in fantasy, the dominant one 
(as defined by power, status, prestige, and/or resources) 
and the other is subordinate. This inequality character- 
istically generates affects (e.g., anger, envy, and jealousy) 
and irrational attitudes that spiral into a counter- 
productive relationship of unfulfilled needs and unrealis- 
tic demands. In interpersonal relationships, this type of 
situation occasionally leads to overt conflict, but it is 
more often played out in a continuing covert conflict en- 
tailing hostile dependency and sadomasochism, some- 
times ending in mutual self-destruction. 

The following propositions, which are derived from the 
behavioral literature, are advanced in an attempt to char- 
acterize the nature of the inequality of a dependent rela- 
tionship and the psychological consequences of that in- 
equality. The propositions are a heuristic tool to expand 
our understanding of international dependency. 


DOMINANT MEMBER PROPOSITIONS 
Proposition | 


In a dyadic relationship, the dominant member often 
provides the subordinate member with an acceptable role 
for self-definition. This designated role incorporates 
those aspects of the relationship that are considered infe- 
rior in value and prestige. Psychologically, it fosters sub- 
missiveness coupled with guilt, self-anger, and rage. A 
prime example of this can be seen in the American for- 
eign aid program, which designates many recipients as 
“underdeveloped” or as “LDCs” (lesser developed coun- 
tries). These countries express their gratitude in the now 
classic graffiti, "Yankee, go home!" 


Proposition 2 


The dominant member disguises the true nature of the 
inequality in the relationship by rationalizing the differ- 
ences as a fait accompli and by insinuating himself as the 
desirable role model. Initial subordinate acquiescence is 
coupled with developing mistrust, resentment, and envy. 
Feelings of frustration and despair follow the realization 
that one's growth has been impaired. From the Wilsonian 
“crusades” to the Nixon doctrine, the United States has 
offered itself (at times unwittingly) as the exemplar of na- 
tion-state behavior, continually reaffirming its moral and 
ideological rectitude and technological superiority. In 
turn, our Western allies appear mistrustful, wary of what 
role, if any, they will play in the major balance of power. 
U.S. initiatives to implement détente and the recent suc- 
cessful mediation efforts during the Yom Kippur War 
have been followed by cries of outrage, contempt, and 
abandonment from Western European nations. 


Proposition 3 


The dominant member maintains the asymmetric rela- 
tionship in order to foster the dependency of the subordi- 
nate and to reaffirm feelings of self-worth and self-impor- 
tance. In turn, the subordinate member suppresses his 
accumulated resentment in order to avoid a futile con- 
frontation. U.S. relations with the Latin American coun- 
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tries are described in these terms in the so-called depen- 
dencia literature in which any U.S. assistance or aid, no 
matter how well intended, is viewed as a political-eco- 
nomic stratagem specifically designed to reinforce the 
dependent relationship. This accrued resentment was ap- 
parent in the revolutionary rhetoric in Allende's Chile 
and Perón's Argentina. 


Proposition 4 


The dominant member uses idealization and praise to 
subtly devalue the subordinate member. By praising fea- 
tures that the subordinate member considers worthless 
and ineffective, the dominant member deprecates those 
aspects of the subordinate that could lead to an equal- 
ization of the relationship. Recent U.S. paeans to the 
newly discovered Arab culture and friendship avoid any 
mention of such attributes as initiative, industry, temper- 
ance, and self-reliance in these "favored recipients" for 
advanced U.S. technological assistance. 


Proposition 5 


The dominant member determines both the emotional 
and behavioral tones of the dependent relationship, in- 
truding its political culture (including its ethos, morality, 
and social theory) in order to legitimize the relationship 
by allowing the subordinate member to incorporate as- 
pects of its own culture. Clear evidence of this pattern ts 
the pandemic fear abroad of losing one’s culture to the 
impending peril of *'Americanization." 


Proposition 6 


Consciously or unconsciously, the dominant member 
orchestrates a scenario of covert conflict. The claim of 
common interest is invoked as the rationale to avoid 
cause for conflict. In the process, one observes a tight- 
ening of constraints in an already established dependent 
relationship that appears too lax. In the international 
arena, the South Vietnamese and the Thais were desig- 
nated U.S. allies during the Viet Nam war to share in the 
burden of fighting. Maintaining that dependent friend- 
ship was both costly and emotionally taxing, as has been 
evidenced by subsequent internal disruptions that have 
often been directed against the United States. These in- 
cluded student revolts, which in one case overthrew the 
government. 


SUBORDINATE MEMBER PROPOSITIONS 
Proposition 7 


The subordinate member is primarily concerned with 
his psychological, cultural, and physical survival. Ac- 
cordingly, direct and honest reactions to the constraints 
or the destructive treatment by the dominant member are 
scrupulously avoided. Self-interested direct action is 
muted, if not totally suppressed. An example of political 
self-destruction was the recent resignation of the Greek 
military junta after it had defied the seven-year con- 
straints of the U.S. and NATO dependency relationship 
by masterminding the Greek Cypriot coup. 
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Proposition 8 


The subordinate member, unable to assert himself 
openly, must resort to deception and manipulation as pri- 
mary modes of behavior. This behavior often assumes the 
skillful guise of good humor or egregious self-depreca- 
tion, intended ultimately to devalue the dominant mem- 
ber. DeGaulle, for example, was accomplished in the art 
of appearing agreeable while manipulating the inherent 
weaknesses of the superpowers (often playing them off 
against each other). 


Proposition 9 


Through the defense mechanism of identification with 
the aggressor, the subordinate member may appear more 
dominant than the actual dominant member. In order 
to minimize feelings of inadequacy, impotence, and rage, 
the subordinate member incorporates and identifies with 
the values of the dominant member that appear repres- 
sive. In situations where the roles become reversed, i.e., 
the subordinate member becomes the dominant member, 
those initial repressive attributes hypertrophy and are 
displaced onto the newly subordinated member (7). 

In the field of international industrialization and eco- 
nomics, the Japanese have out-Americanized the Ameri- 
cans—unfortunately, at great psychological expense to 
the Japanese culture. This expense can be seen in the re- 
active resurgence of episodes of Samurai militarism. The 
Japanese have also reversed their role from subordinate 
to dominant in their relationships with Taiwan, the Phil- 
ippines, and Southeast Asia, where they are seen as eco- 
nomically oppressive imperialists. 


Proposition 10 


The subordinate member is more cognizant than the 
dominant member of the true nature of their relationship 
because he understands that its underlying weakness lies 
in the dominant member’s basic inability—no matter 
how valiant the effort—to satisfy the subordinate’s de- 
mands. The subordinate member uses this insight to fur- 
ther weaken the dominant member by covertly spiraling 
demands and expectations that the dominant member 1s 
unable to meet. Both members engage in an escalation of 
mutual hostility, resentment, and guilt. The United 
States, despite its magnanimous foreign aid gestures, is 
continuously made to feel inadequate (not enough or not 
the right kind of aid). In fact, this country appears help- 
less to control the fractious behavior of the recipients of 
its aid. It would not be an exaggeration to cast the United 
States in the role of the "helpless giant" who can never 
do right in its relationships with countries such as [ndia. 


Proposition 11 


The subordinate member is often unaware of feelings 
of envy and jealousy toward the dominant member. 
These feelings are created by the asymmetry of power, 
prestige, and possession. If left unresolved, the feelings 
fuel the covert conflict into a prolonged hostile-dependent 
relationship marked by impatience, compulsive com- 
petition, greed, guilt, increasing demands, and unfulfilled 
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needs with, however, no overt presentation of anger or re- 
sentment. Instead, the dominant member is praised in or- 
der to ward off fear of retaliation and feelings of guilt. 

Such a phenomenon is especially true of Western allies 
who resent their military-economic dependency on the 
United States. While reaffirming their faith in NATO, a 
few prominent allies scurry about the world making tech- 
nological and economic deals in quiet defiance of the 
United States. However, if the United States does not 
consult its allies, they become petulant, acting as if their 
integrity has been seriously injured and their economies 
drastically deprived. 


Proposition 12 


The subordinate member tends to move toward open 
conflict by recognizing the inequality and questioning the 
underlying basic assumption of the dependent relation- 
ship (7). The dominant member behaves in the opposite 
fashion, attempting to maintain the status quo and to ob- 
viate any overt expression of discontent and hostility. 
Portugal's relationship with her African colonies in- 
volved an initial period of quiescence marked by the sub- 
mission of the subordinate colonies, followed by a period 
of covert (guerrilla) conflict aimed at politicizing the 
existing inequality. This finally terminated in open con- 
flict that led to eventual nation-state independence. 


Proposition 13 


Both the dominant and subordinate members in a de- 
pendent relationship avoid conflicts of interest, attempt- 
ing instead to destroy each other psychologically. Each, 
in turn, subjugates the other through self-serving tech- 
niques. The subordinate member denies the dominant 
one the feedback that is necessary to validate the latter's 
actions and reality. The dominant member must then 
persist in his self-initiated social reality without the ad- 
vantage of validation from the dependent member. What 
saves the dominant member from a totally delusional 
system in the international arena are the realistic political 
and economic demands for a viable national posture and 
international strategy. 

The dominant member deprives the subordinate mem- 
ber of psychological integrity and self-esteem through the 
creation of a dependent donor-client relationship and the 
subsequent assignment of secondary status. 


DISCUSSION 


In the true sense of Hegelian dialectic, each member in 
a dependency relationship is dependent on the other and 
is subjugated to the unequal demands, needs, and tactics 
of the other. The resolution is not, as Hegel would insist, 
a synthesis of this inequality, but rather a total redefini- 
tion and eventual realignment of the asymmetry. In an 
unequal relationship, the oppressed may become the op- 
pressor and vice versa. This is the true paradox and trag- 
edy of inequality. 

Fortunately, we are not limited to either the cynicism 
of human or nation-state frailty or to the despair of inevi- 


table failure. Inherent in the distortion of inequality is the 
possible clarity of equality. To arrive at equality one 
must first recognize that the dependency relationship is 
ipso facto unequal and that this inequality retains certain 
irrational characteristics (as well as rational ones) on the 
part of both members which spiral a covert conflict. This 
conflict is marked by disguised anger, hostility, ambiva- 
lence, jealousy, and envy, as well as by admiration ‘and 
positive affect. 

Once recognized, dependency relationships may be 
minimized by preempting the need to develop a depen- 
dent relationship through multinational aid and coequal 
alliances, thereby obviating the designation of the subor- 
dinate as dependent, underdeveloped, or in need. Other 
alternatives include self-directed programs designed to 
promote autonomy (e.g., U.S. Project Independence for 
1980 during the energy crisis). An alternative strategy for 
the major powers in their relationships with the third 
world might include "benign. neglect" or disengagement 
(especially military withdrawal), allowing those countries 
an opportunity for self-definition and psychological au- 
tonomy. Still another strategy wauld be to increase mu- 
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tual dependency. For example, the strategy of the United 
States vis-à-vis Russia and the People's Republic of 
China could be based on the psychological premise that 
increasing mutual interests diminishes the possibility of 
both covert and overt conflict. 
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Identifying Trends in Residency Training: A Basis for 
Improving the Profession 


BECAUSE THE FUTURE Of the profession of psychiatry depends in great part upon how 
its young are prepared, the lead article in this issue will be read with interest by many 
of our colleagues, particularly those engaged in professional education. 

Dr. Lee Gurel, Director of the Division of Manpower, Research and Development 
of the American Psychiatric Association, has abstracted this paper from its parent 
monograph (prepared by him and his associates) entitled A Survey of Academic Re- 
sources in Psychiatric Residency Training. The purpose of the study was to obtain 
quantitative descriptive data about psychiatric residency training programs. The study 
was conducted under provisions of an APA-National Institute of Mental Health con- 
tract at a time (1972) when the author believed psychiatric practice and education 
were being subjected to considerable criticism, hence his attempt to obtain “hard” 
data about the scope and nature of graduate psychiatric teaching programs that might 
become useful in understanding current trends. 

One will find tabulations and commentary relating to resident staff, psychiatric and 
other professional faculty, experience with selected patient types and conditions, range 
of therapeutic intervention, and participation in related training programs. These data 
emerge from responses to a questionnaire used by the Residency Review Committee 
for Psychiatry and Neurology to obtain information through its periodic three-year 
examination of training programs approved by its parent bodies, the American Board 
of Psychiatry and Neurology and the Council on Medical Education of the American 
Medical Association. As the questionnaire used is the same, some (but not all) of this 
information is available in the annual educational number of the Journal of the 
American Medical Association. Thus, many of the results cited in this paper and in 
the monograph are familiar to those of us who have directed programs. For example, 
one will find that one-half of the programs are located in the northeast, that there is a 
limited number of residents at fourth- and fifth-year levels, that over one-quarter of 
all residents were graduates of foreign medical schools and that they are principally 
enrolled in nonmedical school settings, that there is a considerable number of psychi- 
atrists engaged part time in the training of residents, that there has been a substantial 
increase in the number of psychologists and other nonmedical professionals engaged 
in teaching residents, and that there appears to be homogeneity among the programs 
in the repertory of psychopathology of patients studied and cared for and in the range 
of therapeutic intervention. 

While the descriptive tabular data serve a useful purpose as a baseline for com- 
parison, the narrative responses of the program directors to several issues posed to 
them may be of greater interest. These were responses to questions that reflect the par- 
ticular interest of the NIMH staff, cosponsor of the study. In great part they were con- 
cerned with matters relating to the delivery of health services, with particular atten- 
tion to child mental health, minority groups, interdisciplinary collaboration, 
community organization, etc. 

The limited number of responses and the wide diversity in content of those who re- 
sponded are evidences of present-day confusion, if not controversy, as to the appropri- 
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ate role of the practicing psychiatrist. This is quite understandable as there are at the 
moment no clear-cut definitions of the public health, social, and political roles, just as 
there are no clear descriptions of the roles of both nonmedical professional and para- 
professional persons who are engaged in interdisciplinary involvements with psychia- 
trist physicians. 

In a sense, these questions and their responses represent a vanguard movement of 
what will be taking place in all of medicine. They reflect our increasing concern with 
the delivery of health services, with the awareness of our current deficiencies in the 
continuity of care of our patients, and with the search to learn what are the mea- 
sures—including how to increase the pool of colleagues, both professional and para- 
professional—to best serve our patients’ needs. 

One would hope that these objectives could be achieved without risk to the promo- 
tion and sustained support of scholarship and inquiry. Regrettably, there is an anti-in- 
tellectual movement promoting craftsmanship at the cost of scholarship through trun- 
cating the undergraduate medical curriculum and eliminating the internship. There is 
also a false egalitarianism obscuring and denying the differences in education, knowl- 
edge, skill, and responsibility between professionals and paraprofessionals in the inter- 
disciplinary care of patients. 

These trends must be identified and corrected if the psychiatrist is to fulfill his major 
and unique function of serving as a crucial bridge between genetics, biology, and clini- 
cal medicine on the one hand and the behavioral sciences on the other. To negiect 
scholarship and experience at either pole would be to diminish his usefulness for to- 
morrow. 


JOHN ROMANO, M.D. 


Dr. Romano is Distinguished University Professor of Psychiatry, School of Medicine 
and Dentistry and Strong Memorial Hospital, University of Rochester, Rochester, 
N.Y. 
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Twins in a Child Psychiatry Clinic 


BY MARIA PALUSZNY, M.D., AND A. GEOFFREY ABELSON, M.ED. 





The authors found that 22 of the 2,015 referrals to a 
children’s psychiatric clinic during a six-year period were 
twins—half the number that would be expected on the 
basis of the national incidence of twins. Evidence of 
minimal brain dysfunction was found in a higher 
percentage of the twins than in a matched nontwin group. 
The authors suggest that factors often inherent in twins 
(e.g., prematurity and birth difficulties) may be related 

to this finding. 





TO ASSESS THE TYPES of difficulties found in a population 
of twins seen in a child psychiatry clinic, we posed the 
following questions: Do twins show a greater frequency 
of psychiatric disturbance than nontwins? How often are 
both twins referred? Is there a “typical problem" for 
which twins are referred? How often is the twin relation- 
ship the reason for the referral? How similar are the eval- 
uation findings for a twin population to those of a control 
group? [n order to answer these questions, we reviewed 
records of all the twins seen in a children's psychiatric 
clinic over a six-year period and compared these children 
with a matched control group from the same clinic. 


METHOD 


Children's Psychiatric Hospital of the University of 
Michigan, Ann Arbor, Mich., is a training center for 
child psychiatry residents, medical students, and general 
psychiatry residents. All evaluations are conducted under 
the supervision of senior psychiatric staff, who rate his- 
torical and behavorial variables in addition to conducting 
traditional psychiatric evaluations. Psychological test re- 
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gan Medical School, and Program Director in Psychiatry, Institute for 
the Study of Mental Retardation and Related Disabilities, University 
of Michigan, 130 S. First St, Ann Arbor, Mich. 48108, where Mr. 
Abelson is a Research Assistant. 
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sults, a social history, and special studies (for example, an 
EEG or a neurological evaluation) are usually available 
for these children. 


Subjects 


We reviewed the charts of children evaluated between 
1966 and 1972 at the clinic, selecting for analysis the 
records of all twins. These records were then matched 
with those of a control group of nontwins on the variables 
of age, sex, race, and socioeconomic status. Social class 
was assessed by the Hollingshead (1) criteria; i.e., the fa- 
ther's formal education and occupation were rated on a 
scale of | to 5 (1 represents the highest social class and 5 
the lowest). Factors that were considered part of the twin 
situation (birth difficulties, age of the mother, and pre- 
maturity indicated by birth weight), were not matched in 
the control group. We felt these problems were inherent 
in twins and therefore could not be separated out. 


RESULTS 


Demographic Data 


Only 22 of the total of 2,015 children evaluated from 
1966 to 1972 at the clinic were members of twin pairs. As 
there are 20 plural births per 1,000 live births in the 
United States (2), we would have expected twice this 
number. Of the 22 twins seen, 3 were identical and 19 
were fraternal. [n 12 cases, only | member of a twin pair 
was referred; the remaining 10 children represented 5 
twin pairs. The age range of the sample was 4 to 13 years, 
with a mean of 7 years. There were more boys than girls 
(13 versus 9) and more white children than black children 
(16 versus 6). The average socioeconomic class of the 
group was 4, with a range of 2 to 5. (As we have men- 
tioned, the control group was matched for age, sex, race, 
and socioeconomic status but not for prematurity.) 
Eleven twins were full-term (i.e., they had a birth weight 
over 5-1/2 pounds), 10 were premature, and the birth 
weight of 1 was unknown. In the control group, 19 chil- 
dren were full-term, 1 was premature, and birth weights 
of 2 were unknown. 


Referral Information and Evaluation Findings 


We found that the twins were referred for the following 
reasons: learning problems or developmental delays, N = 
12; behavioral problems (aggressive, impulsive, or hyper- 
active behavior), N=3; neurotic problems, N=2; psy- 
chosomatic difficulties, N=2; and court referrals (pre- 
adoption and neglect cases), N=3. The control group 
showed a slightly different distribution of referral prob- 
lems: there were 8 behavioral problems, 6 cases of learn- 
ing problems or developmental delays, 4 neurotic prob- 
lems, 2 psychosomatic difficulties, and 2 court referrals (a 
litigation case concerning injuries and a custody case). 
The postevaluation diagnosis for the two groups showed 
a higher incidence of learning problems and devel- 
opmental delays in the twin group and a higher incidence 
of psychoneurotic, psychosomatic, and behavioral prob- 
lems tn the control group. 

Comparison of the evaluations for the two groups re- 
vealed an important difference—a high proportion of the 
twin group could be classified as showing minimal brain 
dysfunction (MBD). This term has been used to describe 
a variety of behavioral characteristics typical of hyper- 
kinetic children, as well as “soft” neurological signs and 
psychological test results suggestive of organic dam- 
age (3). We used two criteria to indicate evidence of 
MBD. First, the children had to show at least two of the 
following signs during the evaluation or in the history: 
slow or uneven development, learning problems, coordi- 
nation problems, hyperactivity, impulsivity, concentra- 
tion problems (distractibility), or emotional lability. Sec- 
ond, we required more objective evidence of possible 
organic dysfunction as measured by psychological eval- 
uation, neurological examination, or EEG. A majority of 
the children showed problems in psychological testing by 
having a wide range between verbal and performance IQ 
scores (with the verbal scores more than 20 points lower) 
and/or evidence of perceptual motor problems such as 
reversals, rotations, perseverations, difficulties with an- 
gulations, etc. Only children who satisfied both criteria 
were classified as showing MBD. The two exceptions 
were | twin and | child in the control group. Psychologi- 
cal testing was unavailable in these 2 cases, but the his- 
tory, psychiatric evaluation, and final diagnosis all in- 
dicated MBD. 

By this method, we found 15 children in the twin group 
who were classified as showing MBD. Of these, 11 
showed no retardation and 4 showed retardation, as 
measured by the Wechsler Intelligence Scale for Children 
or the Stanford-Binet. (A child was considered retarded if 
the IQ was below 85 and the evaluator felt organic prob- 
lems rather than emotional factors were responsible for 
the low score.) In the control group, 8 children showed 
M BD; 3 of them were retarded and 5 were not. 

The statistical analysis was done in two steps because 
the retarded group was too small to consider as a sepa- 
rate cell (4). In the first analysis, the retarded children 
were included with the MBD children in both groups; in 
the second, they were excluded from the computations. 
The results for the first computation (which included re- 
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tarded children) indicated a significantly higher fre- 
quency of MBD in the twin group than in the nontwin 
comparison group (x?«3.28, p<.05, d.f.=!) as did the 
second analysis (in which retarded children were ex- 
cluded) (x? 23.24, p «.05, d.f. « 1). We concluded that the 
major difference was in the number of children who 
showed minimal brain dysfunction and that the differ- 
ence was not necessarily associated with retardation. 


TWIN RELATIONSHIPS 


In 2 sets of twins, the primary reason for referral was 
twin dependency. In one of these cases, the dependent 
twin (whom we will call John) was a retarded five-year- 
old boy who was afraid of Joan, his aggressive and domi- 
neering twin sister. John was described by the parents as 
"having no identity of his own." At times he called him- 
self Joan and usually referred to himself as "she." It ap- 
peared that this handicapped boy was not just dependent 
on his sister but had used the defense of identification 
with the aggressor to a degree that interfered with normal 
self-identity development. 

The other dependent pair, whom we will call Don and 
Ron, were four-year-old fraternal twins whose depend- 
ency was mutual. These children used twin language, 
played exclusively with each other, and would not even 
separate to go shopping with one of their parents. Al- 
though neither child was retarded, both showed evidence 
of MBD. Both had poor motor coordination, delayed de- 
velopmental milestones, and hyperactivity. The children 
had average IQ scores, but they had perceptual diffi- 
culties, concrete thinking, and rotation problems. The 
parents had attempted to handle these boys as normal 
children, unaware that they had special needs. It is pos- 
sible that they turned to each other for extra support. 

Although these 2 cases were the only ones in which the 
referral was for intertwin problems, we found during the 
evaluations that 12 other twin relationships were de- 
scribed as problematic. Two twin pairs showed excessive 
rivalry and 10 pairs showed dependency of | or both 
twins. 

Of the 6 twins who showed one-sided dependency, the 
dependent child was the 1 who was referred for evalua- 
tion. The independent twin of these pairs was not identi- 
fied as having problems and was not referred to the clinic. 
The 4 children who showed mutual dependency were ac- 
tually 2 sets of twins (1.e., both youngsters had been re- 
ferred). In these cases, both children had some difficulties, 
although not necessarily of the same type. Thus it ap- 
peared that dependency in the twin relationship resulted 
in part from the child with difficulties turning to his twin 
for support. The following case illustrates this premise: 


Five-year-old Mike (not his real name) showed fear of 
school, unwillingness to separate from his mother, and in- 
creased dependency on his twin sister. Prior to this time, 
Mike had functioned quite independently of his sister, but si- 
multaneously with the development of other symptoms, he 
began turning to her for a variety of needs. The evaluation 
disclosed that symptoms began to occur after Mike had been 
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hit by a schoolteacher. When Mike changed classes, all of his 
symptoms decreased, including the dependency on his twin 
sister. 


DISCUSSION 


We found that the majority of the 22 twins seen at a 
children's psychiatric clinic during a six-year period were 
referred because of learning problems and developmental 
delays. There was a significantly higher incidence of evi- 
dence of MBD in twins than in a matched control group; 
we feel that this difference is related to the “‘twin situ- 
ation." It is possible that such factors as prematurity, 
birth difficulties, and fetal crowding— which are often 
inherent in twins—are crucial in the etiology of minimal 
brain dysfunction. 

An unanswered question arising from our study is why 


such a comparatively small number of twins were re- 
ferred to the clinic—half the number that would be ex- 
pected on the basis of the incidence of twins in the general 
population. There is no easy, definitive explanation for 
this finding. However, one can speculate that the extra 
support provided by the twin relationship may have pre- 
vented more serious problems in some twins from becom- 
ing evident. 
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Childhood Chemotherapy and Later Drug Abuse and Growth Curve: 


A Follow-Up Study of 30 Adolescents 


BY LEAH BECK, M.D., WILLIAM S. LANGFORD, M.D., MARY MACKAY, M.D., AND GRACE SUM, M.S.W. 


The authors studied the correlation of methylphenidate 


medication in childhood with later drug abuse and 
growth in height. Thirty adolescents with histories of 
minimal brain dysfunction who had been treated for at 
least six months with chemotherapy were compared with 
30 adolescents who had not been so treated. The findings 
do not indicate that methylphenidate prescribed in 
childhood contributed to later drug abuse or seriously 
interfered with growth in height. 


IN RECENT YEARS there has been increasing recognition 
and identification of children with minimal brain dys- 
function (MBD). Treatment of these children generally 
requires a multiple approach that may include chem- 
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otherapy. Hyperactivity, irritability, disorganization, and 
a short attention span, which are among the cardinal 
symptoms of children with MBD, can often be reduced 
by a daily dose of methylphenidate. Other treatment ap- 
proaches can then be more productive (1). 

However, parents, legislators, and the general public 
have been concerned that the use of medication in child- 
hood might ease the way to later drug use. A recent ar- 
ticle (2) also questioned whether daily use of more than 
20 mg of methylphenidate over a prolonged period of 
time might adversely affect a child's growth curve. Our 
study is an attempt to investigate the validity of these 
queries. 


METHOD 


We compared the current experience in the area of 
drug abuse of 30 adolescents with a childhood history of 
chemotherapy with an equal number of adolescents who 
had not been so treated. 

Our study group was selected at random from former 
patients of the Children's Psychiatric Services of the Co- 
lumbia-Presbyterian Medical Center in New York City. 


Adolescents included in the study group fulfilled the fol- 
lowing criteria: they were between the ages of 14 and 19, 
which represents the age span of most active drug abuse, 
their chemotherapy during childhood lasted for at least 
six months, and they were not receiving this form of ther- 
apy at the time of the interview. 

It has been noted (3) that the ratio of boys to girls who 
suffer from MBD is 4 to 1. Our random selection of 30 
former patients reflects this ratio: 23 were boys with an 
average age of 16.4, and 7 were girls with an average age 
of 17.8. Intelligence ranged from I in the superior to 3 in 
the retarded-but-educable range, with the rest in the nor- 
mal and dull-normal categories. All of the adolescents in 
the study group had documented evidence of MBD, and 
almost all had learning disabilities. Their socioeconomic 
levels ranged from ghetto poverty to lower middle class. 

The control group of 30 adolescents, who were com- 
parable in age, sex, and socioeconomic background but 
who had no history of chemotherapy, was drawn from 
medical and surgical inpatients of Columbia-Presby- 
terian Medical Center. None of the control adolescents 
suffered from chronic disabilities, and none had any 
previous psychiatric history. 

The adolescents in both groups were interviewed indi- 
vidually to elicit their past and current use of drugs. In 
the case of the treated group, the interview probed not 
only drug use but also retrospective attitudes to methyl- 
phenidate medication. When possible, parents were also 
interviewed to corroborate findings. 


RESULTS 
Drug Use 


The past and present drug use of the two groups is 
shown in table I. [tis apparent from the data that none of 
our former patients was currently addicted to heroin and 
that only 2 occasionally smoked marijuana. As they de- 
scribed it, the occasions on which they smoked were so- 
cial in nature. One adolescent from a family with a his- 
tory of drug problems had been habituated to heroin but 
had discontinued it two years before the interview. 

Problems with drugs were more prevalent in terms of 
both past and present use and duration of use among the 
youngsters in the control group. One adolescent in this 
group had been a habitual glue sniffer for four years and 
then a habitual marijuana smoker for two years. The sta- 
tistics of this population conform to the general findings 
of Wiener and Egan (4) concerning the amount of drug 
use among teenagers. 


Growth Curve 


We found that the use of methylphenidate had no per- 
ceptible effect on physical growth as measured by height. 
The height range of the former patients was 5 ft. 4 in. to 6 
ft. 1 in. (average, 5 ft. 9.2 in.) for boys and 5 ft. 4 in. to 5 
ft. 7 in. (average, 5 ft. 4 in.) for girls. The height range of 
the control group was from 5 ft. 4 in. to 6 ft. (average, 5 
ft. 8.7 in.) for boys and 5 ft. 1 in. to 5 ft. 5 in. (average, 5 
ft. 4.2 in.) for girls. 
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TABLE ! 
Past and Present Drug Use of Two Groups of Adolescents 





Number of Adolescents 
Who Used Drugs 


Study Group Control Group 


Drug Use (N230) (N = 30) 


More than six months before interview 
None 
Marijuana occasionally 
Marijuana habitually 
Heroin occasionally 
Heroin habitually 
Hashish 
Mescaline 
Glue 
Others 

At the time of the interview 
None 
Marijuana occasionally 
Marijuana habitually 
Heroin occasionally 
Heroin habitually 
Hashish 
Others 
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General Functioning 


Considering the handicaps that adolescents in the 
study group labored under during childhood and were 
continuing to deal with, their adaptation could be consid- 
ered good. Twenty-three were still in school; 12 were in 
regular schools, 7 were in a special school or a special 
class, | was attending both regular and special classes, 
and 3 were in vocational schools. Of the 2 youngsters who 
had graduated from high school, | was employed and | 
was in college. Of the 5 who did not complete high school, 
| was attending night school, | was employed full-time, | 
was employed part-time, and | was unemployed. 


COMMENTS 


It would appear from this study that adolescents who 
received methylphenidate during childhood are no more 
susceptible to later drug use than adolescents in the gen- 
eral population. Actually, the reverse may be true. 

Children who are receiving methylphenidate are eager 
to terminate the treatment in spite of their recognition of 
its positive effects. The experience of being controlled by 
medication apparently leads to later distaste of such re- 
straint. Thus, contrary to general belief, early chem- 
otherapy with methylphenidate appears to inadvertently 
offer a deterrent to the abusive use of drugs in late adoles- 
cence. 

It has been our experience that patients with early or- 
ganization problems are loath to renew any experience 
that may produce disorganizing effects—as is the case 
with marijuana or hallucinogenic agents. They are even 
inclined to avoid association with drug users because of 
their disorganized lifestyle. 
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It is our impression, based on EEG studies, that the de- 
velopment of the central nervous system is uneven in chil- 
dren with MBD. We have seen that this unevenness ex- 
tends to physical growth in our years of clinical 
observation. While the overall height of the adolescents 
in our study group was comparable to the height of the 
adolescents in the control population, the former in- 
cluded some who were once considered small for their 
age or who experienced delayed puberty. Our evidence 
suggests that the physical growth of children with MBD 
may be governed more by the uneven growth phenome- 
non than by the use of methylphenidate medication (5). 
In the long run, however, the heights of the adolescents in 
our study group appear to be governed by the genetic de- 
terminants that govern height in the general population. 


CONCLUSIONS 


The fear that medication in childhood may ease the 
way to later drug abuse has not been substantiated by our 


data. As to possible adverse effects of methylphenidate 
medication on physical growth, no conclusive causal rela- 
tionship was discovered. Maturational lags appear to ex- 
tend to all aspects of growth in children with MBD. Al- 


- though the current level of functioning of our study group 


has been good, we will have to wait until they reach adult- 
hood to make a more accurate assessment of general ad- 
justment. 
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Platelet Monoamine Oxidase Activity in Acute Schizophrenia 


BY WILLIAM T. CARPENTER, JR., M.D., DENNIS L. MURPHY, M.D., AND RICHARD JED WYATT, M.D. 


The authors found normal monoamine oxidase (M AO) 
activity in 40 acute schizophrenic patients, in contrast to 
previous reports of a genetically linked platelet MAO 
deficit in chronic schizophrenia. Variations in MAO 
activity were not significantly associated with the 65 
clinical variables analyzed, although there was a 
tendency for patients in the low-M AO group to have 
more severely impaired reality testing, more paranoid 
and grandiose delusions, better prognostic scores, and 
less restlessness. 


DESPITE EXTENSIVE PSYCHOLOGICAL and biological in- 
vestigations, the etiology of schizophrenia remains un- 
known. However, studies with twins and adoptees have 
indicated that schizophrenic vulnerability is, in part, 
genetically transmitted (1). A consistent biological mark- 
er—whether etiological or an epiphenomenon-— would 
be welcome because it could serve as a validating cri- 
terion in sorting out the diagnostic puzzle surrounding 
schizophrenia. 
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Recent reports have indicated that a marked reduction 
of monoamine oxidase (M AO) activity in blood platelets 
has promise as a laboratory indicator of schizophrenic 
vulnerability. Murphy and Wyatt (2) found lower platelet 
MAO activity in 33 (predominantly chronic) schizo- 
phrenic patients compared to controls. Two-thirds of 
these schizophrenic patients had enzyme activity in the 
same low range that is found in individuals receiving 
MAO inhibitors. In a subsequent report, Wyatt and asso- 
ciates (3) replicated these findings with 13 monozygotic 
twins discordant for schizophrenia, suggesting genetic 
control for the MAO deficit. However, the 4 index twins 
in that study with a diagnosis of acute (rather than 
chronic) schizophrenia had normal platelet MAO activ- 
ity. Using multiple substrates, Meltzer and Stahl (4) 
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found reduced platelet MAO activity in acute and 
chronic schizophrenic patients compared to controls, 
with differences in substrate specificity differentiating the 
acute from the chronic patient groups. 

We will examine two issues in this report: Do acute 
schizophrenic patients have a deficit in platelet MAO ac- 
tivity? Is platelet MAO activity associated with clinical 
status, premorbid features, family history, or one-year 
outcome in acute schizophrenic patients? 


METHOD 


Subjects 


The 44 schizophrenic subjects in this study were hospi- 
talized at the National Institutes of Health Clinical Cen- 
ter on an inpatient unit designed for the treatment and in- 
vestigation of acute psychoses. Patients were admitted 
early in a psychotic episode if the presumptive diagnosis 
was schizophrenia. They were free of organic disease, 
were between the ages of 18 and 60, and manifested delu- 
sions, hallucinations, and/or a thought disorder. Their 
work and social functioning between episodes of illness 
was generally adequate. Most had been briefly exposed to 
medication before their admission. 

The presumptive diagnosis of schizophrenia had been 
made on admission by our screening personnel and the 
outside referring physician. The diagnoses used in this 
study were made by the senior psychiatric investigator in 
the program following the admission conference in 
which all relevant data obtained during a three-week 
workup were presented, including the results of a semi- 
structured mental status examination, the Psychiatric 
Assessment Interview (PAI). (This is a slightly abridged 
version of the Present State Examination, which has been 
thoroughly described elsewhere [5, 6].) Diagnoses were 
made using DSM-11 (7) criteria and categories and were 
reinforced by applying a 12-point system for identifying 
schizophrenic patients (8). All diagnosed schizophrenic 
subjects admitted during the study period were included. 

In this: study, "chronic" denotes an established pattern 
of illness with poor prognostic features and prolonged so- 
cial handicap; "acute" refers to patients with good prog- 
noses studied early in a psychotic episode. The majority 
of the acute patients had had previous psychotic episodes 
which had remitted; these patients demonstrated inter- 
vening adequacy in work and social functioning. The 
acute patients generally had flagrant symptomatology 
and did not have defect symptoms such as “‘burnt-out af- 
fect." There were 40 acute schizophrenic patients, who 
were diagnosed as falling into the following DSM-II 
schizophrenia subtypes: 27 were classified as undifferen- 
tiated, | as catatonic, 8 as paranoid, and 4 as schizo- 
affective. There were 4 chronic schizophrenic patients. 
(Patients diagnosed as borderline were not included in 
this study.) 

The subjects (25 female and 19 male) had a mean age 
of 23 years (SE = 1.05). Ten subjects were married; 34 had 
never married. 
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Clinical Variables and Data Collection 


Many clinical variables other than diagnosis were ex- 
amined in relationship to platelet MAO. The PAI was 
used to ascertain a detailed sign and symptom picture 
covering a one-month period. Information from the 240 
items in the PAI is used to determine the presence or ab- 
sence of Schneider's first-rank symptoms (9, 10), the 
score on a 12-symptom system designed to estimate the 
degree of confidence in a schizophrenic diagnosis (8), and 
the extent of symptomatology across 27 psycho- 
pathologic dimensions (e.g., depression, auditory halluci- 
nations, incomprehensibility, bizarre behavior). 

A Phillips scale (11) was rated by the patient's psychia- 
trist, and the patient cohort was dichotomized into proc- 
ess and reactive groups as recommended by Gar- 
mezy (12). A prognostic scale described elsewhere (13) 
was scored by the project's psychiatric social worker af- 
ter extensive contact with patient and family and follow- 
ing a semistructured psychiatric history and social de- 
scription interview with each patient near discharge. 

Patients were seen for follow-up evaluation | year after 
admission (maximum patient stay was 4⁄2 months), at 
which time a psychiatrist administered the PAI and a fol- 
low-up psychiatric and social description interview and 
then rated an outcome scale (14). 

This systematic clinical data collection provided the 65 
clinical, premorbid, outcome, and family history vari- 
ables we analyzed for this report, which are listed in ap- 
pendix I. 

Blood was collected during the patient’s third week in 
the hospital and platelets were prepared as described pre- 
viously (2, 15). Monoamine oxidase activity was deter- 
mined using !*C-tryptamine as substrate (2, 15). At the 
time of venipuncture, patients were acutely symptomatic 
and were in their third drug-free week. The platelet MAO 
assays were done by an experimenter who was unaware 
of their origin, and biological and behavioral data were 
kept completely independent until prepared for data 
analysis. 

Data analysis was done by diagnostic groups (e.g., 
schizophrenic versus normal), by diagnostic subgroups 
(e.g., acute versus chronic) and by dichotomizing the 
schizophrenic cohort into high normal (25.0) and low 
(«3.0) platelet MAO activity (expressed as nanomoles 
per milligram per hour). The rationale for this division 
appears elsewhere (16). 


RESULTS 


Mean platelet MAO activity for the 44 schizophrenic 
subjects was 5.16 (SE=0.32). This is not significantly 
different (p«.2) from a large control group of normal 
subjects (N 2131) whose mean MAO activity was 5.24 
(SE=0.20). No patient had a mean MAO activity less 
than 2.00. MAO activity in the 4 schizophrenic patients 
designated as chronic (mean=4.94, SE=0.29) did 
not differ from the 40 other schizophrenic subjects. 
Dividing the acute schizophrenic cohort into those receiv- 
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ing an undifferentiated (N=27) or schizo-affective 
(N =4) subtype diagnosis versus the 13 patients receiving 
another subtype designation resulted in slightly different 
MAO activities, with lower values in the latter group 
(means — 5.52 and 4.31, respectively; SEs=0.41 and 0.35; 
t=2.18, d.f.=42, p «.05). 

The relationships between platelet MAO activity and 
the 65 clinical variables listed in appendix | were exam- 
ined by:dichotomizing the patients into groups with low 
(<3.0) and high normal (> 5.0) MAO activity. In an anal- 
ysis of variance between the 6 low-M AO and 15 normal- 
MAO patients, no variable attained statistical signifi- 
cance as a discriminator. Impaired reality testing (more 
severe in the low-M AO group) was the best discriminator 
(F=4.1, p«.10). Other variables with F values higher 
than 2.0 (not significant in a small sample but potentially 
discriminating) were 1) more paranoid and grandiose de- 
lusions, 2) better prognostic score, and 3) less restless- 
ness, all in the low-M AO group. A step-wise discriminant 
function analysis with equal weight given to the low- 
MAO and normal-MAO groups resulted in a correct 
identification of 6 of 6 low-M AO patients and 11 of 15 
normal-M AO patients with two variables, impaired real- 
ity testing and prognostic score. 


DISCUSSION 


In contrast to reports (2, 4) of reduced MAO activ- 
ity in chronic schizophrenia, our results in 40 acute 
schizophrenic patients of several subtypes provide strong 
evidence against a platelet MAO deficit in this diagnostic 
subgroup. The mean MAO activity for these patients was 
not different from a large control group studied in the 
same laboratory and was decidedly higher than a group 
of 17 chronic schizophrenic patients not on drugs whom 
we studied previously (2) (mean =2.63, SE=0.61). This 
conclusion is enhanced by the finding that none of the 
40 acute schizophrenic patients in this study had MAO 
activity less than 2.00, whereas 40 percent of the 
chronic schizophrenic patients and 10 percent of normal 
subjects were in that low range (16). 

With increasing attention directed toward the relation- 
ship between acute and chronic schizophrenia, a geneti- 
cally controlled enzyme deficit found in one group can 
provide specific information regarding the biological sim- 
ilarity of the two groups. Traditionally, acute and chronic 
have been considered time-related dimensions of the 
same illness, both falling conceptually within the “group 
of schizophrenias." Thus, genetic components of acute 
and chronic schizophrenia have been assumed to over- 
lap. However, recent data from Danish studies with 
adoptees (1) suggest that acute and chronic schizophrenia 
may be different illnesses. Biological families of chronic 
schizophrenic adoptees were positive for schizophrenia 
and schizophrenic spectrum disorders, whereas biological 
families of acute schizophrenic adoptees were not. The 
preponderance -of affective illness in families of acute 
schizophrenic patients and of schizophrenic illness in the 
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families of chronic schizophrenic patients further sup- 
ports this distinction (17). 

The literature on platelet MAO activity in acute schiz- 
ophrenia is equivocal and sparse. The only study (4) spe- 
cifically contrasting MAO in acute and chronic subjects 
found 12 chronic schizophrenic patients significantly 
lower in platelet MAO on four substrates than were 15 
control subjects. Ten acute schizophrenics were lower 
than controls on only two substrates and had values inter- 
mediate between chronic schizophrenics and controls on 
all substrates. In the monozygotic twin study discussed 
previously (3), the 4 index twins with an acute schizo- 
phrenic diagnosis had normal platelet MAO activity. 

Since the patients in our schizophrenic cohort had nor- 
mal mean MAO activity, we chose to dichotomize the 
patients into those with low and clearly normal enzyme 
activity. This division provides the best opportunity for 
assessing the relationship of low MAO activity to so- 
ciodemographic, premorbid, clinical, outcome, and fam- 
ily history variables. When the 65 clinical variables were 
examined with an analysis of variance between patients 
with low versus normal MAO activity, no variable had 
significant discriminatory power. There was an inter- 
esting tendency for patients in the low-MAO group to 
have more severely impaired reality testing, more para- 
noid and grandiose delusions, better prognostic scores, 
and less restlessness. 

Our primary conclusion is that the 65 clinical variables 
we examined do not relate to MAO activity. However, 
because the number of low-MAO patients in our sample 
was small, the question of clinical predictors of MAO ac- 
tivity (other than diagnosis per se) remains open. 
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APPENDIX I 
Variables Used in Analysis of Variance Between Groups with 
Low Versus Normal Platelet MAO Activity 


Age 

. Marital history 

. Socioeconomic class 

. Family history of mental illness 
Patient history of alcohol abuse 

. Patient history of drug abuse 

. First-rank symptoms present 

. 12 differential symptoms 

. Phillips Scale score 

10. Age at onset of psychiatric symptom 
ll. Age of first psychiatric hospitalization 
12. Duration of previous hospitalization 
13. Number of prior psychiatric hospitalizations 
14. Paranoid versus nonparanoid 

15. Work history 

16. Personal social relations 

17. Last treatment facility (type) 

18. Antisocial behavior 

19. Restricted affective expression 
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. Severity of current subjective distress 
. Time since onset of first psychiatric symptom 

. Presence of thought disorder, hallucinations, or delusions 
. Presence of depression, hypomania, or mania 

. Precipitating events for present illness 
. Total prognostic scale score 

. Inability to experience pleasure 

. Excessive dependency 

. Absence of insight 

. Impairment of interpersonal relations 
. Impaired reality testing 

. Lack of impulse control 

. Impairment of stimulus barrier 

. Depression 

. Anxiety 

. Reported restlessness 


Observed restlessness 


. Retarded speech 
. Psychomotor retardation 
. Hypomania 


Somatic concerns 


. General suspiciousness 
. Observed belligerence 
. Reported belligerence 


Obsessions 


. Sloppy appearance 


Disorientation 


. Lack of insight 

. Depersonalization/derealization 

. Delusions of reference and persecution 
. Grandiose delusions 

. Delusions of passivity 


Depressive and nihilistic delusions 
Other delusions 


. Visual hallucinations 

. Auditory hallucinations 
. Other hallucinations 

. Bizarre behavior 

. Social withdrawal 

. Incomprehensibility 

. Nonsocial speech 

. Restricted affect 

. Labile affect 

. Incongruous affect 

. Delusions about hallucinations 
. Rapport 
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The Postdivorce Clinic 


BY DAVID J. SHEFFNER, M.D., AND JOHN M. SUAREZ, M.D. 





The authors describe a clinic that evaluates court- 
referred families who have child custody or visitation 
problems in the postdivorce period. A multidisciplinary 
staff uses interviews, auxiliary sources of information, 
and psychological testing to arrive at recommendations 
that often address issues not specifically mentioned in the 
legal proceedings, particularly regarding treatment for 
disturbed children. The authors suggest that the clinic is 
an example of an appropriate interaction between law 
and psychiatry. 


POSTDIVORCE PROBLEMS involving children are often 
handled by the legal system, yet attorneys and judges 
have limited competence in this area due to their lack of 
training in the behavioral sciences. Psychiatrists and 
other mental health professionals have been reluctant to 
enter this legal-psychiatric morass because they share the 
traditional irrational fears and disdain of the medical 
profession regarding involvement in legal conflicts. Their 
prototypical interaction with attorneys has been the mal- 
practice suit; physicians share the universal trait of being 
anxious about processes they do not understand. 

The courts have lacked the benefit of professional eval- 
uation and treatment of the human problems behind the 
legal issues, and their decisions therefore often involve 
magical expectations. These decisions may provide little 
or no mechanism for continued work with families who 
resort (repeatedly, in many cases) to legal means as a so- 
lution to interpersonal problems and whose children are 
at relatively high risk for the development of emotional 
disorders. In such cases, the legal questions (e.g., custody 
or visitation) are often of secondary importance, the pri- 
mary issue being the necessity to resolve pathological 
family dynamics. An example of this is the situation in 
which both parents have fairly decent parenting ability 
and it often makes little difference to a child’s devel- 
opment which parent he resides with. However, whether 
or not he is subjected to continuing conflict between his 
parents makes all the difference in the world. 

We are convinced that legal answers to interpersonal 
and family conflicts are usually inadequate or only par- 


Read at the 127th annual meeting of the American Psychiatric Associa- 
tion, Detroit, Mich., May 6-10, 1974. 


At the time this work was done, Dr. Sheffner was Associate Director, 
Section on Legal Psychiatry, Neuropsychiatric Institute, University of 
California, Los Angeles, where Dr. Suarez is Director and Associate 
Professor, Department of Psychiatry. Dr. Sheffner is currently Clinical 
Instructor in Law and Psychiatry, Department of Psychiatry and Hu- 
man Behavior, University of California, Irvine, 101 City Dr. South, Or- 
ange, Calif. 92668. 


442 Ám J Psychiatry 132:4, April 1975 


tial answers. Also, they usually fail to provide inter- 
vention and follow-up, two areas axiomatic to psychi- 
atric practice. 

Traditionally, court work in the postdivorce period has 
utilized mental health professionals in a perfunctory 
manner (if at all), and the quality of such intervention has 
often been substandard. For example, a psychiatrist may 
spend only 15 minutes with the principals or make final 
recommendations without having interviewed both sides 
in a conflict. 

The staff of the Section on Legal Psychiatry of the 
University of California, Los Angeles, Department of 
Psychiatry became involved with the domestic relations 
branch of the Los Angeles County Superior Court. This 
involvement resulted from our experience in which we 
had defined our role as that of behavioral scientist advi- 
ser to the court (as opposed to becoming involved in ad- 
versary and legal-moral issues) and from our interest in 
educating legal professionals as to the usefulness and the 
limitations of psychiatric knowledge and treatment. We 
developed a clinic in which extended evaluations, treat- 
ment, referral for treatment, and follow-up tn the com- 
munity are performed with families who have turned to 
the courts in the postdivorce period in an attempt to re- 
solve their difficulties. In these families, the divorce has 
already taken place, usually several years ago. Even when 
we see parents in the original divorce proceedings, pre- 
serving the marriage is not an issue. Frequently we are 
dealing with a situation wherein one or both of the par- 
ents have remarried and there are children (or step- 
children) by their new spouse. 


EXCERPTS FROM THE CLINIC CASELOAD 


The following case fragments or vignettes provide spe- 
cific examples of the problems that people bring to us 
daily at the postdivorce clinic. 


A woman with three daughters who had a five-year history 
of cancer divorced her husband. The children, led by the 
oldest, refused to visit their father, who maintained that 
the mother was “mentally ill" as a result of her disease and 
treatment and sued for custody of the children. The court re- 
ferred the family for evaluation. Our report suggested that it 
would be in the best interests of the girls to remain with their 
mother. However, a few months later the mother died. The 
father then had legal custody and moved back into the home. 
The children refused to have anything to do with him, and re- 
quested their relatives’ permission to live elsewhere. The 
court sent the family back to our clinic for further evaluation 
and treatment. 


A woman who harbored much resentment toward her ex- 
husband influenced her young children against him. Both par- 
ents were well-functioning people and generally decent par- 
ents, except for the mother’s irrational and destructive behav- 
ior in this one area. The children experienced considerable 
anxiety when visiting their father and wanted to discontinue 
their relationship with him altogether. The father came to the 
domestic relations court for help. 


A couple with three daughters divorced, and each remar- 
ried. The man contended that his ex-wife's new husband was 
having an incestuous relationship with one of his daughters, 
and he attempted to obtain custody of all three of his daugh- 
ters. 


A young woman living an unstable and rebellious existence 
had a child out of wedlock. She gave her son to her parents to 
raise and did not visit him regularly or frequently. The par- 
ents began to obstruct her visitation and finally obtained cus- 
tody of the child. Nine years later, this woman was living a 
more stable life and visiting her son regularly and was mar- 
ried to a man her son liked. The woman attempted to gain 
custody, and her parents opposed her. 


A man got out of prison after serving a sentence.for child 
molesting. His ex-wife refused to let him have any relation- 
ship with his children. 


A black man and a white woman married and adopted a 
white baby. They divorced, and the father married a black 
woman. The father later sued for custody, alleging that his 
ex-wife had severely neglected and physically abused the 
young girl. 


HOW THE CLINIC WORKS 


These families are referred by the courts. Our staff 
consists of psychiatrists, psychologists, psychiatric resi- 
dents, and social workers. We request (and are invariably 
granted) access to all historical information such as court 
investigators’ reports, hospital and psychiatric records, 
probation reports, school reports, etc. In many cases we 
make direct personal contact with treating physicians, 
school personnel, friends, neighbors and other individuals 
able to offer insight into the current conflicts. 

Although our emphasis is on the clinical evaluation, we 
welcome auxiliary information since we find that there 
are often limitations to the clinical interview; people in- 
volved in such litigation naturally tend to be defensive 
and to deny problems. We regularly see all the principals 
involved (parents, step-parents, and all but the very 
young children) and spend an average of 6 to 10 hours in- 
terviewing each family. Often we see the opposing par- 
ents together, a process of significant diagnostic value 
and occasionally of some initial therapeutic value. 
Screening psychological testing (the Minnesota Multi- 
phasic Personality Inventory) is performed on all adults, 
and both adults and children are given more detailed psy- 
chological examination when this is indicated. The liti- 
gants are ordered by the court to pay the costs of the 
evaluation, which are on a sliding scale. 
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When the psychiatrist has completed his evaluation, 
the case is presented at a weekly interdisciplinary case 
conference where all those involved present their per- 
spectives, the psychological testing is reviewed, and rec- 
ommendations are discussed. A report to the court is 
then written and a copy sent to the attorneys, who are 
cautioned not to show the report to the parents in the in- 
terests of the children. In the reports we avoid psychiatric 
terminology and diagnostic labels. We often invite both 
attorneys together into our offices to discuss the situ- 
ation, a process we consider mutually educational and 
one designed to facilitate the resolution of the issues. We 
have had considerabie positive feedback from attorneys 
regarding these meetings. Negative reactions have usu- 
ally been caused by an attorney's being unwilling to de- 
viate from the narrowly defined role of advocate for his 
client. 

Although we attempt to focus treatment on the totality 
of the situation, our basic therapeutic loyalties are to the 
children. Our child advocacy dovetails with the Califor- 
nia courts’ guidelines for resolving legal conflicts in- 
volving children according to the child's best interests. 
Some authorities in the field of family law suggest that 
the child's best interests would be furthered if the chil- 
dren were to have their own counsel. We disagree; we 
would view such a step as reinforcing the idea that legal 
solutions alone are sufficient. We also feel such a process 
would significantly complicate matters and would subject 
the children to further stress. 

We view our role as quite activist. For example, we do 
not feel restricted to addressing the specific legal issues or 
questions asked by the court. Like professional consul- 
tants in any other field, we often redefine the problems or 
call attention to previously unseen issues. We have felt it 
entirely within our province, for example, to recommend 
a change in custody even though the legal issue was only 
one of visitation. 

We have few theoretical guidelines other than helping 
to provide a situation that promotes the best interests of 
the children and attempting to deal with the human issues 
behind the legal ones. We do not view issues of criminal 
conduct, child beating, physical disability, race, homo- 
sexuality, and major psychiatric disorders (which we see 
often) necessarily as prime issues and we use no auto- 
matic guidelines in dealing with them. Our justification 
for spending the amount of time we do on every situation 
is that each is individual and unique. Our experience is 
that legal and mental health professionals who have ab- 
solute standards regarding such issues are either not suf- 
ficiently aware of the needs of children or have failed to 
appreciate the extreme complexity and difficulty of the 
problems involved and the relative nature of any assess- 
ments or recommendations made. 

Our other activities include periodic meetings with the 
domestic relations court staff (judges, court investigators, 
and other court-appointed psychiatrists), case confer- 
ences, and educational programs. Because of financial 
and personnel limitations, we have no formal research 
program—a significant shortcoming that we hope to rec- 
tify. 
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THE CLINIC’S VALUE 


[n many cases we recommend to the court that some 
form of psychotherapeutic intervention be instituted. 
Although we had originally hoped to achieve some sig- 
nificant shift in the dynamics and behavior of pairs of 
contending parents, these hopes have not often been 
realized. Our explanation for this is the obvious one, 
namely, that we are seeing a select group of families 
whose attempts to resolve their conflicts by using legal le- 
verage represent the persistence of major irresoluble is- 
sues or an inability to deal with problems in a realistic 
and appropriate manner. 

Perhaps the most clear-cut value of our clinic is our 
regular evaluation and treatment referral of children who 
have been in very troubled situations and who display 
emotional difficulties but are not in treatment (often be- 
cause of their parents’ hostilities). The psychopathology 
of these children is often not evident enough to be noticed 
in the school setting. General psychiatric experience 
would indicate that such intervention constitutes a prime 
example of aggressive early detection and prevention of 


Alcoholism and Forcible Rape 


BY RICHARD T. RADA, M.D. 


Data collected from detailed autobiographies of 77 
convicted rapists revealed that 50 percent of them were 
drinking at the time of the rape and that 35 percent were 
alcoholics. This strong association between alcoholism 
and forcible rape highlights the importance of follow-up 
treatment programs for the alcoholic sex offender; such 
programs should focus on adequate control of his 
drinking behavior as well as on his sexual adjustment. 


ALTHOUGH IT IS a widely held belief that alcohol lowers 
inhibitions of sexual behavior, enhances aggression, and 
is related to the commission of violent sexual crimes, few 
studies have reported on the relationship between alco- 
holism and forcible rape. In fact, the topic seems to have 
been overlooked by investigators of alcoholism and/or 
the sex offender. For example, in Macdonald’s book 
Rape: Offenders and Their Victims (1), only 1; of 321 
pages are devoted to the specific topic of alcohol and 
rape. In Menachem Amir’s report on “Alcohol and For- 
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emotional disorders. The postdivorce clinic therefore per- 
forms a traditional public health function in a population 
that has not been readily accessible to the scrutiny of the 
health sciences. 

Although we have no formal data yet to confirm that 
the courts view us as a valuable resource, their continued 
referral of a significant volume of cases and their willing- 
ness to participate in informal discussions and joint con- 
ferences appear significant. Although we hear from time 
to time of cases in which there has been a termination of 
a repeated pattern of court battles after our intervention, 
we have yet to do statistical analyses to confirm this. 

For mental health professionals, students; attorneys, 
and judges, the postdivorce clinic offers a multitude of 
learning experiences in adult, child, and community psy- 
chiatry, family dynamics, and the legal and psychological 
difficulties of families in the postdivorce period. Also, it is 
a (perhaps unique) prototypical example of the appropri- 
ate interaction of law and psychiatry and provides an op- 
portunity for appreciation and examination of the pitfalls 
and possibilities of working at the juncture of two com- 
plementary human disciplines. 


cible Rape" (2), only 2 of 28 bibliographic references 
are more recent than 1960. 

A California report indicated that there was a five-year 
cumulative recidivism rate of 26.6 percent for all sex of- 
fenders and 35.6 percent for aggressive sex offenders (3). 
This recidivism rate, coupled with increased concern over 
the nation's alcoholism rate, emphasizes the importance 
of research into the possible relationship between alco- 
holism and rape. The purpose of this paper is to report on 
the alcoholism rate among 77 rapists committed to 
Atascadero State Hospital in California because of sex 
offenses. 
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PATIENT POPULATION AND DATA COLLECTION 


In 1954 the California state program for the treatment 
of mentally disordered sex offenders was initiated with 
the opening of Atascadero State Hospital. Because fol- 
low-up studies indicated a serious lack of successful treat- 
ment of the rapist, a separate program employing a 25- 
bed unit and a selected staff was established in 1968. 
Patient selection was based on the following two criteria: 
commission of forcible rape and little or no response to 
usual hospital treatment. 

Each group of 25 patients was maintained on the ward 
for a six-month period, and a total of 100 patients were 
processed through the program over a period of approxi- 
mately two years. The hospital used a multifaceted treat- 
ment approach; in addition, each patient was requested to 
complete a detailed written autobiography. Patients were 
given a five-page guide to follow in writing their autobi- 
ographies. In addition to discussing a variety of impor- 
tant personal topics, subjects gave a complete account of 
the commission of the offense, sexual history, all previous 
arrests and offenses, and past illnesses and medical his- 
tory, including a discussion of use of drugs or alcohol or 
both. 

Data on 77 of the 100 subjects were collected from a 
review of patients’ autobiographies. (Seventeen subjects 
did not complete their autobiographies, and 6 provided 
insufficient data.) The data included age, marital status, 
religious preference, race, education, socioeconomic 
status (based on the Hollingshead and Redlich classifica- 
tion [4]), and history of their use of alcohol and drugs 
other than alcohol. Data on the use of alcohol included 
whether the subject was drinking at the time of the of- 
fense, and if so, an estimate of the degree of drinking, 
ranging from heavy to moderate to light. Heavy drinking 
was Classified as 10 or more beers or the equivalent, mod- 
erate drinking, 5 to 9 beers or the equivalent; and light 
drinking, less than 5 beers or the equivalent. 

A diagnosis of alcoholism was made on the basis of the 
patient’s direct admission of alcoholism or any three of 
the following items: 1) previous arrests resulting from 
drinking and/or intoxication, 2) a history of arrests for 
driving while intoxicated, 3) admission of a history of 
heavy drinking with concomitant interpersonal and social 
maladjustment, 4) a history of delirium tremens or black- 
outs, 5) heavy drinking at the time of the commission of 
the offense, and 6) a history of seeking help or hospital- 
ization for drinking problems. These criteria were consid- 
ered stringent and are in keeping with those established 
by Selzer (5) and by the Criteria Committee of the Na- 
tional Council on Alcoholism (6). 


RESULTS 


Thirty-five percent (N 227) of the subjects were classi- 
fied as alcoholic. Fourteen percent (N=11) of the 77 ad- 
mitted that they were alcoholics. Fifty percent (N — 38) of 
the sample were drinking at the time of commission of 
the offense: 43 percent were drinking heavily, 3 percent 
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moderately, and 4 percent lightly. All of the alcoholic 
rapists were drinking heavily at the time of the offense. 
Only 22 percent of the nonalcoholic rapists were drinking 
at that time: 12 percent were drinking heavily, 4 percent 
moderately, and 6 percent lightly. 

The demographic data revealed that in general, the al- 
coholic rapist was more likely to be married, Catholic, 
Mexican-American, and from socioeconomic group IV. 
In addition, he tended to be slightly older than the non- 
alcoholic rapist (mean ages=26.7 and 24 years, respec- 
tively) and had had slightly less education (mean grade 
levels= 10.6 and 11.1 years, respectively). 

Twenty-six percent of all subjects cited a history of 
prior use of drugs. The alcoholic rapists had a much 
higher rate than the nonalcoholic rapists (37 percent ver- 
sus 20 percent). Only 12 percent of the total group were 
using drugs at the time of the offense. Again, the alco- 
holic rapists, in addition to their use of alcohol, were 
slightly more likely than the nonalcoholic rapists to be 
using other drugs (15 percent versus 10 percent). 

Finally, only 3 of the 77 were using only drugs other 
than alcohol at the time of the offense; 2 of these were us- 
ing only marijuana. In both groups, the use of harder 
drugs at the time of the offense was associated with the 
concomitant use of alcohol. 


DISCUSSION 


The Literature 


Two basic theories have been suggested to explain the 
relationship between alcohol and the commission of sex- 
ual and/or violent crimes. The disinhibition theory, 
which has been advocated by several psychiatrists (7, 8), 
states that alcohol decreases ego control, numbs judg- 
ment, and releases normally present moral inhibitions. 
The other theory postulates that alcohol has a direct ef- 
fect on brain centers responsible for sexual and/or ag- 
gressive behavior. This theory is supported by evidence 
that alcohol enhances the general level of activity (9), and 
it is therefore speculated that alcohol could energize ag- 
gressive behavior. There 1s, however, no satisfactory evi- 
dence to support either theory. 

Research in the field of psychoendocrinology has 
opened new areas for investigation. Several investiga- 
tors (10, 11) have studied androgens and aggression in 
human subjects and have suggested that there is a rela- 
tionship between higher plasma testosterone levels and 
aggression and hostility. Mello and Mendelson (12) ex- 
plored the general effects of chronic alcoholism and the 
direct effects of experimentally induced intoxication on 
serum testosterone levels. They found, however, that 
chronic ethanol ingestion was consistently associated 
with decreased serum testosterone levels, and they con- 
cluded that it is not possible to establish a simple rela- 
tionship between the level of serum testosterone and ag- 
gressive behavior. 

Reports in the literature on drinking, alcoholism, and 


Am J Psychiatry 132:4, April 1975 445 


BRIEF COMMUNICATIONS 


forcible rape are rare, and the findings are inconsistent. 
This is due in part to different methods of data collection 
and different criteria for the diagnosis of alcoholism. For 
example, reports on the incidence of drinking at the time 
of the rape vary from zero (13) to over 50 percent (14). 
The finding in this study that 50 percent of the rapists 
were drinking at the time of the offense certainly suggests 
an important but not necessarily direct or causal relation- 
ship between alcohol and rape. 


This Study 


Two factors in this study may have contributed to the 
finding that a high percentage of both groups were drink- 
ing at the time of the rape. First, the subjects were chosen 
for inclusion in the special treatment unit partly because 
they had not responded to the usual hospital regimes, and 
they therefore may have been a “sicker” than average 
group. Second, the rapist may cite the use of alcohol as 
an excuse for his offense, a fact that in itself suggests 
there is a common social and possibly legal acceptance of 
the disinhibition theory. Furthermore, even though 50 
percent of the rapists were drinking at the time of their 
offense, this does not point to a direct or causal relation- 
ship between the two. This finding does not take into con- 
sideration many other factors, including the presence or 
absence of alcohol in the victim, the social context just 
preceding and at the time of the rape, and the possibility 
that a higher percentage of drinking offenders than non- 
drinking offenders are caught and brought to trial. Nev- 
ertheless, the high association between the two warrants 
more attention and investigation. 

If the relationship between drinking and the commis- 
sion of sexual crimes has received little study, the rela- 
tionship between alcoholism and rape has received even 
less attention. The finding in this study of an alcoholism 
rate of 35 percent has important therapeutic implica- 
tions. Regardless of one's theoretical position, every cli- 
nician is aware of the many legal problems frequently en- 
countered by the alcoholic who has "fallen off the 
wagon." A follow-up program of treatment for the recov- 
ered alcoholic sex offender that focuses on his sexual ad- 
justment without attending to his addiction-proneness is 
inadequate. It 1s, in fact, highly probable that in a high 
percentage of the cases, control of the alcoholic sex of- 
fender's drinking behavior would in itself result in a ces- 
sation of his sex offenses. 

The relatively low mean age of the alcoholic rapist 
(26.7 years) again emphasizes that alcoholism is not sim- 
ply a problem of the chronic, old skid-row alcoholic, and 
it stresses the importance of early recognition and pre- 
vention. Some of the subjects had a history of a steady 
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progression of social maladjustment secondary to alco- 
holism, as well as a progression from lesser sex offenses 
(peeping tomism, exhibitionism) to the rape for which 
they were committed. This finding differs from those of 
other investigators who have concluded that the sex of- 
fender does not progress from less serious to more seri- 
ous offenses (15). 

Finally, the finding of greater drug use by the alcoholic 
rapist points to the multi-addiction-proneness of the alco- 
holic. The finding that only 3 subjects were using only 
drugs other than alcohol at the time of the rape supports 
previous evidence that use of hard drugs does not pre- 
dispose to the commission of sexual crimes (16) but may, 
in fact, diminish sexual behavior and experience (17). 
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Depression and Anxiety in Heroin Addicts: A Placebo-Controlled Study 
of Doxepin in Combination with Methadone 


BY GEORGE E. WOODY, M.D., CHARLES P. O'BRIEN, M.D., PH.D., AND KARL RICKELS, M.D. 


Narcotic addicts may manifest symptoms of depression 
that aggravate their addiction. In this double-blind study 
of 35 mildly depressed patients in a methadone 
maintenance program, subjects who received doxepin 
improved significantly more than control subjects. Even 
in this short-term study, the reduction in depression was 
associated with a trend toward better performance in 
other areas of rehabilitation. 


CLINICAL CONTACT WITH heroin addicts gives one the im- 
pression that many use narcotics for relief of anxiety 
and/or depression (1). At times these symptoms are 
manifest; at other times they are present but masked. 
Patients who are receiving methadone treatment and who 
are feeling this way will often ask for a higher dose of 
methadone. This situation creates a management prob- 
lem for the physician. Raising the dose of methadone will 
usually give relief, but this treatment is effective only un- 
til tolerance for the higher dose develops. When symp- 
toms reoccur the cycle can repeat itself, with the dose go- 
ing up and no long-term relief provided. Declining to 
raise the dose or trying to treat the patient with psycho- 
therapy often results in the patient's making a "street 
buy" for self-medication. 

The role of catecholamines in this cycle is not clear. 
The catecholamine hypothesis (2) associates decreased 
available catecholamines with depression. There is evi- 
dence (3) that catecholamine synthesis is increased as an 
acute effect of narcotics and that it is decreased during 
withdrawal. Addicts typically are going in and out of 
withdrawal; thus an overall decrease in catecholamine 
synthesis may be present and may contribute to the clini- 
cally evident depression. 
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In such cases it seems reasonable to use an antianxiety 
or antidepressant drug. This treatment might alleviate 
the patient's symptoms, thereby avoiding an increase in 
methadone dosage or the use of illegal drugs. 

Doxepin, a tricyclic antidepressant that has also been 
reported to possess at least some antianxiety effects (4— 
6), was chosen as the treatment agent. Open trials in our 
clinic suggested that the compound had some usefulness 
in certain methadone-treated patients, especially those 
with sleep disturbances. A placebo-controlled study was 
therefore designed to test the following hypothesis: 
Patients in a methadone treatment program with ratable 
depressive symptomatology should show more improve- 
ment when treated with doxepin than with placebo. Im- 
provement may be manifested in one or more of the fol- 
lowing ways: 1) reduction in need for methadone, 2) 
reduction in the use of illegal drugs, as measured by urine 
tests, 3) improvement in scores on depression rating 
scales (physician and patient ratings), 4) reduction in du- 
ration of need for methadone maintenance, 5) reduction 
in illegal activity (fewer arrests), and 6) improvement in 
social adjustment (in family and occupation). 


METHOD 


Male addicts between the ages of 20 and 50 who ap- 
plied for methadone treatment at the Drug Treatment 
Center of the Philadelphia Veterans Administration Hos- 
pital were selected for the study. All subjects had to meet 
the following criteria for inclusion in the study: 1) fulfill 
Food and Drug Administration requirements for meth- 
adone treatment, 2) be medically healthy, 3) be free of 
addiction to drugs other than narcotics, and 4) be judged 
by a psychiatrist to be significantly troubled by symp- 
toms of depression. Written informed consent was ob- 
tained for methadone treatment, and oral consent was 
obtained for participation in the doxepin study. 

From 88 consecutive patients placed on methadone, 35 
patients were selected and assigned at random to either 
doxepin (N=17) or placebo therapy (N=18), using a 
double-blind technique. The doxepin group had a mean 
age of 28.3 years and the placebo group, 29.1 years. The 
mean level of education for both groups was 11 years, 
and the unemployment rates for both groups at admis- 
sion was about 70 percent. Patients who were just begin- 
ning methadone treatment were selected in order to con- 
trol for length of time on methadone, and thus their 
motivation for continuing treatment was still in question. 
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Identical capsules containing either 25 mg of doxepin 
or placebo were used as the study medication. This medi- 
cation was given in one daily dose together with the 
patient’s daily dose of methadone, under direct observa- 
tion. Doxepin was given in a dosage of 50 mg per day for 
3 days, then increased in 25 mg increments, pending clini- 
cal response and side effects, up to a maximum of 150 mg 
per day. The minimum daily dose was 100 mg per day or 
four placebo capsules. Patients were assigned to a thera- 
pist and treated with counseling, group therapy, and vo- 
cational rehabilitation, as are all patients in the drug 
treatment program. Evaluations were conducted at ad- 
mission and after 1, 2, 4, 8, 12, and 16 weeks of treat- 
ment. 

Rating instruments consisted of the Beck Depression 
Inventory (13-item version) (7), the Zung Self-Rating 
Depression Scale (8, 9), and the Hamilton Depression 
Rating Scale (Early Clinical Drug Evaluation Unit, 
NIMH, version of 21 items) (10). The Beck and Zung 
scales were completed at intake and at each evaluation 
point; the Hamilton scale was completed at intake, 4 
weeks, and at termination. Other intake information in- 
cluded a detailed history of drug use, social history, psy- 
chiatric history, and urine test screening for drugs. In ad- 
dition to the rating instruments, the follow-up 
evaluations consisted of a psychiatric interview 
(monthly), a rating by a counselor (biweekly), urine test- 
ing (at least once a week), and a self-report of patient 
progress (monthly). In this manner we obtained informa- 
tion on drug use, employment, arrests, and family adjust- 
ment. Side effects and methadone dosage were recorded 
at weekly intervals. Rating scales were analyzed by co- 
variance techniques and other data by chi-square analy- 
Sis. 


RESULTS 


Dropout from the study was considerable, and only 
data from patients with at least 4 weeks of study treat- 
ment were used in the statistical analysis. It should be 
noted, however, that when one considers the number of 
patients remaining in the double-blind study for longer 
than 4 weeks (i.e., 8 to 16 weeks), there is a trend (p «.20) 
toward greater retention of doxepin patients (N=10, or 
59 percent) than placebo patients (N «6, or 33 percent). 
The reasons for dropping out were often not drug related, 
e.g., incarceration or hospitalization for a medical prob- 
lem. Patients were considered dropouts when they left 
the double-blind study; they did not necessarily leave the 
methadone program. These high dropout rates are close 
to those seen in low social-class clinic patients (11). 

Despite the fact that doxepin was given in a single daily 
dose, only two patients dropped out because of side ef- 
fects. One said that he felt “‘speeded-up” and the other 
complained of sedation plus a “‘speedy feeling.” One pla- 
cebo-treated patient had to be dropped because he devel- 
oped a dystonic-like reaction. He was continued on meth- 
adone without further side effects. 

Initial psychopathology scores, given in table 1, in- 
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dicate that the mean score of 9.10 for the 13-item Beck 
scale is almost identical to the mean score of 9.37 given 
by Beck and Beck for mildly depressed patients (7). Sim- 
ilarly, the initial mean index score of 58 on the Zung scale 
is close to Zung’s mean index score of 60 for neurotic de- 
pressed patients (8). Thus our subjects did indeed suffer 
from at least mild symptoms of depression. 

Depressive symptoms decreased significantly more on 
doxepin than on placebo and this difference was consist- 
ent in both patient and clinical measures (table 1). This 
was particularly obvious in the area of anxiety/depres- 
sion, according to both the Hamilton and Zung scales as 
well as the total Beck scale. 

These questionnaire data were supported by the 
patients’ monthly ratings, which showed that the doxepin 
group improved significantly more than the placebo 
group in nervousness (p<.025) and craving for heroin 
(p<.05). 

Since the retardation/apathy factor of the Hamilton 
scale had a relatively low initial score, we compared the 
regression slopes of both groups and found that the slope 
of the doxepin group was significantly shallower than 
that of the placebo group, thus providing a significant 
heterogeneity of regression (F = 14.73, df=1,18, p<.005). 
In other words, those patients who had measurable symp- 
toms of retardation and apathy improved significantly 
more on doxepin than on placebo, while there was no dif- 
ference between treatment modalities in patients with 
only slight symptoms. 

We attempted to compare the performance of patients 
in each group in regard to drug-seeking behavior and 
level of methadone dose. Among the doxepin patients, 11 
of 16 had "clean" urines more than 50 percent of the 
time, while only 7 of 16 placebo-treated patients met this 
criterion. (One doxepin and 2 placebo patients are not in- 
cluded here because they were very early dropouts.) In 
addition, 3 doxepin patients had their methadone doses 
reduced during the study, while none of the placebo 
patients did. These differences do not reach conventional 
levels of significance, and they are very difficult to eval- 
uate because of the many uncontrolled variables that in- 
fluence urine test results and methadone dose. 

There was a significant difference between the two 
groups in self-reported use of amphetamines. When 
patient reports at end point were examined, all 13 re- 
maining doxepin patients reported no use of ampheta- 
mines, compared with only 6 of the 11 placebo patients 
(x? =4.96, p «.05). This was not borne out by urine test re- 
sults, but our laboratory was undergoing technical prob- 
lems at this time and we were unable to get accurate urine 
test results for amphetamines. The patient self-reports 
were so strikingly different that we feel this finding 
should be examined more carefully in a larger study. This 
apparent reduction in amphetamine abuse is in keeping 
with the findings on the depression scales. Doxepin- 
treated patients felt less depression and thus felt less 
need for "speed." The reported use of alcohol and barbi- 
turates was also less in the doxepin-treated group, but 
this difference was not significant. 

No adverse interactions were noted between doxepin 


TABLE 1 


Clinical Improvement After 4 or More Weeks of Treatment 


Doxepin Placebo Level of 
Group (N=13) Group(N=1]) F Ratio Significance 
0.49 1.04 2:91 n.s 
0.48 0.70 0.97 n.s. 
0.39 0.89 7.67 .025 
0.38 0.44 0.12 n.s 
0.72 1.09 1.70 n.s 
0.34(7.1) 0.72(15.1) 4.25 .06 
3.64 10.27 14.41 O05 
2.34 2.53 0.47 n.s. 
1.52 2.06 14.84 .005 
1.99(50) 2.32(58) 3.52 10 
0.29 1.30 5.89 .05 
2.32 3.69 6.54 .025 


Adjusted Mean 
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Pretreatment 

Factor Mean (N=35) 
Hamilton Depression Rating Scale (Range: 0-62)* 

Sleep disturbance 1.45 

Somatization 0.95 

Anxiety /depression 1.00 

Retardation /apathy 0.79 

Anxiety cluster 1.48 

Total score {Index} 0.87(18.3) 
Beck Depression Inventory (Range: 0—-39)* 

Total score 9.10 
Zung Depression Scale (Range: 1—4)* 

Retarded depression 2.57 

Anxious depression 2.01 

Total score (Index) 2.28(58) 
Patient's monthly report 

Craving for heroin (N 717) (Range: 1-5)* 2.24 

Nervousness (N —10) (Range: 1-5)* 3.00 


* Higher scores indicate more pathology. 


and methadone. There were also no adverse reactions re- 
ported when patients used illegal drugs while receiving 
doxepin. 


DISCUSSION 


These data, although preliminary, represent one of the 
few double-blind placebo-controlled studies of a tricyclic 
antidepressant in methadone-treated addicts. We en- 
countered several problems in the design of the study and 
believe that some changes should be made in any future 
more definitive study. The present data show a significant 
advantage for methadone maintenance patients who re- 
ceive doxepin over those receiving placebo. This advan- 
tage is statistically significant when measured by both 
patient reports and psychiatric ratings. Nevertheless, 
these data should still be considered only preliminary be- 
cause of the relatively small number of patients who com- 
pleted the study. The high dropout rate and relatively 
short duration of treatment prevented us from obtaining 
useful data on such outcome measures as contact with 
law enforcement officers, occupational adjustment, fam- 
ily adjustment, and ability to withdraw from methadone. 
Only a long-term study of possibly 5 to 6 months will 
provide answers to these questions. 

The high dropout rate that we encountered was a diffi- 
cult problem. However, even in neurotic nonaddict 
patients of a social class similar to that of our patients, 
high dropout rates have been observed, particularly early 
in treatment (11). Our study involved patients who were 
just beginning methadone treatment, and thus a high 
dropout rate is not surprising. Even though most of the 
patients appeared genuinely depressed, some were not 


really motivated for treatment, and they may have en- 
rolled in the program merely to obtain favorable consid- 
eration in the legal system. 

A subsequent more definitive study should involve a 
larger number of patients over a longer treatment period. 
A significant dropout rate would still be expected if newly 
admitted patients were used as the study population. A 
large initial sample, however, would permit a determina- 
tion of the effects of a tricyclic antidepressant in possibly 
reducing the high initial dropout rate. This possibility is 
suggested by our findings because of the trend toward a 
lower dropout rate for the doxepin patients. The longer 
time period and larger sample would also be more likely 
to produce meaningful data on measures of employment, 
illegal activity, family adjustment, and ability to with- 
draw from methadone. A technical improvement would 
be the use of liquid doxepin (or another tricyclic antide- 


pressant) rather than the capsule form. 
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A Comparison of Traditional and Symptom-Checklist- Based Histories 


BY CARLOS E. CLIMENT, M.D., ROBERT PLUTCHIK, PH.D., HAROLD ESTRADA, M.D., 


LUIS F. GAVIRIA, M.D., AND WILFREDO ARÉVALO, M.D. 


The authors compared the results of independent 
evaluations of 96 patients, each of whom was given a 
traditional psychiatric interview, resulting in a narrative 
report, and a structured interview based on a self-report 
questionnaire, resulting in a standardized report. 
Although the latter method produced a higher frequency 
of report of all symptoms, the overall accuracy of 
diagnoses was similar for the two methods. The authors 
enumerate the potential benefits of the use of 
standardized histories. 


THE PAST DECADE has seen a rapid increase in the use of 
standard recording instruments in psychiatry and of asso- 
ciated computer technology (1, 2). This change reflects 
the fact that there are large numbers of patients but com- 
paratively few trained psychiatrists in the mental health 
delivery system. Because the time available to psychia- 
trists for patient contact is relatively limited, it must be 
used as effectively as possible. There would be consid- 
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erable advantage if some of the time the physician spends 
obtaining a traditional psychiatric history and writing a 
narrative report could be used for therapeutic or other 
types of activities. 

The present study was designed to compare the kind of 
information obtained in a traditional psychiatric history 
interview with that obtained through the use of a stan- 
dardized questionnaire. 

In 1970, Meikle and Gerritse (3) reported a study that 
had a similar aim. They found that the reported fre- 
quency of psychiatric problems obtained through a 
standardized questionnaire was greater than that ob- 
tained through narrative records. However, their com- 
parisons were made on two different groups of patients, 
which confounded differences due to measuring instru- 
ments with those due to individual differences in patients. 
In our study, we used one large group of patients who 
were evaluated independently by two different methods. 
In addition, the relative accuracy of diagnoses and treat- 
ment plans resulting from narrative and questionnaire 
methods was determined by a panel of experts. 


METHOD 


The study was carried out in the San Isidro Psychiatric 
Hospital in Cali, Colombia, a university center affiliated 
with the Department of Psychiatry, Universidad del 
Valle. This hospital serves a population of about three 
million people. Treatment is carried out by trained medi- 
cal interns who systematically rotate through the hospital 
and who are under the supervision of the staff of the De- 
partment of Psychiatry. In addition, first- and second- 
year psychiatric residents provide limited services. 

These interns were given extensive training in psychiat- 


ric interviewing before they were asked to collect data. It 
has been our experience that the psychiatric histories ob- 
tained by these interns are as complete as those obtained 
by more experienced psychiatric residents. 

The items for the questionnaire were obtained through 
a review of studies in the English language (1, 4, 5) and 
systematic examination of 100 randomly selected psychi- 
atric histories. The questionnaire went through several 
stages of development and benefited from a number of 
meetings with the staff of the hospital at all levels and 
from interviews with patients and relatives.’ 

The study population consisted of 96 consecutive new 
patients who came to the hospital during a period of one 
month. Each patient was evaluated independently by two 
different groups of physicians in the emergency room of 
the hospital. Because of practical limitations related to 
the period of time of rotation through the hospital, the 
number of evaluators for each method was different. 

A group of six interns used the traditional narrative 
method to report data gathered during the traditional 
psychiatric interview. The average time to complete the 
interview and write the narrative report was about an 
hour and a half. A second group, consisting of one intern 
and one second-year resident, used the questionnaire 
method. None of the evaluators using either method 
knew what the goals of the study were. Members of the 
questionnaire-method group were instructed to carry out 
an interview and psychiatric evaluation in the traditional 
fashion and to report their findings through the use of the 
standardized questionnaire. 

The order of events was as follows: the patient arrived 
at the hospital and was seen by the physician in the tradi- 
tional interview, and an evaluation, a diagnosis, and a 
treatment plan were formulated. At this point, the patient 
was given a questionnaire that contained a series of ques- 
tions about his psychiatric problems, to be answered sim- 
ply yes or no. A clerk, using a separate questionnaire, ob- 
tained demographic data on each patient. Once these 
questionnaires had been completed, the patient was inter- 
viewed briefly by a second physician who, after reading 
the patient’s answers and demographic background, 
completed his own questionnaire regarding the mental 
status of the patient, including his diagnoses and recom- 
mendations. The physician took about 15 minutes to 
complete the interview and the standardized question- 
naire. 

The narrative reports on the 96 patients were system- 
atically reviewed by a research assistant who was un- 
aware of the purpose of the study. Using the information 
found in the narratives, he completed the same question- 
naires that were originally filled out by the second physi- 
cian as fully as possible. 

For a random subsample of the records, one of us 
(C. E.C.) independently transcribed the narrative data to 
the questionnaire and found almost 100 percent agree- 
ment, indicating that the method of transcription was 
highly reliable. 


'Copies of the questionnaire may be obtained from Dr. Climent. 
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TABLE ! 
Percentage of Patients Showing Psychiatric Symptoms: Narrative 
History Versus Standardized Questionnaire 


Narrative 
Symptom Report Questionnaire 
Patient self-report 
Insomnia 35.0 54.1 
Homicidal acts 41.6 54.1 
Weight loss 1.0 51.0 
Depression 35.4 51.0 
Anxiety 16.6 49.9 
Suicidal thoughts 15.6 45.8 
Anorexia 19.8 42.0 
Delusions of persecution 12.5 36.4 
Homicidal thoughts 12.5 27.0 
Suicidal acts 12.5 26.0 
Hysteria 0.0 22.9 
Convulsion 7.3 22.9 
Communication with God 3.1 21.8 
Marijuana use 4.3 14.6 
Delusions of grandeur 2:4 |^ 12.5 
Weekly alcoholism 1.0 8.3 
Obsessive behavior 2.1 8.3 
Use of drugs 24 5.2 
Daily alcoholism 1.0 4.2 
Frequently drunk 1.0 2.1 
Psychiatrist’s evaluation 
Concentration problems 1.0 55.1 
Confusion 23.9 54.1 
Ideas of reference 3.1 53.0 
Inappropriate affect 35.4 51.0 
Hypochondriasis 6.2 47.8 
Inappropriate behavior 23.9 46.8 
Hostile behavior 13.9 45.8 
Hallucinations 19.7 37.4 
Delusions of control 3.1 36.4 
Euphoria 12.9 32.2 
Psychomotor retardation 8.3 30.2 
Incoherence 13.9 30.0 
Sexual problems 9.4 29.1 
Inappropriate dressing 3.] 9.4 
RESULTS 


Table | shows the symptoms reported on the basis of 
the narrative report in comparison with those reported 
via the questionnaire. All of the 36 symptoms or prob- 
lems listed in the questionnaire—obtained either from 
the patient directly or through the doctor— were reported 
more frequently through the use of the questionnaire 
than the narrative report. This discrepancy was most 
marked for such symptoms as concentration problems, 
hypochondriasis, and anxiety. Suicidal thoughts were re- 
ported three times more often by the questionnaire 
method than by the narrative. 

There were 52 total agreements, 19 total dis- 
agreements, and 23 partial agreements of diagnoses on 
the two types of histories. (Not all cases had a diagnosis 
and treatment recommendation.) Diagnoses were consid- 
ered to be in partial agreement when, for example, the 
specific type of diagnostic subcategory was different but 
the general group was the same, e.g., catatonic schizo- 
phrenia versus paranoid schizophrenia. Total dis- 
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agreements were judged when the major DSM-II (6) 
classifications were different. 

The 19 disagreements raised the question of which of 
the two methods, narrative or questionnaire, was more 
correct. This could. be determined only by reference to the 
judgments of experts, 1.e., experienced psychiatrists. The 
19 cases of disagreement were therefore reviewed by two 
experienced psychiatrists who did not know the purpose 
of this study and who reviewed the records and question- 
naires without seeing the written diagnosis or treatment 
plan. They were asked whenever possible to make one fi- 
nal diagnosis and to formulate a treatment plan. 

In addition to information regarding diagnosis and 
treatment, the name of each patient was carefully con- 
cealed for the purpose of this review. In cases where the 
two experts disagreed with one another, they were 
brought together for discussion until a final decision was 
reached. The results of these 19 evaluations were as fol- 
lows: in 2 cases it was impossible to arrive at a diagnosis 
after reviewing the information, in 8 cases the diagnosis 
was identical to that obtained using the traditional 
method, and in 9 cases the final decision agreed with the 
questionnaire method. 

To summarize, in the cases in which there was dis- 
agreement between the two methods (approximately 20 
percent), the experts agreed with half of the diagnoses 
made by the narrative method and half made by the ques- 
tionnaire method. Thus, the two methods were similar in 
the overall accuracy of diagnosis, and there is therefore 
no advantage in using one or the other method if the de- 
sired end result is simply a psychiatric diagnosis. 

A similar analysis was performed in regard to treat- 
ment plans. Here again, there was no difference between 
the narrative and questionnaire methods in producing 
treatment plans that were consistent with the judgment of 
experts. 


DISCUSSION 


The results we have reported clearly indicate that the 
use of a structured questionnaire produces more specific 
information about each patient than does the more tradi- 
tional narrative. The use of the questionnaire more fre- 
quently identified each of the 36 items descriptive of psy- 
chopathology as characteristic of the 96 patients than did 
the narrative. For some items (e.g., concentration prob- 
lems, ideas of reference, and weight loss), there was a dis- 
crepancy of more than 50 percent between the two meth- 
ods. For low-frequency items (e.g, use of drugs, 
frequently drunk, and daily use of alcohol), the. dis- 
crepancies between the two methods were slight. 

The cause of such discrepancies is not evident from our 
data. It is not known whether the psychiatrist using the 
narrative method did not inquire about a particular 
symptom, did not notice it, or did not write it in his nar- 
rative report even if he did notice it. The psychiatrists us- 
ing the narrative method might have felt that it was a 
waste of their time to note every symptom when the pur- 
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pose of the interview was to formulate a diagnosis, not a 
catalogue of symptoms. 

The two methods were in complete agreement on 54 
percent and in partial agreement on 23 percent of the 
diagnoses. This suggests that agreement on diagnosis can 
be reasonably high even when agreement on specific 
symptoms is low. 

A similar conclusion follows from the data on treat- 
ment plans. There was complete agreement 49 percent of 
the time and partial agreement 21 percent of the time, 
suggesting that agreement on treatment plans can be 
moderately high even when agreement on specific symp- 
toms is low. 

One issue that might be raised is whether the interns 
and residents who carried out the study were sufficiently 
skilled in psychiatric evaluation to provide reasonably 
complete reports. Although we cannot give a definitive 
answer to this question, we would note the following 
facts: 

1. All medical students at the university have at least 
one course in psychology or psychiatry each year of their 
medical school training. 

2. Each intern spent one full month in the psychiatric 
hospital and then had a six-week period in the psychiatric 
hospital before participating in the study. 

3. Each case was supervised by a senior staff member. 

4. All staff members had completed adequate training 
programs at well-recognized teaching centers and had 
sufficient clinical and academic experience. 

It therefore seems likely that the interns and residents 
involved in the study were reasonably well trained and 
that any other group of interns and residents would have 
obtained comparable results. 

Another issue that might be raised is whether or not 
the narrative history covers items of information not cov- 
ered by the questionnaire. This, however, is unlikely be- 
cause the questionnaire items were selected by a group of 
experienced psychiatrists and were designed to cover all 
areas usually considered to be important in a psychiatric 
interview. In other words, the items of the questionnaire 
were considered by competent psychiatrists to be an ap- 
propriate sample of the universe of psychiatric items and 
therefore had content validity. 

An additional issue concerns the usefulness of the 
questionnaire. It has been demonstrated that there is no 
advantage in the use of either method in producing a 
diagnosis or a treatment plan that is consistent with the 
judgment of experts. However, there is a great difference 
in the time factor: while the narrative interview and eval- 
uation takes more than an hour of the psychiatrist's time, 
the evaluation through the use of a patient self-report 
plus a questionnaire requires only 15 minutes. 

In the light of the results we obtained in this study, we 
feel that there are several reasons why a structured ques- 
tionnaire like the one used in this study is preferable to 
the traditional narrative report. 

1. It provides the physician with a rich group of psy- 
chiatric symptoms, otherwise ignored in the traditional 
psychiatric histories. 

2. The questionnaire is an objective, standard, and 


replicable method that can be easily used to summarize 
information on groups of patients through the use of 
computers. 

3. The questionnaire takes less time to complete but 


provides more detailed information than the narrative . 


history. 

4. The questionnaire is a useful training device for stu- 
dents or residents in that it directs their attention to im- 
portant areas that need to be evaluated. 

5. Use of the standard form assists the supervisory 
psychiatrist by bringing to his attention “blind spots" in 
a student’s approach to patients or to weaknesses in the 
student’s evaluation skills. 

6. A portion of this particular questionnaire actively 
involved the patient in the data-gathering process. This 
active participation was positively received by patients 
and relatives who interpreted it as indicating that the hos- 
pital staff had a special interest in them. 

Two suggestions were made by the interns, residents, 
and experts about the questionnaires. One was that the 
self-descriptions of patients should be rated on a graded 
scale rather than by a yes/no category. This would help 
distinguish important problem areas from unimportant 
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ones. Also, the physicians all felt that some brief descrip- 
tive written comment was necessary to provide future 
readers of those questionnaires with a more complete pic- 
ture of the patient and his circumstances. This could be 
much briefer than the traditional narrative but should not 
be entirely eliminated. 
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Similarities Between Parents and Offspring on a Personality Inventory 


BY ROBERT E. PECK, M.D., AND JOHN E. EVERSON 


The authors administered a personality inventory that 
has been used as a psychiatric screening test to 28 
children and their natural parents. By intercorrelations 
between the tests of parents and offspring they attempted 
to find out whether the offspring resembled the parent of 
same sex, the parent of the opposite sex, or a composite 
of both parents. They found that the offspring resembled 
their peer group more often than either parent ora 
composite of both parents. 


FOR THE PAST SEVERAL YEARS we have been interested in 
exploring various uses of a psychiatric screening test 
known as the Adjective Inventory Diagnostic (AID) (1). 
We have found it to be useful in pinpointing psycho- 
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pathology in a patient's family. Inasmuch as the test con- 
sists of self-descriptive adjectives that are rated as to de- 
gree present, it seemed reasonable that intercorrelations 
might indicate important similarities between parents 
and their offspring. This assumption is eminently reason- 
able because the correlation coefficient is one of the few 
multifactorial measurements capable of indicating sim- 
ilarities and the best for giving an overall profile of a per- 
son (2). 


METHOD 


We administered the AID to two natural parents and 
one or more children in 28 families. We then chose one 
child and both parents for the experiment. We tried to se- 
lect an approximately equal number of nonpatient (N= 
17) as well as patient (N 211) offspring. In some of the 
families a parent was the patient. There were more male 
offspring (N 217) than female (N « 11). Ages for the male 
offspring ranged from 11 to 42 with a median of 21; for 
the females the range was 15 to 23 and the median 18. 
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The AID of each offspring was correlated with that of 
the mother and father separately and then with a com- 
posite of both parents’ tests formed by adding the matrix 
of each and dividing by two. As a control, a number of 
other matrices were created, and each child’s AID was 
correlated with each of these. The other matrices were, 
respectively, all female offspring combined, all male off- 
spring combined, all mothers combined, and all fathers 
combined. 

The results of the experiment can be summarized! as 
follows: the frequency of highest resemblance of daughter 
to peer group was 6; of son to peer group, 16; of daughter 
to mother, 4; of daughter to father, 1; of daughter to both 
parents, 6; of son to father, 5; of son to mother, 4; and of 
son to both parents, 8. 

The statistical technique basic to this study is called the 
Q technique, introduced by Stephenson (3) in 1935. In the 
early 1950s it was used fairly extensively in various psy- 
chiatric and psychological studies but gradually fell into 
desuetude, probably because of the mathematical effort 
involved in working out the correlation coefficients. How- 
ever, the general availability of computers makes the Q 
technique an attractive way of developing information. In 


'A table giving specific information on each of the subjects is available 
from the authors on request. 


a number of studies we have found it to be consistently 
worthwhile as a form of automated psychiatric diagnosis. 
We believe it to have many other still unexploited uses 
for the psychiatrist. 


CONCLUSIONS 


The high correlations of these offspring with their 
peers came as something of a surprise, but this finding is 
understandable on second thought. Certainly it seems to 
document objectively the popular notion of a generation 
gap. As far as the relation of offspring to parents is con- 
cerned, the offspring most often resembled a combina- 
tion of both parents, then the parent of the same sex, and 
least often the parent of the opposite sex. Males re- 
sembled their mothers more than females resembled 
their fathers. Our results thus seem to confirm common- 
sense expectations. 
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Indian Children and Tribal Group Homes: New Interpretations of the 


Whipper Man 


BY JAMES H. SHORE, M.D., AND WILLIAM M. NICHOLLS, M.S.W. 


The authors describe a community-based children's 
home and child welfare program among a tribe of 
Plateau Indians. The program has been effective because 
it is compatible with this Indian culture, which accepts 
extended family and community responsibility for child 
care. The authors feel that the program demonstrates 
principles of primary prevention in community mental 
health. 


ÁN OLD CUSTOM among the Plateau Indians of the Paci- 
fic Northwest exemplified community responsibility for 
child care. The tradition concerned an individual called 
the Whipper Man, who was outside the immediate fam- 
ily. The Whipper Man was highly respected by the elders 
and the young. He was chosen by tribal leaders and rela- 
tives on the basis of development of character beyond 


454 Am J Psychiatry 132:4, April 1975 


reproach. The Whipper Man functioned in the role of dis- 


ciplinarian. He punished youngsters if they were dis- 


respectful to elders. This discipline was administered in a 
very positive sense and was understood by young and old. 
The whip he used hung over the door or on the wall of 
each home and was an omnipresent symbol reminding 
children that the Whip Man might be coming. 

In July 1973 an Indian interpreter was asked to explain 
the development of the tribal child care program to a 
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general council meeting of a Plateau tribe from central 
Oregon. The interpreter explained that the new child care 
program was like going back to the old way, when there 
was a Whipper Man not connected with the immediate 
family who came and disciplined the children. The child 
care center was seen as taking up the Whipper Man’s role 
in the village as a nonfamily participant in child-rearing 
practices who was sanctioned by the community. The 
general council, which is basically an open community 
meeting, voted overwhelmingly to approve the budget 
request for the child care program. 

The new mental health program, developed within and 
supported by the Indian community, was seen as being 
compatible with ancient Indian tradition. It became part 
of a culture in which the responsibilities of the extended 
family and of the community were as important for 
child rearing as the immediate responsibilities of the 
nuclear family. 


FOSTER PLACEMENT OF INDIAN CHILDREN 


In a report of the Association on American Indian Af- 
fairs, Byler (1) commented extensively on the legal proc- 
ess that permits the placement of children declared ne- 
glected, delinquent, or abused in foster families or 
institutions. His main point was that this process causes 
the destruction of Indian families. He stated, 


A survey of states with large Indian populations ... in- 
dicates that 25-35% of all Indian children are removed from 
their families and placed in foster homes, adoptive homes, or 
institutions—and over recent years the problem has been get- 
ting worse .... Recognizing that in some instances it is nec- 
essary to remove children from their homes, [tribal leaders] 
argue that there are Indian families within the community 
that could provide excellent care. (1, pp. 1, 2) 


In several Pacific Northwest Indian communities, 15 
to 25 percent of the population under 18 years of age are 
not living with their natural parents. Many of these chil- 
dren are placed in a non-Indian foster home off the reser- 
vation. 


A TRIBAL YOUTH HOME 


After two years of extensive planning, the Plateau tribe 
from central Oregon opened a children's group home. 
This service had been developed under the supervision of 
the tribal council with mental health consultation from 
the Indian Health Service and support from other 
agencies. A child neglect committee of community par- 
ticipants had been functioning for several years with offi- 
cial tribal council endorsement and had established a pre- 
cedent for community initiative in making decisions for 
the placement of Indian children. 

At the time the group home opened, there were 219 In- 
dian children under the age of 18 who were not living with 
their natural parents. These children were part of the to- 
tal population of children: under 18 years of age of ap- 
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proximately 800. The children in placement represented 
28 percent of the total youth population. Of this number, 
74 (34 percent) were in foster care with the state chil- 


. dren's service agency, 47 (21 percent) were in boarding 


schools, and the remainder were in other off-reservation 
placements or tribal foster homes. Local homes were not 
licensed as foster homes and therefore received few if any 
services. Children were removed from their family homes 
because of complaints of neglect or abandonment. In 
1971 and 1972 the numbers of Indian children placed un- 
der foster care were 40 and 30, respectively. 

The tribal child care services were developed to include 
intensive outreach family counseling in addition to the 
group home for Indian children. The group home was de- 
signed to provide short-term sheltered care, long-term 
placement, counseling, and minor medical treatment for 
Indian children ranging from | to 18 years old. Staff for 
the group home and the outreach family counseling pro- 
gram were 90 percent Indian. In the first 12 months of 
operation, 246 Indian children from 135 families were 
placed in the facility. This represented 20 percent of all 
reservation families. The children ranged in age from 2 
weeks to 19 years. Problems related to excessive drinking 
by the parents accounted for greater than 90 percent of 
the placements. However, child abuse and the battered 
child syndrome were virtually unknown. Child behavior 
difficulties, such as juvenile delinquency and runaway re- 
actions, as well as significant medical problems accounted 
for the remainder of the placements. 

In the five years before the establishment of the tribal 
group home, a large number of Indian children under the 
age of 18 had been detained in the tribal jail for acts of 
delinquency. These children numbered 77 in 1967, 98 in 
1968, 121 in 1969, 118 in 1970, and 120 in 1971. In one 
case the length of detention was 32 days. At least 25 per- 
cent of juvenile arrests were for a drinking violation. For 
many others, delinquent behavior was associated with the 
drinking problem of one or both parents. Although refer- 
rals to jail have continued since the opening of the tribal 
child care center, the average length of stay has been re- 
duced to 1 day. Many children are referred immediately 
from the jail to the center; others bypass the jail entirely. 

In our clinical experience on this and other Indian res- 
ervations, we have encountered a sense of hopelessness 
and despair in working with Indian parents about the 
problems of alcohol misuse and child neglect. Once 
placement of the children has been initiated, Indian par- 
ents often withdraw, become depressed, and begin or re- 
sume intensive drinking. This process is interpreted by 
the non-Indian outsider as further lack of concern for the 
children and as additional evidence of instability. 

The development of a community resource where chil- 
dren can be adequately cared for in close proximity to 
their parents is an essential step in developing a program 
for better child care. This must be combined with an out- 
reach program using Indian counselors to keep parents 
involved. The decision to place Indian children is made in 
our program by the Indian community. Due process is 
upheld through the tribal courts. If placement is neces- 
sary, the impact is minimized by a clearly stated policy of 
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returning children to their own families within a short pe- 
riod of time. Although some children may need off-reser- 
vation placement in individualized treatment plans, the 
initial success of the program is highlighted by a dra- 
matic reduction of off-reservation referrals. Since the 
opening of the children’s group home in January 1973, 
only one Indian child has been placed off the reservation 
in a non-[ndian foster home. More Indian families have 
received outreach services before placement was in- 
dicated than were served before the home was estab- 
lished. Many families now receive services long before is- 
sues of custody or placement become important. Most 
children referred to the group home have been returned 
to their parents, who are receiving outpatient follow-up 
services. Some children have been placed in reservation- 
sponsored foster homes on the reservation. 


DISCUSSION 


We are beginning to see the development of child care 
programs under tribal sponsorship in other regions of the 
country. Plans for such programs are currently being 
made by the Wisseton-Wahpeton Sioux Tribe, the Rose- 
bud Sioux Tribe, and the Oglala Sioux Tribe of South 
Dakota and by three affiliated tribes of the Fort Belnap 
Reservation in North Dakota (1). These tribes are devel- 
oping comprehensive child welfare programs and tribal 
ordinances that will increase community control over the 
placement of Indian children. State agencies are also 
being asked to adapt state licensing standards to meet the 
, expressed needs of Indian communities so that more 
American Indians can qualify as foster parents. 

since referral to an [Indian boarding school is another 
method of responding to the pressure of Indian youth in 
crisis, it is not surprising that adjustment to boarding 
school is significantly affected by alcohol abuse. Of the 47 
students referred to boarding school from our Oregon 
tribe in 1972, 28 were enrolled because of a problem with 
excessive drinking in a parent. There were 12 dropouts in 
this group. Seven students dropped out or were dismissed 
because of their own involvement with alcohol at school. 

Swanson and associates (2) described the pattern of al- 
cohol abuse in another tribal population of Indian chil- 
dren. They concluded that peer group pressure and a pa- 
rental history of alcoholism were significant factors 
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among Indian children with severe abuse patterns. Berg- 
man and Goldstein (3) described the development of a 
model dormitory for Navaho boarding school students. 
Their program emphasized an increased staff-student ra- 
tio and development of sensitivity to the interpersonal 
needs of Indian children. Results clearly indicated that in 
such areas as intellectual, emotional, and physical devel- 
opment, the children in the model dormitory were signifi- 
cantly superior to those in the control dormitory. 

Saslow and Harrover (4) discussed identity problems 
of American Indian children and concluded that effective 
educational programs must emphasize the development 
of adequate psychosocial adjustment. They described the 
school dropout phenomenon for Indian youngsters be- 
tween the fourth and seventh grades, when a decline in 
academic achievement sets in. Bryde (5) reported person- 
ality differences between Indian and white students as in- 
dicated by the MMPI among the Oglala Sioux Tribe. He 
stated, 


Notable among the more meaningful variables [among the 
Indian students] were "'feelings of rejection, depression, anx- 
iety, and tendencies to withdrawal, plus social, self, and emo- 
tional alienation.” 


These feelings, which affect school adjustment, will not 
be changed through better education programs unless the 
cycle that disrupts Indian families is broken. Family sta- 
bility is the essential link in constructing a chain of pre- 
ventive adjustments. The children’s group home and the 
family outreach program under tribal sponsorship is one 
approach that begins this process within the cultural val- 
ues and political sanctions of the Indian community. 
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LETTERS TO THE EDITOR 





Confidentiality in the Military 


Sir: As a psychiatrist currently serving in the Navy, I concur 
fully with the observation of Drs. Schuckit and Gunderson in 
“Suicide in the Naval Service" (December 1974 issue) that po- 
tentially suicidal servicemen need to be identified more often. 
The authors did not mention an obstacle to this process that is 
perhaps unique to the military, i.e., the complete lack of physi- 
cian-patient confidentiality. 

Every encounter a serviceman has with a physician is re- 
corded in his health record. This record—and any psychiatric 
consultation it might contain—is available not only to his com- 
manding officer but to promotion boards, ancillary health care 
personnel, clerical personnel, etc. Many servicemen believe that 
the mere presence of a psychiatric consultation in a man's 
record will result in lack of promotions, granting of less respon- 
sibility, increased scrutiny of performance, and other diffi- 
culties. 

Compounding the problem is the fact that our cultural mas- 
culine role stereotype—that “real men" do not seek help, com- 
plain, or acknowledge emotional distress—exists in an in- 
tensified form in most military settings. 

A serviceman exhibiting grossly disturbed behavior will vir- 
tually always be referred for psychiatric intervention, as will the 
troublesome individual with a character disorder, but deviation 
from the norm may not be seen in the depressed potentially sui- 
cidal individual. 

One can readily postulate the existence of a subpopulation 
within the military which, because of the necessity of publicly 
acknowledging distress in order to obtain psychiatric help, 
Chooses instead not to seek it. I feel that depressed individuals 
probably make up a significant percentage of this population. 


THOMAS M. Durry, Lt. Cdr., MC, USNR 
Camp Pendleton, Calif. 


Editor's Note: The opinions expressed herein are those of the 
author and do not necessarily reflect the views or endorsement 
of the Department of the Navy. 


Electroconvulsive Therapy in Patients with Parkinsonism 


Sır: Psychiatric symptoms, particularly of depression, fre- 
quently accompany L-dopa therapy of Parkinson's disease (1) 
and occur also with administration of the adjuvant drug 
amantadine (2). These symptoms are generally reversible with a 
reduction or discontinuation of L-dopa or amantadine (3). In- 
asmuch as a review of the literature provided no references con- 
cerning the use, efficacy; and safety of electroconvulsive therapy 
(ECT) in treating psychotically depressed patients with Parkin- 
son's disease, we wish to report the following case. 

The patient, a 54-year-old woman with a documented 7-year 
history of Parkinson's disease, had been taking 4 to 5 g of L- 
dopa a day in divided doses for 4 years prior to her hospital- 
ization, 100 mg of amantadine three times a day for 3 months, 


and 50 mg of diphenhydramine at bedtime for 1 week. Al- 
though she was described as having been depressed for years, 
she had recently begun having crying spells, developed in- 
somnia, and become uncommunicative and anorectic (losing 20 
pounds). Four days prior to admission she had become acutely 
paranoid and delusional, with auditory hallucinations, and had 
ingested 250 mg of diphenhydramine hydrochloride in an ad- 
mitted suicide attempt. Physical examination on admission was 
consistent with Parkinson's disease; blood chemistries, hema- 
tology values, thyroid studies, serological test for syphilis, 
skull films, EEG, brain scan, and lumbar puncture (the patient 
had had a simple mastectomy for mammary carcinoma 5 years 
earlier) were normal. 

Discontinuation of amantadine and diphenhydramine, reduc- 
tion of L-dopa from 5 to 2 g a day, and institution of 100 mg of 
amitriptyline at bedtime resulted in no change in the patient's 
mental status or behavior. Consequently, over a 3-week period, 
seven ECT treatments (140-volt shocks of 2 seconds duration) 
were administered. Medications given intravenously during 
each treatment were .5 mg of atropine, 60 mg of sodium meth- 
ohexital, and 50 mg of succinylcholine. All treatments resulted 
in well-modified seizures and were excellently tolerated by the 
patient. Mood, affect, appetite, and sleep pattern improved 
markedly; delusions, paranoid ideation, and hallucinations dis- 
appeared; and the patient became communicative, friendly, and 
cooperative. During the 3-week course of ECT, L-dopa was 
gradually increased to the previous level of 5 g a day in divided 
doses, with resultant good control of the patient's parkinsonism 
and no return of psychiatric symptomatology. 

Although the etiology of her psychotic depression— whether 
drug-induced or endogenous and involutional— cannot be as- 
certained, ECT proved safe and effective in this patient with 
Parkinson's disease. 
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Accuracy of Diagnosis and Genetic Factors in Schizophrenia 


Sin: In his article “From Rationalization to Reason" (Sep- 
tember 1974 issue), Seymour Kety, M.D., presented data to ar- 
gue for the reliability of the diagnosis of schizophrenia and the 
presence of a "strong genetic component” in the etiology of 
schizophrenia. I believe that these data are subject to other in- 
terpretations. 
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Dr. Kety contends that the reliability of independent diag- 
nosis of the major psychotic syndromes is reasonably high once 
a standard nosology has been agreed on. However, he cites no 
support for this proposition. The most relevant study, that of 
Beck and associates (1), contradicts his assertion. Moreover, 
Dr. Kety’s own data—although too sketchy for detailed eval- 
ualtion—suggest that the reliability of the diagnosis of schizo- 
phrenia is modest at best. 

It appears from Dr. Kety’s presentation that in only 7 of 24 
cases in which one rater made a diagnosis of "definite" schizo- 
phrenia did the other raters concur, and in 17 of 41 cases in 
which at least one rater perceived schizophrenia, there was little 
agreement among all the raters. 

| would suggest that Dr. Kety's overall ratings of the reli- 
ability of the diagnosis of schizophrenia would be significantly 
lower if schizoid and inadequate personalities were not included 
within the overall category of what he terms the "schizophrenia 
spectrum." Even if the diagnosis of schizophrenia were reason- 
ably reliable under idealized conditions, its demonstrated unre- 
liability in actual practice argues strongly against its use at this 
time for other than research purposes. 

Dr. Kety presents two findings to support the conclusion that 
schizophrenia involves a strong genetic component. The first is 
that there is a higher incidence of schizophrenia in the biologi- 
cal relatives of schizophrenic adoptees (13.9 percent) than 
among their adoptive relatives (2.7 percent) and among all sub- 
jects not biologically related to them. However, not only is the 
incidence of schizophrenia among the biological relatives of 
schizophrenic adoptees too low to posit much of an influence of 
genetic factors in the etiology of schizophrenia (only 2.9 percent 
of the biological relatives were found to exhibit "chronic" schiz- 
ophrenia; the other relatives’ diagnoses were either "latent"! [3.5 
percent] or “uncertain” [7.5 percent] schizophrenia). As Dr. 
Kety himself recognizes, these data are fully compatible with a 
nongenetic hypothesis emphasizing such factors as birth 
trauma, in utero influences, and early mothering experiences. 
Moreover, how does one explain the development of schizo- 
phrenia in the great majority of adoptees whose biological rela- 
tives apparently exhibit no evidence of schizophrenia at all? 

Dr. Kety is thus forced to rely on the finding that a higher 
percentage of paternal half-siblings of schizophrenic than of 
nonschizophrenic adoptees evidence schizophrenic pathology. 
Dr. Kety feels this finding excludes an early environmental 
interpretation because the paternal half-siblings did not share in 
utero influences and early mothering experiences with their 
adopted half-siblings—i.e., because they share only “the same 
father and a certain amount of genetic overlap." But sharing 
the same father generally means sharing the same socio- 
economic conditions (which in turn affect in utero nutrition, 
etc.), sharing the same standards of child bearing, and in all 
probability sharing the same type of mothering, since the 
fathers—especially if they are disturbed—are likely to remarry 
women with similar psychodynamics. Thus, since the early 
environments of the half-siblings were probably far more 
similar than Dr. Kety recognized, the theory that schizophrenia 
has a strong genetic component remains, at best, a tenable 
hypothesis. 
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Dr. Kety Replies 


Sır: There was neither the time nor the justification to 
present in my address to the APA annual meeting or in my 
Journal article all of the data that my collaborators and I have 
been gathering over the past 10 years. The data I did present 
were very pertinent to the claims of Szasz, Laing, and Rosen- 
han, respectively, that schizophrenia is a myth, has no biologi- 
cal basis, and cannot be recognized consistently. Had I been 
able to present more data, Dr. Litwack might have been spared 
the necessity of making inferences, some of which were er- 
roneous. 

In our study, 365 people participated in a psychiatric inter- 
view in their homes. About 30 percent of these subjects were ge- 
netically related to a person who had been removed from their 
environment early in life and adopted by another family and 
who later became schizophrenic. Three raters read the inter- 
views independently and blindly and made a diagnosis based on 
DS M-1I (1). The study provided an opportunity to examine the 
validity of the traditional concept of schizophrenia, which we 
called “chronic schizophrenia" and which was similar to 
Kraepelin's description. Each rater made very few diagnoses of 
chronic schizophrenia in the sample (3, 6, and 5, respectively), 
as would be expected in a nonhospitalized population. If that 
syndrome were a myth, had no validity, or could not be recog- 
nized, the diagnosis would have occurred randomly. A coinci- 
dental agreement by three raters would be expected only once in 
more than 500,000 subjects. In our sample, the diagnosis was 
made by all three raters in 3 of the 365 subjects, yielding a chi- 
square value of over 12,000. Where there was disagreement on 
the diagnosis, the range of disagreement was small, and all rat- 
ers agreed on the diagnosis of “definite schizophrenia." 

The broader category of definite schizophrenia, which in- 
cluded "chronic" and "latent" schizophrenia and "acute schiz- 
ophrenic reaction," was made by each rater in about 4 percent 
of the subjects. The coincidence of 3 such diagnoses would be 
expected oniy once in more than 15,000 subjects. All three of 
our raters made this diagnosis in 10 of the 365 subjects, yielding 
a chi-square of over 3,700. On the basis of either of these re- 
sults, the dictum of Szasz and Rosenhan can be rejected with a 
confidence of more than 99.999 percent. 

Dr. Litwack also raises the question of the reliability of psy- 
chiatric diagnosis. The concordance between pairs of raters on 
the diagnosis of definite schizophrenia in our study was 70 per- 
cent. In the study that he cites by Beck and associates, the 
paired agreement among psychiatrists for definite diagnoses in 
a psychiatric outpatient population was 81 percent, hardly an 
argument for unreliability of diagnosis, especially since neither 
population would be expected to contain mental illness as se- 
vere or as typical as that in a hospitalized population. Whether 
the reliability of psychiatric diagnosis is high enough for every 
purpose is a matter of opinion, but it has been sufficiently high 
to permit demonstration of the therapeutic efficacy of a sub- 
stantial number of drugs and to guide the therapy of individual 
patients. Of course, I would not wish to defend the accuracy of 
diagnoses made by all psychiatrists—especially those who have 
been persuaded that psychiatric nosology is useless or spurious. 

I did not suggest that we should be satisfied with reliability 
which is only reasonably good, or that diagnostic reliability 
cannot be improved. The very essence of the medical model re- 
quires constant sharpening and further characterization of the 
phenomenological syndromes, and I indicated that some of our 
studies may contribute to that end. 

Turning to the evidence I cited for a strong genetic com- 
ponent in the etiology of schizophrenia, Dr. Litwack argues that 
an incidence of 13.9 percent (definite or uncertain) in the biolog- 


ical relatives of schizophrenic adoptees is too low to posit much 
of an influence of genetic factors. If we had chosen index cases 
with phenylketonuria instead of schizophrenia, we would have 
found far fewer biological relatives to be affected. Even in a dis- 
order like Huntington’s chorea, with a dominant monogenic 
transmission, the expected incidence in the biological relatives 
represented in our sample would not exceed 30 percent. It is fal- 
lacious to think that the importance of genetic transmission in a 
disorder can be judged by the percentage of relatives affected. 
Incidentally, Dr. Litwack is wrong in inferring that the great 
majority of adoptees had no schizophrenia in their biological 
families—actually, more than half (17 of 33) did. 

I cited the significantly higher incidence of schizophrenia in 
the biologica! paternal half-siblings of the schizophrenic 
adoptees as the most compelling evidence for gene:ic factors 
and as one reason for rejecting Laing's claim that schizophrenia 
has no biological basis. Dr. Litwack suggests that besides shar- 
ing the same father, they may have shared the same socioeco- 
nomic conditions, standards of child rearing, and type of moth- 
ering. Wender and associates (2) did not find any diiference in 
socioeconomic class between the biological fathers of index and 
control adoptees. Also, Dr. Litwack assumes that the adoptee 
spent considerably more time with his biological mother than 
was actually the case: 7 of the 10 schizophrenic adoptees with 
schizophrenia among their biological paternal half-siblings re- 
mained with their biological mothers a month or less—most for 
only a week. An alternative hypothesis capable of explaining 
the findings on a nongenetic basis would have to assume an as 
yet unspecified environmental factor so powerful tnat such a 
short exposure would result in the development of schizophre- 
nia 20 years later. It would also require that the biological fa- 
ther select his mates on that basis, and would have to explain 
why such a factor did not produce a considerably higher in- 
cidence of schizophrenia in the biological mothers' unadopted 
children, who were exposed to it for a greater part of their lives. 
We have not been able to construct such a hypothesis with even 
a modicum of plausibility. 
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Electroconvulsive Therapy and Language 


Sir: I would like to report a case involving the effects of elec- 
troconvulsive therapy (ECT) on language. The patient, a 30- 
year-old woman who was born in France but has been living in 
this country for about 6 years, became severelv depressed 
shortly after the birth of her second child. I was consulted after 
no improvement resulted from two weeks of treatment with tri- 
cyclic antidepressants. The patient was hospitalized and given 
amitriptyline hydrochloride (Elavil) and haloperidol (Haldol). 
It was decided to use ECT because of the depth of her depres- 
sion. She was much improved after six treatments, but she be- 
came confused and disoriented and was kept in the hospital un- 
til her confusion subsided. 

She was discharged on a regimen of 200 mg of amitriptyline 
hydrochloride a day. Several weeks later, both she and her hus- 
band complained that she was unable to speak English at times 
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and that she often spoke French spontaneously. (Before her 
course of ECT, she did not speak French in her home or in her 
community.) When asked to speak English, she became agi- 
tated and tearful and appeared not to understand. This situation 
persisted for about two weeks and then disappeared. Through- 
out her short period of language difficulty she was alert and ori- 
ented, and there was no change in her personality. At present, 
she speaks only English, but she does remember speaking 
French at inappropriate times. 

The diagnostic possibilities seem complicated, but I think 
that the ECT may have temporarily interfered with her recep- 
tive-expressive pathways, resulting in a return to her native lan- 
guage. I have heard from another psychiatrist of a similar case, 
but I have not seen this phenomenon described in the literature. 


L.H. LiPsius, M.D. 
Rome, Ga. 


On Reporting Data Statistically 


Sir: I found the article “The Tranylcypromine Isomers: A 
Controlled Clinical Trial” by Javier Escobar, M.D., and asso- 
ciates (September [974 issue) very interesting and provocative. 
However, it is not clear in their presentation whether the thera- 
peutic differences observed between the groups treated with the 
(+) and (-) tranylcypromine isomers were significant in the in- 
tuitive sense or in the statistical sense. 

It would be extremely helpful if data presented in the Journal 
were always analyzed using statistical procedures if at all pos- 
sible, with the results expressed in those terms. 

This is not to imply that the observations reported in the ar- 
ticle by Dr. Escobar and associates would not be worthy of pub- 
lication if they were not statistically significant. Data of a highly 
suggestive nature may have considerable heuristic value even 
when the p value is greater than .05. 


ROBERT O. FRIEDEL, M.D. 
Seattle, Wash. 


Dr. Escobar Replies 


Sin: On the first page of our article, under the heading *‘Psy- 
chopathology,” is the statement “The patients receiving the (-) 
isomer showed significantly greater improvement on all factors 
of the Hamilton Scale." By "significantly" we meant that there 
were statistically significant differences (p<.05 or better) favor- 
ing the (-) isomer over the (+) isomer at some point(s) during 
the rating period. On the Clinical Global Impressions at day 7, 
the patients receiving the (-) isomer showed a significant im- 
provement (p «.05) over their scores at the baseline compared 
to those receiving the (+) isomer, who showed no significant 
improvement. The difference in improvement was statistically 
significant, favoring the (-) isomer (p<.05). On the Hamilton 
Depression Scale, there were also statistically significant differ- 
ences in improvement always favoring the (-) isomer for all 
four factors: factor | (sleep disturbance), day 3 (p<.05); factor 2 
(somatization), day 7 (p«.05); factor 3 (anxiety, depression), 
days 3 and 14 (p «.05); and factor 4 (apathy), day 8 (p«.05). On 
the Symptom Checklist 90, the only significant difference was 
on factor 6 (anger, hostility) at the posttreatment rating (day 
21, p«.05), and this favored the (-) isomer. 

Overall, the patients receiving the (-) isomer showed an im- 
provement over baseline which was significantly greater than 
that of patients on the (--) isomer. The consistency of the find- 
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ings makes it unlikely that the pretreatment difference in pa- 
thology accounted for this greater improvement. Although it is 
unusual indeed to find statistically significant differences with 
samples as small as the one we used, both the statistical and 
clinical impressions were that the (-) isomer is the most effec- 
tive and the more rapid in action of the two isomers and that its 
effectiveness across the full three weeks of the study would have 
been more evident if we could have continued increasing the 
dosage. As may be seen in figure | of our article, the major im- 
provement observed for the (—) isomer occurred at week 1, when 
the maximum dose was reached. From then on, improvement 
was less dramatic, and the total score for the Hamilton Depres- 
sion Scale tended to go up for patients on the (-) isomer. We are 
planning a double-blind study on a larger sample of patients us- 
ing a higher dose of the isomers to further test the above points. 


JAVIER I. ESCOBAR, M.D. 
St. Paul, Minn. 


Thyrotropin-Releasing Hormone as an Antidepressant 


Sir: Many studies have reported an antidepressant effect of 
treatment with thyrotropin-releasing hormone (TRH) in de- 
pressed patients. An antipsychotic and energizing effect in 
schizophrenic patients and increased alertness and energy in 
normal subjects have also been reported. Coppen and asso- 
ciates (1) recently presented data refuting the antidepressant ac- 
tivity of TRH. My associates (E. Smeraldi, E. Sacchetti, G. 
Spoto, G. Tassi, and F. Mangiarotti) and I were intrigued by 
these contrasting results and decided to investigate the problem. 
We treated 6 patients aged 28 to 62 suffering from secondary 
depression with TRH, administered 4 times at 48-hour inter- 
vals. The first dose was 600 g, and the next three were 300 g. We 
wished to determine whether TRH has an antidepressant effect 
in secondary depression. 

Thyroid-stimulating hormone (TSH), 3,5,3’-triiodothyronine 
(T3), and 3,5,3’-tetraiodothyronine (T4) were assayed before the 
rapid intravenous administration and then at intervals of 10, 20, 
30, 60, and 90 minutes by radioimmunoassay. 

TSH, Ts, and Ts levels were normal before stimulation, ex- 
cluding a pathology of the pituitary-thyroid axis related to the 
emotional disturbance. After the 600-2 TRH stimulation, TSH 
secretion increased eight-fold, and with 300 g it increased by 
300 to 500 percent, with a peak between 15 and 30 minutes. The 
increase of T4 and T: was proportional to that of TSH. No psy- 
chological improvement was noted on either of two instruments 
used. Only minor and variable mood fluctuations were reported, 
and they could not be related to the treatment. 

Thus in confirmation of the results of Coppen and associates, 
we can report that TRH does not display a significant psycho- 
logical effect in secondary depression in patients with a normal 
hypothalamo-pituitary-thyroid function. We have no ex- 


planation for the previous reports of positive psychological in- 
fluence other than the possibility that hormonal treatment has a 
psychological influence only when patients have a basic endo- 
crine imbalance. 
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PROF. FRANCESCA BRAMBILLA 
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Editor's Note: The author of this letter provided an exten- 
sive reference list, which we were unable to print due to space 
considerations. This list is available from the author on request. 


Suggestions for Psychiatric Record Audit 


Sir: Regarding the special section on peer review in the De- 
cember 1974 issue, permit me to make some suggestions based 
on the premise that we need to document the quality of treat- 
ment of hospitalized patients. We must establish a psychiatric 
record audit committee in every hospital. This committee 
should be responsible for reviewing charts on a random basis to 
determine whether they contain the following information: 

1. Documentation of the need for hospitalization. 

2. History that contributes to the understanding of the 
patient’s emotional problems. 

3. Physical and psychological examinations. 

4. A diagnosis that is logical in view of items | through 3. 

5. A record of treatment. 

6. Progress notes that amplify the treatment record and 
demonstrate the physician’s day-to-day care of the patient. 

7. Instructions to nursing personnel. l 

8. Consultations for conditions that are outside the expertise 
of the treating physician. 

9. Appropriate plans for discharge. 

10. The essentials of the in-hospital course at the time of dis- 
charge. 

The committee would collect this information and use it for 
the following purposes: 

1. Education of the staff. 

2. Development and elevation of standards of care. 

3. Dealing with auditors representing organizations outside 
of the hospital. 

4. Setting the limits on physicians who are not prepared to 
document the care of their patients so that the adequacy of 
treatment can be validated. 


MERVIN ROSENBERG, M.D. 
Hartford, Conn. 
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New Mind, New Body. Bio-Feedback: New Directions for the 
Mind, by Barbara Brown, Ph.D. New York, N.Y., Harper & 
Row, 1974, 454 pp., $9.95. 


Biofeedback is a generic term for a whole set of behaviorally 
derived treatment techniques now being used for migraine and 
tension headache, Raynaud’s disease, insomnia, and, at least in 
early pioneering work, a range of other problems from asthma 
to epilepsy. For human patients these techniques appear to 
"work" clinically through the interaction of a combination of 
new specific autonomic learning (1) and nonspecific positive ex- 
pectation (2, p. 27). 

Biofeedback, a new concept plus a new technology, has 
opened up a whole frontier of possibilities in the applied use of 
autonomic operant conditioning. Further, it has great scientific 
significance in that it has shown the limitations of traditional 
theories of learning, which until recently held that operant con- 
ditioning could occur only with skeletal muscles. 

To most of the basic scientists in this field, it seems perfectly 
plain that the multiplicity of clinical techniques that have al- 
ready been evolved should be subjected to rigorous and com- 
parative clinical testing, using appropriate controls. 

As clinicians, many of us are a bit weary of evaluating the ex- 
travagant claims and sparse data of therapeutic fads like ortho- 
molecular psychiatry (3). However, it seems that the need for 
skeptical scrutiny arises once again in the case of New Mind, 
New Body. The tone of this book is correctly characterized in 
the brief foreword by Hugh Downs as one of "unabashed awe 
... at the emerging shape of the thing that is being studied." 

Even when the author herself turns specifically to the medical 
uses of biofeedback, confident zeal replaces any acknowledg- 
ment of the need for controlled clinical testing. She states, 


What can one expect from our new feedback techniques? 
It is immediately apparent that they can provide major as- 
sistance in a wide variety of medical ills . . . of the cardio- 
vascular system, . . . the respiratory system, ...and muscle 
systems .... So it is with each body system ... [and with] 
anxiety, fear, pain and depression, which are equally well 
relieved by biofeedback procedures [italics mine]. 


Such fervor, when it replaces direct evidence, tends to pro- 
duce resistance and skepticism rather than belief and zeal. This 
was my personal reaction, despite my own considerable and fa- 
vorable clinical experience with biofeedback. 

This book is very much Dr. Brown's own personal creation; it 
is full of her unfiltered enthusiasm and visions for biofeedback. 
It also contains a first-person account of the thoughts and asso- 
ciations she had during her early work with biofeedback and a 
description of her feelings on discovering and beginning to com- 
municate with other scientists in other places working along 
similar lines. 

She tells of her participation as one of six charter members in 
the formation of the Biofeedback Research Society in 1969. In 
the same freewheeling, highly subjective, and personal way, suc- 
ceeding chapters of her book deal with feedback of skin poten- 
tial responses (two chapters); muscle tension, single neuro- 


muscular units, and heart rate (two chapters); and blood 
pressure and alpha waves (two chapters). One chapter on EEG 
feedback deals with learning to identify one's own brain 
waves—alpha versus beta versus theta patterns. The last two 
chapters are frankly speculative. 

By self-proclamation, this is a book about "possibilities and 
expectations"; it is neither a scientific nor a clinical book. It is 
also not sufficiently objective or complete to be taken as either 
an adequate nontechnical overview of the field or an adequate 
historical account of the early scientific development of biofeed- 
back. The book is hard to follow and is not chronologically or- 
ganized, apparently because the author follows the flow of her 
own associations. In addition, its coverage is very spotty: there 
is relatively little in it about basic animal research on auto- 
nomic learning. 

Still more strikingly omitted, especially since there are two 
full chapters on "Skin Talk," is the very early work of David 
Shapiro and his collaborators (4) on the operant reinforcement 
of human skin potential responses. There is no mention of the 
excellent work of Bernard Engel and associates (5) on cardiac 
arrhythmias, of Schwartz, Shapiro, and associates (6, 7) on hy- 
pertension, or of the exciting although still preliminary work of 
Sterman and associates (8, 9) on the use of biofeedback in the 
treatment of epilepsy. 

To sum up, New Mind, New Body is an unfiltered, highly 
personal account of Barbara Brown's own thoughts and experi- 
ences as an early worker in biofeedback research and of her 
own hopes, wishes, and dreams for this field, which she obvi- 
ously loves. 
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Coping and Adaptation, edited by George V. Coelho, David A. 
Hamburg, and John E. Adams. New York, N.Y., Basic Books, 
1974, 440 pp., $17.50. 


For a long time it has been my contention that mental health 
is adequate maturity plus adjustment. For the adequately ma- 
ture person, coping and adaptation are pretty much what living 
is all about; therefore, a book on this subject is more than wel- 
come. 

This volume is a follow-up of the Conference on Coping and 
Adaptation held in Palo Alto, Calif., March 20-22, 1969. The 
conference was sponsored by Stanford University's Depart- 
ment of Psychiatry and supported by NIMH. A group of top- 
notch people, leaders in their fields, have contributed to this 
multiauthor work on coping and adaptation, an excellent topic 
for interdisciplinary study. 

Ecology, field studies of primates, ethology, ethnology, soci- 
ology, psychology, psychoanalysis, and political science are all 
represented in this volume. It is an attempt to further the unifi- 
cation of concepts from all of these fields. This alone is a great 
advance over the rivalry and even bitterness among the dis- 
ciplines that have marred the history of studies in the behavioral 
sciences. Especially pleasing is the fact that the ideas presented 
here are based on biological theories of evolution stemming 
from Darwin and Wallace, even though evolution through natu- 
ral selection is usually a process measured in hundreds of thou- 
sands if not millions of years. 

All of the chapters are excellent. They are filled with data, 
well reasoned, broad, tolerant, and simply and clearly written. 
Especially interesting and illuminating are “Ethology, Ecology, 
and Ethnological Realities” by Goldschmidt, “Social Structure 
and Personal Adaptation: Some Neglected Dimensions" by 
Mechanic, White’s “Strategies of Adaptation: An Attempt at 
Systematic Description,” and two other exceedingly fine chap- 
ters, “Coping, Vulnerability, and Resilience in Childhood" by 
Murphy, and “Early Adolescence: A Specific and Stressful 
Stage of the Life Cycle” by Beatrix Hamburg. 

Also stimulating and informative are the chapters “Coping 
with Long-Term Disability" by Adams and Lindemann, *'Vigi- 
lance and Decision Making in Personal Crisis" by Janis, and 
"Adaptation to Stress in Political Decision Making: The Indi- 
vidual, Small Group, and Organizational Contexts” by George. 
These are followed by a thorough and informative section titled 
Assessment of Coping Functions. Lazarus, Averill, and Opton 
discuss the psychology of coping, French, Rodgers, and Cobb 
focus on person-environment fit, and Moos details psychologi- 
cal techniques in the assessment of maladaptive behavior. 

The final chapter, by the editors of the volume, is a summary 
of the preceding contributions and is titled "Coping and Adap- 
tation: Steps Toward a Synthesis of Biological and Social Per- 
spectives." 

Of course, such a synthesis is a hope and a goal to work to- 
ward rather than a fait accompli, but it is a noble, realistic, and 
necessary goal for mankind's well-being and, possibly, survival. 
Because of the state of each of the disciplines of the behavioral 
sciences, this collection is by necessity more a report of ongoing 
work and a clarification of concepts than a finished synthesis 
that is of practical value to the clinical psychiatrist. However, 
. acquaintance with this body of work, theory, and thinking 
should be part of the education of every psychiatrist. To have it 
available in a single volume, and by such authorities, is a huge 
advantage and one not to be missed. 


LEON J. SAuL, M.D. 
Philadelphia, Pa. 
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Rape: Victims of Crisis, by Ann Wolberi Burgess, R.N., 
D.N.Sc., and Lynda Lytle Holmstrom, Ph.D. Bowie, Md., Rob- 
ert J. Brady Co. ( Prentice-Hall), 1974, 308 pp., $8.95; $5.95 (pa- 
per). 


Rape, as a psychological, physical, and social problem, has 
received more attention recently, partly because of the women's 
movement. This book is a valuable addition to the growing lit- 
erature on women. It provides perspectives on rape from nu- 
merous sources, discusses the various community programs 
specifically designed to deal with the problem of rape, and 
presents information advocated by community groups on how 
to avoid becoming a victim. The book also details the concept 
of crisis and draws attention to techniques of counseling rape 
victims. 

In the first sections, the view of and reaction to rape focus the 
discussion. The authors present a typology of sexual victim- 
ization developed by analyzing 146 women admitted to a hospi- 
tal with the complaint of rape or sexual assault. The data, inter- 
spersed with verbatim comments from the rape victims, are 
categorized according to whether the victim consented. Three 
groupings emerge from this categorization-—rape or sex with- 
out consent, accessory-to-sex or inability to consent, and sex- 
stress situation or sex with initial consent. 

The authors also present the rapist's view by incorporating 
clinical observations drawn from research conducted at the 
Massachusetts Correctional Institution. These data establish 
four clinical classifications regarding motivation of the rapist. 
Although these are helpful in developing a profile of the aggres- 
sor, they lack the richness found in the interview data collected 
from the victims. 

Perhaps the single most important aspect of this book can be 
found in the chapter that focuses on the rape trauma syndrome. 
The determination of two stages of this syndrome—the imme- 
diate or acute stage, during which the rape victim experiences 
lifestyle disruption, and the long-term process, when the victim 
must reorganize the disruption— provide insightful data and 
implications for counseling rape victims. 

Additional data deal with the problem of the child and ado- 
lescent victim and the family's reaction to rape. The discussion 
presented in the book moves from a focus on those directly in- 
volved in the rape to the victim's family and larger community. 
Specifically, the authors describe the investigation of a rape 
complaint by the police, the victim's response to police, the 
problems police officers have identified in working on rape 
cases, and the recommendations of the District of Columbia 
Task Force on Rape. The discussion of the community's reac- 
tion to rape takes into account medical procedures and the psy- 
chological reactions of the victim at initial interview. The book 
offers suggestions for hospital staff dealing with this population. 

Within the framework of crisis theory, the authors report on 
the immediate needs of the rape victim. Five categories of crisis 
requests were identified from the victim sample: police inter- 
vention, medical intervention, psychological intervention, con- 
trol, and uncertainty. The importance of the initial interview, 
already stressed in the psychiatric literature, is especially 
pertinent in the situation of rape victims. This importance leads 
to a discussion of both the expected interview content and the 
interview techniques useful to those counseling rape victims. 
Counseling under a variety of circumstances and in a variety of 
settings receives major attention here. 

An especially important aspect of this book lies in the mate- 
rial on the court process and its many ramifications vis-à-vis the 
rape victim. This information will be useful for health profes- 
sionals who are subpoenaed by helping them to understand the 
court process and perhaps preventing them from making mis- 


takes when testifying. The book supplies a glossary of appropri- 
ate legal and psychological terms, but it does not offer any sug- 
gestions as to further reading. This may reflect the state of 
knowledge on this topic. 

As the victims of rape emerge from a confused web of taboos, 
guilt, shame, and additional victimizing by social forces, more 
of these women will seek assistance in dealing with the physical, 
psychological, social, and legal aspects of their situation. This 
book, an outgrowth of the fact that little exists in the way of 
counseling services or scholarly research on the problems that 
rape victims experience, is a basic and useful step toward cor- 
recting the lack of material on the topic of rape. 


ANNE J. Davis, R.N., PH.D. 
San Francisco, Calif. 


Understanding Causality, by Jean Piaget, with R. Garcia, trans- 
lated by Donald and Marguerite Miles. New York, N.Y., W.W. 
Norton & Co., 1974, 185 pp., $10.00. 


In his previous rich and productive works, Prof. Piaget has 
studied the development of the cognitive processes by which a 
child comes to understand the world. He has described the pro- 
gression of stages of thought from the preoperational senso- 
rimotor processes of the infant and young child and the organi- 
zation of these multisensory percepts into mental structures 
(schemata). Further, he has demonstrated how these sense-de- 
rived building blocks become related and enable the latency-age 
child to understand the world via the literal and semiscientific 
processes of concrete mental operations. Finally, he has de- 
scribed the development of powerful deductive and hypothetical 
mental abilities of adolescence into formal, logical mental oper- 
ations. Although slow to be appreciated in the United States, 
his work has become regarded as an extremely productive 
source of concepts for child psychiatry. 

As many readers are aware, Piaget is not simply a student of 
children who is content with an inside-the-head focus. Rather, 
he follows the tradition of the Western scientist-philosopher 
who finds tt necessary to study children and the development of 
their thought in order to understand reality. Piaget attempts to 
study the relations between inside and outside— between devel- 
oping mental operations and the events, objects, and forces that 
constitute the world. Questions of causality are of central im- 
portance in this mix of complex interactions. 

Understanding Causality mainly reports on some 100 experi- 
ments that Piaget and his coworkers have carried out to eluci- 
date the stages by which children understand such basic natural 
phenomena as the following: "transmissions of movements, 
problems of directions, composition of forces, sufficient reason, 
states of matter, exchange of heat." Each of these experiments 
presented children with a natural event and asked for an ex- 
planation. Why is it that only the end marble rolls away when a 
row of marbles is hit? What is happening when a cube of sugar 
is placed in a glass of water? Why does ice change to water and 
then to steam? Why does a yo-yo or a Slinky behave as it does? 

These are intriguing questions; they allow Piaget to demon- 
strate the development of children's understanding of physical 
phenomena. He illustrates that conceptual development 1s not a 
straight-line progression dependent upon either maturation of 
the central nervous system or the type of experience. Rather, as 
one would expect, it is a variable mix. For example, regarding 
the composition of matter, the young child is able to understand 
the behavior of a sugar cube in water by invoking a corpuscular 
theory well in advance of being able to use this theory generally 
because he is able to see the sugar dissolve. Thus valid and logi- 
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cal concepts and explanations coexist with animistic, magical, 
prescientific logic throughout all of childhood. 

The book would be enormously valuable for clinicians if it 
were possible to relate Piaget's findings to the mental function- 
ing of disturbed children and adults. However, to the best of my 
knowledge, except for the promising starts by E.J. Anthony and 
E.H. Auerswald, such work has not been done. 

In sum, Understanding Causality is an important book as 
well as a difficult and specialized book. The clinical psychiatrist 
will find it both fascinating and frustrating because of its simul- 
taneous closeness to crucial aspects of mental functioning and 
its distance from immediate clinical application. For others, 
such as child development researchers and teachers, it is likely 
to be both important and useful. For those interested in the his- 
tory of natural science, this should be an absolutely marvelous 
book for comparing the developmental stages of children's 
ideas about matter, force, and other aspects of classical physics 
with the historical development of such concepts. Finally, the 
book contains a 45-page, highly specialized discussion of epis- 
temology and physics that I do not have the knowledge to com- 
ment on. 


WILLIAM M. BOLMAN, M.D. 
Honolulu, Hawaii 


Images of Hope: Imagination as Healer of the Hopeless, by Wil- 
liam F. Lynch, S.J. Notre Dame, Ind., University of Notre 
Dame Press, 1974, 319 pp., $2.95 (paper). 


Dr. Leslie Farber sets the tone of this book by assuring the 
reader in the introduction that Father Lynch does not equate 
hope with optimism and happy endings and does not present 
hope as the only alternative to “our pervasive pessimism.” 

Furthermore, this book hopes to remedy one of the defi- 
ciencies in the mental sciences, namely, a deficiency in the psy- 
chology of hope. A cursory review of the literature reveals that 
hope or a sense of hopefulness has been dealt with by only a few 
writers, among whom are Lewin (1), French (2), Mower (3), 
Frank (4), Karl Menninger (5, 6), and Stotland (7). 

Father Lynch defines hope as an arduous search for future 
good that is realistically possible but not yet visible. He states 
that hope is the very heart and center of the human being. How- 
ever, he adds, hope must be tied to imagination, for the nature 
of hope is to imagine what has not yet come to pass but is still 
possible. 

As Martin Buber put it, “Hope imagines the real,” thus dis- 
tinguishing this form of imagining from the unreal absorption 
of daydream and fantasy, whose objects are transient and soli- 
tary self-aggrandizement. Lynch also states that it takes more 
than one to imagine—that hope cannot be achieved alone. 

The fuel for hope is wishing, which includes imagination, mu- 
tuality, judgment, and passion—-in short, a joining of all that is 
human in a move toward what is not yet but could be. 

Lynch goes on to say that the greatest hope of those who are 
sick is the knowledge that there is nothing wrong with them that 
is not human and is not present in some degree in everyone. In 
other words, it is the hope of the sick, and of the medical com- 
munity, that they are curable; this hope makes the cure possible. 

Father Lynch also talks about building a "city of man," a hu- 
man city, as opposed to a "city of absolutism," a walled city 
from which various pockets of our humanity will always be ex- 
cluded. The city of absolutism often poses as the ideal city, but 
it excludes imagination, racial groups other than one's own, the 
sick, and the deficient. 

These two cities explain the secondary subject of this book, 
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which is a study of the human and the absolute in mental illness. 
It is the author’s contention that one of the great hopes of all 
mankind is to be human and belong to the “‘city of man.” 

Finally, the author presents a supplementary text encompass- 
ing many of those writers and analysts who have handled in 
some way the ideas he presents on the human imagination and 
the absolutizing part of man. 

This is really a fantastic book by a fantastic author. Dr. Far- 
ber perhaps describes Father Lynch best in the following state- 
ment: 


While he 1s learned enough about the literature my field 
[psychiatry] has accumulated during its brief history, 
scholarship alone cannot account for his remarkable effec- 
tiveness in this volume. So I must begin with a statement 
which because of its simplicity is difficult to make cleanly: 
Father Lynch is genuinely devoted to our calling. In fact, I 
suspect he is more devoted than many of its practitioners 
who tend understandably to be more quickly discouraged 
by its deficiencies. In these days of fashionable get-togeth- 
ers between religion and psychiatry, I am impelled to add 
that he has no wish to proselytize or be prosetlytized. In 
other words, he is that rarest of human beings—the out- 
sider who can speak as a friend. 
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Eugenic Sterilization, compiled and edited by Jonas Robitscher,. 


J.D., M.D. Springfield, Ill., Charles C Thomas, 1973, 116 pp., 
$7.95. 


Eugenic sterilization is defined in this book as improvement 
in the quality of a population by means of controlling child- 
bearing on the basis of eugenic principles. Considered a bio- 
medical intervention similar to other enforced therapies such as 
ECT, chemotherapy, biogenetic engineering, and organ trans- 
plantation, eugenic sterilization has moral, philosophical, polit- 
ical, legal, and social implications—all of which are con- 
troversial. It is not a treatment administered lightly by a 
physician whose motto is primum non nocere, “‘first of all, do 
no harm." 

Dr. Robitscher, the editor of this series of essays on various 
facets of eugenic sterilization, credits the inception of his work 
to a consultation with a colleague from Pennsylvania who 
sought advice on the question of sterilizing a mentally defective 
young girl who “might become promiscuous.” 

Dr. Robitscher's research indicated the absence of any Penn- 
sylvania statute authorizing such a procedure and disclosed the 
fact that 27 states have involuntary sterilization laws. In 21 of 
these states, the procedure is limited either to residents of spe- 
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cifically named institutions for the retarded or to institution- 
alized patients. Robitscher's preliminary research indicated 
that there is only a scattered and outdated body of literature on 
eugenic sterilization; there is no single comprehensive work in 
the area. His interest increased and prompted him to organize a 
program on the topic of eugenic sterilization at a joint meeting 
of the medical and psychiatric societies of Pennsylvania. 

This volume is a collection of nine papers by the participants 
in this meeting. As such, it is a somewhat uneven but nonethe- 
less fascinating compendium of current thinking on eugenic 
sterilization. It presents many, although not all, points of view 
on this subject. The writers represent the points of view of at- 
torneys, Catholics, non-Catholics, blacks, whites, retardation 
specialists, psychiatrists, child psychiatrists, men, and women. 

Scientist and humanist air their views on eugenic sterilization 
and, coincidentally, a host of other topics, including genetics, 
the nature/nurture controversy, informed consent, fitness of 
parenthood, population control, and voluntary sterilization. Al- 
though these topics only touch upon the subject of eugenic ster- 
ilization tangentially, their inclusion contributes to the richness 
of this slim volume. 

Of special interest is the chapter by Donald Giannella on eu- 
genic sterilization and the law. Prof. Giannella reviews the per- 
tinent cases beginning with Buck v. Bell (1), in which the Su- 
preme Court upheld the constitutionality of a Virginia law 
providing for the compulsory sterilization of mental defectives. 
After first discussing the legality of voluntary sterilization of 
competent adults, Giannella goes on to discuss situations in 
which sterilization is performed on legally incompetent patients 
in the absence of statutory law, He finally touches upon the 
question of the constitutionality of all statutes that provide for 
the sterilization of mental retardates and defectives who are not 
competent to legally consent to such sterilization. He concludes 
by suggesting that lawyers and psychiatrists work together to 
devise standard procedures for determining how and when men- 
tal retardates can arrive at decisions for sterilization that meet 
at least minimum standards of voluntariness. 

This text can and should serve as a model for summarizing 
contemporary thoughts on any number of other controversial 
topics that suggest the need for putting some sort of perspective 
on the rights of the individual vis-à-vis the rights of society. Op- 
posing viewpoints are clearly and concisely presented and are 
treated equally. The editor draws no conclusions. The reader is 
left to draw his own, if he can. In any event, the book suggests 
that one give careful thought to stimulating, and frequently con- 
flicting, ideas. 
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ELISSA P. BENEDEK, M.D. 
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The Integration of a Child Into a Social World, edited by Mar- 
tin P.M. Richards. New York, N.Y., Cambridge University 
Press, 1974, 308 pp., $15.50; $4.95 (paper). 


The purpose of this collection of works is to define what the 
authors call a “new look" in developmental studies of children. 
Quite frankly, I do not share the editor’s conviction of a new 
"dawning," but I did find the articles fascinating as well as in- 
formative, particularly as they reflect research areas in social 
psychology in England. 


Unfortunately, there is no particular order to the 14 articles, 
all of which deal with some aspect of developmental psychol- 
ogy. Such a potpourri does not lend itself to general statements, 
but a discussion of some of the articles will give the reader an 
idea of the subjects discussed. 

John and Elizabeth Newson of the Child Development Re- 
search Unit of the University of Nottingham explore the vari- 
ous cultural aspects of child rearing in the English-speaking 
world. These authors provide an excellent overview of the sub- 
ject with an easy literary style that one might wish more authors 
would use to enliven their studies. Other articles include “Belief 
and Reality: Social Factors in Pregnancy and Childbirth” by 
Jane Hubert, "First Steps in Becoming Social" by Martin P.M. 
Richards, “The Conditions for a Social Psychology of Child- 
hood" by Rom Harre, and “Ethnology and Early Socialisa- 
tion” by N.G. Burton Jones. 

It seems that the world of the child—in terms of those who 
make it their area of study—grows more complex and that 
there is further blurring of disciplines. The "new look" 
presented in this book is an amalgam of developmental psychol- 
ogy, anthropology, sociology, and philosophy—a heady mix- 
ture indeed, but nevertheless one worth reading. 


JOHN C. Durry, M.D. 
Governors Island, N.Y. 


The Synaptic Organization of the Brain: An Introduction, by 
Gordon M. Shepherd, M.D., D.Phil. New York, N.Y., Oxford 
University Press, 1974, 351 pp., $7.95; $4.95 (paper). 


A review of the neurophysiologic research during the past 
decade indicates that there has been a conspicuously rapid ad- 
vance in our knowledge of basic mechanisms at a cellular level. 
However, this advance has not been without its costs in rele- 
vancy to the organism as a whole and behavior processes in gen- 
eral. Thus the cult of cellular microphysiology has largely failed 
to shed light on overall functional mechanisms. The idea is that 
now that we know the wiring diagram of the cerebellum, its 
function is obvious. 

Yet the truth is that when the student of functional organiza- 
tion considers modern concepts concerning the function of the 
cerebellum, he does not find himself greatly in advance of the 
ideas propounded by the grandfathers of cerebellar physiology 
at the turn of the century. Thus studies of unit potentials, be- 
cause they are largely divorced from the real world of func- 
tional relevance, may well result in the system physiologist’s 
asking, “Where is it all getting us?" 

Dr. Shepherd has provided us with a scholarly approach to 
the subject of synaptic organization. Those Sherringtonions 
among us who still regard the synapse as a simple junction for 
the transmission of an impulse between neurons will be both 
surprised and humbled at the enormous complexity that this 
subject now encompasses. Using his talents of clear and lucid 
exposition, Shepherd takes us on a voyage of exploration of sy- 
naptical organization as it is exemplified in regions of the brain 
that have been extensively studied. This includes the spinal 
cord, olfactory bulb, thalamus, cerebellum, hippocampus, ret- 
ina, and neocortex. 

Using the microelectric concepts of Rall and combining elec- 
tron microscopy with cellular neurophysiology, Shepherd cov- 
ers a highly complex area of scientific endeavor. It is surprising 
to find the degree to which quantitation of circuit constants, 
rate processes, etc., has been possible in this area during the last 
decade. Shepherd arranges his material with care and insight 
and has provided a series of diagrams of synaptic mechanisms 
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that make the subject understandable, palatable, and often ex- 
citing. There is no doubt that the book will be extremely useful 
to the graduate student in neuroscience whose job it is to under- 
stand the comparative synaptology presented in this book. 

However, the book is disappointing when it comes to implica- 
tions concerning overall functions. There is virtually no refer- 
ence to behavioral mechanisms that might be reflected in the 
wiring diagrams that are presented. Shepherd also fails to pro- 
vide any real hints as to why the various radical departures in 
synaptic structure would be useful in the programming of overt 
functions. One could also be disappointed that Shepherd has 
not attempted to develop neurochemical concepts and relation- 
ships to neuropharmacology that might have reduced the isola- 
tion from function and behavior that 1s characteristic of his pre- 
sentation. 

Thus, regretably, the book cannot be recommended to the 
neurologist, the psychiatrist, or the clinician because the effort 
required to understand the concepts would not be reflected in 
better understanding of the behavioral problems associated 
with health and disease. They will have to await the passage of 
another decade, while today’s neurophysiologists fill the gap be- 
tween structure, function, and behavior. 


REGINALD G. BICKFORD, M.B., B.CHIR. 
La Jolla, Calif. 


Therapeutic Effectiveness of Methadone Maintenance Programs 
in the Management of Drug Dependence of Morphine Type in 
the USA, by Stephen S. Wilmarth and Avram Goldstein. Ge- 
neva, Switzerland, World Health Organization, 1974, 53 pp., 17 
Swiss francs (paper). 


This succinct monograph reviews the data on therapeutic ef- 
fectiveness of methadone in three selected programs, the meth- 
adone maintenance treatment program of New York City, the 
drug abuse program of Illinois, and the Santa Clara County, 
Calif, methadone program. The 19 pages of text, 114 refer- 
ences, 19 tables, and 12 figures provide a solid foundation for 
anyone entering the field as well as a refreshing overview for 
those who have been dealing with addicts for so long that their 
perspective has been clouded. If one were to select a single pub- 
lication with which to introduce people to methadone treat- 
ment, I believe this would be it. 

It is unfortunate that regulations for methadone treatment 
programs essentially rule out certain types of very important re- 
search. For example, how useful is it to require urinalysis? 
What measurable differences occur when psychotherapy is re- 
quired compared with when it is not required? For what type of 
patients is psychotherapy essential and for what type is it a 
waste of resources? Because of their frequent contacts with 
patients, methadone maintenance programs provide treatment 
populations that have been unexplored for the testing of psy- 
chotherapeutic and health economics theories. 


PAUL H. BLaAcHLy, M.D. 
Portland, Ore. 


Dynamics of Racism in Social Work Practice, edited by James 
A. Goodman, Ph.D. Washington, D.C., National Association 
of Social Workers, 1973, 375 pp., $6.50 (paper). 


Dr. Goodman succinctly describes the purpose of this volume 


in his preface: to report on the effects of institutional racism on 
therapeutic intervention. Articles by both black and white au- 
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thors representing several mental health disciplines have been 
selected and organized into five sections: The Setting, Treat- 
ment, Community Organization, Education, and Research. 

As might be anticipated, the articles in the first section focus 
on accounts of observations, some of which are historical, of 
racism embedded in the various institutions of our society and 
reflected by individuals in the various health professions. Since 
I have long been interested in psychiatric training, the con- 
clusions drawn by Clemmont Vontress in an article first pub- 
lished in 1971 were of particular interest to me: 


[There is a] ... need for a careful look at approaches to 
training therapeutic professionals. Presently, counselors 
are not being trained to work effectively with counselors of 
African descent. Basic to such training should be a curricu- 
lum designed to help would-be counselors understand the 
implications—psychological, physical and economic—of 
being black in a white society. 


The 18 articles grouped in the second part of the book, titled 
Treatment, point up the resistances and nontherapeutic inter- 
pretations that are rooted in racism and its sequelae. 

Several treatment modalities, including individual psycho- 
therapy, group therapy, and psychoanalysis, are considered. A 
number of illustrations are highlighted to prompt the reader to 
study the material in depth. Shirley Cooper cites several clinical 
illustrations in which “white guilt" in the therapist generated a 
sharp decrease in clinical objectivity. Carter and Haizlip pro- 
vide a look at the transference and countertransference reac- 
tions in biracial treatment with a black therapist, a white 
patient, and a white supervisor. Their contribution is especially 
important in light of the fact that greater efforts are being made 
to increase the pool of minority mental health professionals. 

A number of thoughtful suggestions are made toward resolu- 
tion of the identified problems. Sager, Brayboy, and Wax- 
enberg, in their article “Black Patient —White Therapist," call 
for a reappraisal of current therapeutic programs for the poor. 
They state, 


Methods of engagement that are more deeply rooted in 
the patient's world, and that reflect his priorities rather 
than the therapist's, need to be developed. 


Petro and French, reporting from the Midwest, discuss a staff 
development project with the identified goals of “raising the 
level of sensitivity to and understanding of clients’ experiences 
as black persons." Another study, reported by Graff, Kenig, 
and Radoff, yields data that negate several stereotypes about 
lower-class patients. 

In my opinion, racist attitudes in the psychoanalyst and/or 
the editors and publishers of this book are showing in “An In- 
terracial Analysis: Transference and Countertransference Sig- 
nificance." Throughout this article, written by a white analyst, 
the word “Negro” is spelled with a lowercase “n.” However, 
the author does admit to countertransference problems that re- 
late to the racial difference and writes of his efforts to "under- 
stand the meaning of his inappropriate behavior." Therapists 
would do well to heed his thesis: 


The racial difference between analvst and analysand in- 
volves issues of unconscious meaning at many levels, and 
there are serious hazards in either overestimating or in ig- 
noring the interracial factor. 


Five articles comprise the section titled Community Organi- 
zation. Proposed actions include instituting classes to provide 
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for conjoint learning for students and community residents and 
reorienting the practice of social work to conform to the needs 
and directions of minority groups. Contributors to this section 
also provide a historical summary of events that triggered the 
black communities' initiating proposals for programs to meet 
needs identified by community residents. 

Current educational practices are reviewed in the section on 
education. Proposals geared toward the eradication of racism 
are offered for curriculum change and for strategies for faculty 
and student changes. 

Three research studies are presented in the final section. One 
deals with a program designed to modify the traditional func- 
tion of lower-echelon staff on a psychiatric unit; the other two 
studies evaluate the effects of attitudes of service-givers. 

Throughout the volume, evidence is presented that tradi- 
tional mental health services as well as the philosophy on which 
they are based warrant modifications if the poor and minority 
groups are to receive meaningful services. However, this is 
not to suggest that these groups are homogeneous and that none 
of them can benefit from traditional treatment modalities. 

Although this book is written primarily for those in the field 
of social work, it is a valuable addition to the libraries of other 
mental health professionals and could be used beneficially in 
training programs. 


JEANNE SPURLOCK, M.D. 
Washington, D.C. 


The Psychology of Human Ageing, 2nd ed., by D.B. Bromley. 
Baltimore, Md., Penguin Books, 1974, 416 pp., $2.95 (paper). 


Any book that has in its title the term "psychology" can be 
assured of some popularity and a fairly good volume of sales. 
The shelves of bookstores are filled with psychological treatises 
covering almost every phase of human existence. 1 equate the 
term "psychology" with the "systematic knowledge and investi- 
gation of the phenomena of consciousness and behavior” (ac- 
cording to the second edition of Webster's New International 
Dictionary). Dr. Bromley's book has more than this to offer. I 
would be more at ease if his title were different. 

Theories, concepts, deductions, and pseudoscientific eval- 
uations all have their place in the investigatory process, but to 
draw valid conclusions from this type of material rather than 
from scientific fact leads to conclusions that are more concep- 
tual than factual. However, in this book much of the material is 
factual, comprehensive, and enlightening, although it is pep- 
pered here and there with dynamisms. Chapters 2, 4, 5, and 10 
are worth the price of the entire volume. The methodological is- 
sues and the charts as well as the topics of psychopathology, 
psychometrics, and psychiatry are better left to textbooks fo- 
cusing on these areas. 

The author outlines the history of human aging from Su- 
maria and ancient Egypt. The hieroglyphics from the tomb of 
Ptah-ketep are fascinating and interesting elements in the devel- 
opment of human history. The philosophy of the times is well 
outlined, and the story of Hardedef is truly a gem of history. 

We are guided through the history of aging in Greece, ancient 
Rome, and the Islamic culture as well as during the Middle 
Ages. Galen, Avicenna, Maimonides, and others are considered 
from the point of view of their contributions to the concepts of 
aging. The ideas of Shakespeare and Francis Bacon are deftly 
woven into the story, and attention is called to their writings 
dealing with diet, conduct, and heredity. Gradually we are taken 
into the nineteenth and twentieth centuries and the discoveries 
of Lister, Pasteur, and Metchnikov. Unfortunately, in this con- 


nection the problem of legal responsibility, which is such an im- 
portant issue today, is only touched upon. 

A chapter on the political and economic history of the aged, 
including a discussion of England's Poor Law Amendment Act 
of 1843, brings one right up to the present attitude toward old 
age. Here the author concludes that “it becomes increasingly 
apparent that the processes of ageing are complicated and must 
be studied in a variety of ways." Social reforms, including 
health and welfare provisions for the elderly, will increase in 
size and momentum, giving rise eventually to various political 
forms of the present-day welfare state. 

The author undertook a monumental task. [t seems to me 
that the chapters on psychometrics, statistics, and nosology of 
the various types of mental disorder, including schizophrenia, 
would be better left to textbooks on psychiatry. However, the 
book is well organized, the subject matter is vast, and the au- 
thor's concepts are clearly presented. 

Although Bromley for the most part deals with the situation 
as it applies to England, much of the material can be applied to 
the United States. To students of sociology and psychology and 
to the physician, it will give delightful reading as well as an un- 
derstanding of the problems of the senior citizen that concern 
most of us today. For the layman, the chapters mentioned 
above are comprehensive, enlightening, and extremely helpful. 


ISADORE GREEN, M.D. 
Boston, Mass. 


The Psychology of Depression: Contemporary Theory and Re- 
search, edited by Raymond J. Friedman and Martin M. Katz. 
Washington, D.C., V.H. Winston & Sons (New York, N.Y., 
Halsted Press, John Wiley & Sons, distributor), 1974, 301 pp., 
no price listed. 


The deep-rooted, unshakable analytic concept that depres- 
sion is nothing but hostility turned inward is now, according to 
several of the writers in this book, only a disproven theory. 
"Science" has now shown that hostility and depression are sep- 
arate entities. [t seems that truth is only in the mind of the be- 
liever. 

Instead of the supposedly discarded maxim concerning de- 
pression, Aaron T. Beck proposes his cognitive theory that it is 
the depressed patient’s distorted evaluations which produce de- 
pression. According to Beck, a psychic trauma such as the 
death of a loved one, if “construed as a subtraction from the in- 
dividual’s personal domain,” may trigger a depression. (The 
emphasis is on the word **construed.") From this concept stems 
the obvious conclusion: one achieves improvement in a de- 
pressed patient “by pinpointing the patient's specific cognitive 
distortions and demonstrating their invalidity to the patient.” 

In the technical language of psychology, C.B. Ferster finds 
that "the common denominator among depressed persons is the 
decreased frequency of many kinds of positively reinforced ac- 
tivity.” He states that the more depressed a person is, the 
greater the distortion. of his perceptions and therefore the fewer 
the situations of-positive reinforcement. 

Research on man is difficult—he is a stubborn animal, willful 
and difficult to experiment with. He ts subject to too many vari- 
ables and lives too long to be a good guinea pig. However, Mar- 
tin T. Seligman has come up with an intriguing analog for 
man’s depression in animals—the state he calls learned help- 
lessness. In response to a shock from which it cannot escape, an 
animal becomes passive, its learning retards, it develops ano- 
rexia, and it loses weight. This condition ts self-limiting, and the 
level of epinephrine in the whole brain is decreased. 
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In principle, the animal develops these symptoms because it 
has lost control over the trauma; it cannot escape it and there- 
fore develops a learned helplessness. By analogy, the depressed 
patient has developed a state of learned helplessness; he believes 
that he cannot control the events of his life that will relieve his 
suffering and provide him gratification. 

Seligman’s therapy consists of forcibly exposing the animal 
to activities that enable it to escape from the trauma and reward 
it for the effort. He physically pulls the helpless dog away from 
the shock areas until the dog “learns” to motivate itself. In a 
similar fashion, both Beck and Ferster find that if patients can 
be persuaded to perform acts that are rewarding, the rewards 
themselves will be therapeutic in overcoming their helplessness. 

Each of the 22 panelists represented in this collection of arti- 
cles has his own theory. To Klerman, depression serves a signal 
function, i.e., the patient is saying, “I need help." To Lewisohn, 
a low rate of response-contingent positive reinforcement is a 
stimulus for depression. To. I.C. Kaufman, all depressions— 
whatever their cause—have what he terms an organismic basis. 
Schmale sees a distinction between helplessness and hopeless- 
ness and differing responses to each. 

Spiro writes that more studies need to be made on life histo- 
ries and social structures. He relates interesting sidelights on 
children in Israel and monks in Burma. Friedman notes that de- 
pressions should be described in three separate categories: 
normal affect, clinical depression, and a depressive character 
style. Chodoff explains the analytic concept of depression as 
follows: 


Depression-prone people are ... dependent on narcis- 
sistic supplies derived directly or indirectly from other 
people for the maintenance of self-esteem. 


The biochemical basis for depression is dealt with tersely but 
well in this volume: Frederick Goodman brings us up-to-date in 
few but pithy sentences. 

Because so little is known about depression, much is said. 
The serious student of depression, if he is to maintain his in- 
tellectual honesty, must concede that his own pet theory is still a 
theory. In all objectivity, he must restrain his tendency to reject 
what he feels are outlandish ideas. Some of the “outlandish no- 
tions" in this volume, although contrary to one's cherished be- 
lief, are worth examining for their mind-expanding qualities. 


SAMUEL H. KRaAiNES, M.D. 
Chicago, Ill. 


Humane Reproduction. Report 86, by the Group for the Ad- 
vancement of Psychiatry. New York, N.Y., GAP, 1973, 113 
pp., $4.00 (paper). 


The tone of this sensible, pragmatic book is set on the first 
page by a quotation from Freud newly translated by Stephen 
Fleck, the chairman of the GAP committee that prepared the 
report. Fleck's translation reads, 


It cannot be denied that Malthusian concerns become a 
necessity in married life at some time or other. Theo- 
retically it would be one of the greatest triumphs of man- 
kind, one of the most compassionate liberations from natu- 
ral bondage to which we are subject, were it possible to 
raise the responsible act of procreation to a level of volun- 
tary and intentional behavior, and to free this act from its 
entanglement with our indispensable satisfaction of a natu- 
ral desire. 
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This book addresses itself to “the need for humane reproduc- 
tion in adjusting a nation to fulfillment of the capacities of its 
citizens and their communities" (p. 394). The authors believe 
that preventing unwanted children and unwanted parenthood 
does more to prevent emotional illness than any other single 
measure. 

In following their thesis, the authors do not derogate the fam- 
ily as a functioning unit. Rather, they stress that the family's 
psychological value for both children and parents is diminished 
when procreation is not planned. They point to the fact that it is 
late in the day to persist in the assumption that no matter how 
many children we produce, they will somehow be taken care of 
and somehow flourish. They underline the fact that the increase 
of the number of human beings on earth has become one of the 
major crises facing man today. They illustrate what services 
and information are available for rational reproduction and 
give brief information on such matters as abortion consultation 
and contraceptive services. 

They emphasize that the family is a psychosocially essential 
system, but they point to the specific disadvantages for children 
of large families—the ills of parental and social rejection. The 
changing role of women, especially the changes that have oc- 
curred in career opportunities for women, highlight a change in 
attitudes. The authors plead for services in neighborhood health 
centers to provide planned and restrained reproduction; they 
also advocate education for an informed "humane parent- 
hood." 

This book is a brave attempt to point to the benefits of 
planned reproduction, an approach that is likely to evoke less 
bitter controversy than the abortion dilemma. The authors are 
to be congratulated on their endeavor. 


R. Bruce SLOANE, M.D. 
Los Angeles, Calif. 


Children’s Experience with Death, by Rose Zeligs, Ed.D. 
Springfield, Ill., Charles C Thomas, 1974, 239 pp., $10.75. 


Books on the topic of death are proliferating at an increasing 
pace. It is incongruous to envisage death as.a bandwagon, but 
this is what it seems likely to become. An editorial in the Jour- 
nal of the American Medical Association titled “Dying Is 
Worked to Death" (1) pointed out the "extraordinary influx of 
essays, editorials, even books and specialized journals, on the 
subject of death and dying." 

How can this current preoccupation be accounted for in view 
of the fact that death and dying have been always with us? Is it 
due perhaps to the waning influence of religious beliefs and the 
terrifying prospect of nothingness or to the pervasive dread of a 
nuclear holocaust? 

The preoccupation with death is nothing new. Art and litera- 
ture have been portraying death for centuries, frequently in hor- 
rifying detail. What is new is a sensitivity to the physical and 
psychological rights of the dying. We are beginning to ask our- 
selves whether it is their right to know that they are dying and is 
it their right to die with dignity without being compelled to un- 
dergo distressing prolongations. 

The attempt to give the physician some understanding of the 
psychology of the dying individual so that he can be of some 
help to the patient rather than an embarrassed bystander is also 
new. Recent publications have focused on this facet of death; 
Dr. Zeligs' book provides a good example. It reviews the now 
familiar literature, .furnishing some vivid vignettes of children 
talking about death, learning about death, and experiencing 
death. It also looks closely at the child's response to the loss of a 
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parent and adds a final chapter on the supports afforded by reli- 
gion. Its tone is humanistic; however, it adds nothing to what we 
already know. That is the point: do we need more of this? 

In his editorial Dr. Vaisrub (1) made the following critical 
statement: 


It is much too easy to write about death. There is no 
need for statistical evidence and for lengthy references. ... 
Perhaps because it is so easy to write about dying, so much 
is written about it without saying anything new. 


This is unfortunately very true. The anecdotes change, but 
the references, the speculations, the theories, and the advice re- 
main remarkably the same. 

This book is well written, lucidly presented, and adequately 
documented for its purpose. It touches on only a small part of 
the burgeoning literature; this is on the positive side since it 
makes no pretentions to being an encyclopedia. It is probably 
best suited for nurses, clergymen, and medical students. 

The author makes several telling points that should be kept in 
mind by those who come in contact with dying children: that 
they are caring for a living child as long as he is alive, that there 
should be no whispering whatsoever in the presence of the dying 
child, and that the sickroom can be made an extension of the 
home where the family are all together. These axioms cannot be 
reiterated often enough 1f we want to do the best we can for the 
child in extremis. 
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Child Personality and Psychopathology: Current Topics, vol. 1, 
edited by Anthony Davids, Ph.D. New York, N.Y., Wiley-In- 
terscience (John Wiley & Sons), 1974, 236 pp., $13.95. 


In his contribution to this volume, “Changes of Direction 
with Psychotic Children," Eric Schopler very aptly states, 


Since the clinician's role includes turning knowledge 
into practice, the absence of adequate information may be 
experienced as guilt. 


This statement sums up much of my compulsive reading. 

This new series, titled Child Personality and Psycho- 
pathology, promises to provide timely knowledge on a regular 
basis. Volume 1, which fulfills this promise, is divided into two 
parts. The first deals with personality development and dis- 
orders and has three excellent reviews of problems that are ex- 
tremely timely. 

In chapter 1, Henry Biller deals with paternal deprivation, 
cognitive functioning, and the feminized classroom. His review 
of the concept of paternal deprivation is excellent, and the ma- 
terial he presents on paternal influences and cognitive function 
is fresh. Biller evaluates Sexton’s major work on the feminized 
classroom (1) in a very objective way; he also includes an ex- 
cellent reference list. 

Chapter 2 deals with the relation of learning in childhood to 
psychopathology and depression in young adulthood. Eron, 
Lefkowitz, Walder, and Huesmann continue the work they re- 
ported in 1960, which demonstrated a positive relationship be- 


tween certain parental disciplinary practices in middle child- 
hood and aggressive behavior exhibited by children in school. 
The study reported in this book deals with the original popu- 
lation, following the children from third grade, when they were 
8 years old, until they reached 18 years of age. The material 


: presented tends to support the predictions made by these au- 


thors. This paper is excellently written and provides a model for 
research. 

There have been quite a few reviews of childhood school 
phobias, but I have not seen any review recently that so well ex- 
plores our current knowledge of this problem as Miller, Barrett, 
and Hampe's chapter 3, **Phobias of Childhood in a Pre-Scien- 
tific Era." 

The second part of the book has three papers that deal with 
childhood psychosis. Bernard Rimland's paper, “Infantile Au- 
tism, Status and Research," is a must to read because it covers 
the diagnostic checklist as well as behavioral and biological ap- 
proaches to childhood psychosis. 

Long and Lovaas’ paper, "Research and Treatment with Au- 
tistic Children in a Program of Behavior Therapy," provides an 
excellent summary of their work with 20 children for the past 10 
years. They conclude that behavioral changes lapse without 
continued reinforcement and that parents must be used as con- 
tinuing treating agents. 

Eric Schopler's paper, “Changes of Direction with Psychotic 
Children," speaks most clearly to the front-line psychiatrist in 
all of us. He offers hope where there is despair and some very 
specific treatment plans in his developmental therapy approach. 
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Clinical Notes on Group-Analytic Psychotherapy, by D. Wilfred 
Abse, M.D., B.Sc., D.P.M. Charlottesville, Va., University 
Press of Virginia, 1974, 182 pp., $6.50. 


This well-written book, organized into four basic parts, seems 
easy enough to read, but the task of understanding it is another 
matter. 

Group therapy is an important method by which psychiatric 
care is delivered to people who have in common the quest for 
the relief of suffering. Group-analytic therapy is concerned with 
the treatment of psychoneurotic patients. It is especially con- 
cerned with those who are the victims of character neuroses that 
impair their interpersonal relations and lead to loneliness, with- 
drawal, feelings of failure, and general dissatisfaction or peri- 
odic depression. 

The first part of this text deals with basic principles and prac- 
tical considerations and applications of group-analytic psycho- 
therapy. In this kind of psychotherapy the interaction of group 
members, which initiates the therapeutic process, is promoted. 
The therapist observes and deals with the same forces in the 
group situation as in individual analysis—unconscious drives, 

econscious reactions, and adaptation to reality. Dr. Abse clearly 
‘defines the overlapping phases that occur in the group-analytic 
process; he is constantly aware of the transference and counter- 
transference problems incurred in such a complex transaction. 
The need for a great sense of objectivity and a tremendous abil- 
ity for flexibility on the part of the leader is implied throughout 
the text. 
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The book is filled with very useful nuggets of information and 
insights particularly helpful to those who work in this field. 
However, to really understand this text one needs to have a the- 
oretical and practical base in psychoanalysis as well as experi- 
ence in treating groups. Dr: Abse contrasts group-analytic psy- 
chotherapy with individual psychoanalysis both clinically and 
theoretically. He also compares group-analytic psychotherapy 
with other forms of group therapy, such as family therapy, 
multiple therapy, encounter groups, and Gestalt therapy. 

The second part of this book deals with group psychology 
and group psychopathology. One timely section is dedicated to 
the basic understanding of leadership in terms of charisma and 
political power. 

In part 3 Dr. Abse devotes four chapters to life, theater, and 
therapy. Part 4, Innovations and Comparisons, deals with the 
comparison of group-analytic therapy with other forms of 
group therapy. Dr. Abse puts these all tn perspective. 

The book’s bibliography is excellent. The majority of impor- 
tant contributors to the theory and clinical understanding of 
group work are included. 

The pitfalls and flaws of treatment and training are con- 
stantly pointed out throughout the book. If one were to consider 
starting such a group without having had a psychoanalytic base, 
it is likely that the group therapy would quickly degenerate into 
something other than what was originally intended. For those 
with the proper background, this type of treatment would be of 
inestimable use in resolving transference resistances and other 
forms of resistance that might not be worked out in individual 
therapy. 

I highly recommend this text to those who are working in 
group-analytic therapy. For those who intend to, it is a must. 
The insights, warnings, suggestions, and concepts can save end- 
less hours of pain, suffering, and turmoil in working with these 
groups. 


BARNEY M. DriN, M.D. 
Philadelphia, Pa. 


Clinical Psychology: Expanding Horizons, 2nd ed., by Norman 
D. Sundberg, Leona E. Tyler, and Julian R. Taplin. New York, 
N.Y., Appleton-Century-Crofts, Meredith Corp. (Englewood 
Cliffs, N.J., Prentice-Hall, distributor), 1973, 624 pp., $11.95. 


A decade has passed since the first edition of this book was 
published. During those 1O years the field of clinical psychology 
has continued to evolve, to take clearer shape, and to separate 
more definitively from the science of psychology. The authors 
carefully minimize the actual separation of the “art of clinical 
psychology" from the mainstream of scientific psychology. 
They repeatedly emphasize the importance of scientific train- 
ing, an experimental foundation, familiarity with statistical 
analysis, and the basic value of continued interest in research. 
This emphasis may have been acceptable 10 years ago, but it is 
not the measure to which clinical psychologists continue to 
march. 

It is unfortunate that the authors give no indication of their 
own professional affiliations. They even refrain from using any 
degree designations. All we are told is that two of the authors 
are connected with the University of Oregon, presumably in the 
psychology department of that institution. 

The authors define the role of the clinical psychologist as 
three-fold —assessment, therapy, and research. Just as the prac- 
ticing clinical psychologist typically devotes his time and effort 
largely to therapy, so the book devotes most of its pages to the 
matter of therapy. The disproportionate amount of space given 
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to therapy has its advantage, however, because the book is ad- 
dressed primarily to students of psychology who may be consid- 
ering clinical psychology as their subspecialty. The image 
comes through with clarity. 

The book is generally well written and makes an easily read- 
able text. The settings, clients, and activities of the psychologist 
form a highly complex system to consider and explain; however, 
to abbreviate the system by referring to ““SCAs” does not add 
to the reader’s comprehension. 

“Diagnosis” and "therapy" are terms that suggest the medi- 
cal model, an item that seems to cause the authors continuing 
consternation. It is referred to repeatedly from the preface to 
the last chapter. Diagnosis becomes the "gathering and process- 
ing of information." Therapy becomes "the improvement pro- 
gram." The authors state, "Psychology has now moved so far 
beyond the medical model that it is undesirable to use those re- 
strictive terms" (p. 136). 

The clinical psychologist, according to the authors, should 
not work with a psychotic person unless he is in close associa- 
tion with a physician. Unless the psychologist knows something 
about diagnosis, how does he decide whether a patient is psy- 
chotic? The distinctions made between counseling and therapy 
in chapter 13 find the psychologist again associated with medi- 
cine because the authors accept the designations of "patient" in 
therapy and "client" in counseling. The matter of the psychia- 
trist-psychologist relationship is discussed very openly in chap- 
ter 19. That discussion should have been sufficient. 

The section on interviewing and the section on testing are 
highlights of the book. There is a valuable discussion of encoun- 
ter groups in which the authors make some important value 
judgments. The section on community psychology is also an as- 
set to the book. In contrast, the chapter on psychobiological 
systems is weak and shows some inaccuracies. Like other good 
clinical psychologists, the authors might have benefited from 
some medical consultation. 


ROBERT J. MCALLISTER, PH.D., M.D. 
Grants Pass, Ore. 


Phenothiazines and Structurally Related Drugs. Advances in 
Biochemical Psychopharmacology, vol. 9, edited by Irene S. 
Forrest, Ph.D., C. Jelleff Carr, Ph.D., and Earl Usdin, Ph.D. 
New York, N.Y., Raven Press, 1974, 804 pp., $35.00. 


This volume summarizes the proceedings of the Third Inter- 
national Symposium on Phenothiazines and Related Com- 
pounds, which was held in June 1973. The proceedings are im- 
pressive and indicate our continued advances in the knowledge 
of the phenothiazines from the point of view of their chemistry, 
pharmacology, and clinical effects. Not only are the phenothia- 
zines discussed, but related compounds such as the thioxan- 
thenes are mentioned. 

Anyone interested in this class of compounds should surely 
scan this volume. It is organized into a series of sections similar 
to the sessions at the symposium. These include Physical Chem- 
ical Aspects and Methodology, Mode of Action and Metabo- 


lism, Side Effects, Chlorpromazine Metabolism, Distribution - 


and Excretion Including Assay Procedures, Metabolism, Thio- 
xanthenes, Specific Chlorpromazine Metabolites, Pharmaco- 
logic Effects of Phenothiazines and Related Drugs, Phenothia- 
zine Effects on Macromolecules and Neurotransmitters, Round 
Table Conference on the Relevance of New Basic Data to Clini- 
cal Parameters, and Final Summary. 

Almost all of the outstanding investigators in this field were 
invited to the conference. Thus the papers included in this book 
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represent a veritable Who's Who in the field. The book is an in- 
valuable source of information of special interest to chemists 
and pharmacologists. It is also of interest to clinical psycho- 
pharmacologists and psychiatrists concerned with the research 


aspects of antipsychotics. All medical and pharmacy libraries 


should obtain copies. The editors and symposium organizers 
are to be congratulated for a job well done. 


EDWARD F. Domino, M.D. 
Ann Arbor, Mich. 


Schizophrenia: The Meanings of Madness, by Alexander R.K. 
Mitchell, M.B., Ch.B. New York, N.Y., Taplinger Publishing 
Co., 1974, 153 pp., $6.50. 


This short book is definitely written for the layman and para- 
professional in training as a text on the understanding of schizo- 
phrenia. The book deals with the problems of diagnosis, re- 
search, and treatment in a concise college outline form. There 
are few references to the original authors in each of these areas. 
The use of this text will not bring the psychiatrist or psychiatri- 
cally sophisticated layman up-to-date on schizophrenia; newer 
concepts in the research and treatment of this disease are not 
taken up. 

As to conveying to the reader the personal and familial 
agonies that schizophrenia entails, the author does an adequate 
job, but this book is not as good on this subject as Rosenbaum's 
text, titled The Meaning of Madness (1). 

In short, I cannot recommend this text as an up-to-date trea- 
tise or review of schizophrenia or as a detailed description of 
madness (see, for contrast, Chronic Schizophrenia by Freeman 
and associates [2])). However, | can recommend it as a primer 
for the layman, who will find in it clear definitions and an open- 
ness regarding the many unknowns in the research for the etiol- 
ogy of schizophrenia and the understanding of madness. 


REFERENCES 


l. Rosenbaum CP: The Meaning of Madness: Symptomatology, So- 
ciology, Biology and Therapy of the Schizophrenias. New York, 
Science House, 1970 

2. Freeman T, Cameron J, McGhie A: Chronic Schizophrenia. New 
York, International Universities Press, 1958 


JAMES R. STABENAU, M.D. 
Farmington, Conn. 


Homosexuality: A Changing Picture, edited by Dr. Hendrik M. 
Ruitenbeek. New York, N.Y., Humanities Press (U.S. distrib- 
utor), 1973, 218 pp., $7.50. 


This book consists of a series of articles written by different 
authors, some of whom are known to be homosexual or closely 
identified with homophile groups. The principal theme of many 
chapters is that homosexuality is an alternative lifestyle; those 
who look upon it as a pattern of maladjustment are therefore 
more in need of psychiatric treatment than is the homosexual. | 

Psychiatry and religion are attacked as the sources of thee 
problems of homosexuals. Statements such as “It is not homo- 
sexuality which is pathological—it is the entire discipline of 
psychiatry" and "Psychiatry is taken strongly to task as not 
only an adversary but the arch enemy” are but part of a well- 
planned assault on psychiatry and religion. 

Inspired by the success of militant black groups in activating 


group guilt to such a degree that many churches paid sub- 

stantial sums of money to indemnify black people, militant ho- 

mosexuals began an assault on psychiatry. They invaded and 

disrupted meetings where homosexuality was to be discussed 

and held demonstrations. Because most psychiatrists have ne- 
* glected this problem, a capitulation to the demands of the mili- 
` tant homophile groups was initiated. 


. Changes in community attitudes have been accomplished in prevent it. 
this age of sexual revolution. It is now recognized that all homo- 


sexuals are not exhibitionistic, that they are not aggressive psy- 
chopaths, and that they can be contributing members of society. 


^? 


APA Grant Program for Minority-Group Medical Students 
and Residents 


A small number of qualified minority applicants (including but not limited to American In- 
dians, Asian Americans, black Americans, and Spanish-speaking Americans) will receive resi- 
dency stipends, assistance in selecting a residency program, expenses to a yearly meeting with 
other minority fellows to share experiences and administrative help through APA's Office of 
Minority Affairs. The program is sponsored by APA, with funds provided by the National 
Institute of Mental Heaith. 


Applications are being accepted now for residencies beginning in July 1976 and subsequent 
years. Applicants must be U.S. citizens and must have graduated from a U.S. medical school 
or possess the ECFMG certificate. 


For further information write Jeanne Spurlock, M.D., Office of Minority Affairs, American 
Psychiatric Association, 1700 18th Street, N.W., Washington, D.C. 20009, or call (202) 232- 


7878. 
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Restrictive laws are being changed and substantial improve- 
ment in the concern of the individual has been brought about. 
Despite these changes, this book recognizes the fact that a 
proportion of those with a homosexual adjustment are dis- 
Satisfied and seek psychiatric care. The growing literature on 
the successful reversal of sexual patterns will contribute to even 
better understanding of this problem as well as provide Ways to 


SAMUEL B. HADDEN, M.D. 
Wynnewood, Pa. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


Medical, Moral and Legal Issues in Mental Health Care, edited 
by Frank J. Ayd, Jr., M.D. Baltimore, Md., Williams & 
Wilkins Co., 1974, 210 pp., $13.50. 


La Relaxation Thérapeutique chez l'Enfant, by Jean Berges and 
Marika Bounes. Paris, France, Masson et Cie, 1974, 191 pp., 50 
French francs (paper). 


Introduction to Rehabilitation Research, by Brian Bolton. 
Springfiela, Ill., Charles C Thomas, 1974, 191 pp., $14.50. 


How to Help Your Child Get the Most Out of School, by Stella 
Chess, M.D., with Jane Whitbread. Garden City, N.Y., Double- 
day & Co., 1974, 292 pp., $7.95. 


The Optimal Personality: An Empirical and Theoretical Analy- 
sis, by Richard W. Coan. New York, N.Y., Columbia Univer- 
sity Press, 1974, 235 pp.. $12.00. 


Legacies in the Study of Behavior: The Wisdom and Experience 
of Many, edited by Joseph Warren Cullen. Springfield, Ill., 
Charles C Thomas, 1974, 268 pp., $17.50. 


Pain, by Dr. Arthur S. Freese. Baltimore, Md., Penguin Books, 
1975, 242 pp., $2.25 (paper). 


The Promiscuous Teenager, by Daniel T. Gianturco, M.D., and 
Harmon L. Smith, B.D., Ph.D. Springfield, Ili., Charles C 
Thomas, 1974, 97 pp., $8.50. 


The First Year of Bereavement, by Ira O. Glick, Robert S. 
Weiss, and C. Murray Parkes. New York, N.Y., Wiley-Inter- 
science (John Wiley & Sons), 1974, 305 pp., $12.50. 


Awareness Experiences for School Use, by Bette Hamlin. Day- 
ton, Ohio, Pflaum Publishing, 1975, 73 pp., $3.95 (paper). 


Creative Divorce Through Social and Psychological Approaches, 
edited by Richard E. Hardy, Ed.D., and John G. Cull, Ph.D. 
Springfield. HI., Charles C Thomas, 1975, 172 pp., $12.95. 


Modification of Behavior of the Mentally HI, edited by Richard 
E. Hardy, Ed.D., and John G. Cull, Ph.D. Springfield, Hl., 


N Charles C Thomas, 1974, 223 pp., $13.50. 


)Problems of Adolescents: Social and Psychological Approaches, 
edited by Richard E. Hardy, Ed.D., and John G. Cull, Ph.D. 


Hh Springfield. Ill., Charles C Thomas, 1974, 271 pp., $14.75. 


Prolactin 1974, by Dr. D.F. Horrobin. Lancaster, England, 
Medical and Technical Publishing Co. (Montreal, Canada, 
Eden Press, distributor), 1974, 152 pp., $15.00. 


Prolactin: Physiology and Clinical Significance, by David F. 
Horrobin, M.A., D.Phil, B.M., B.Ch. Lancaster, England, 
Medical and Technical Publishing Co. (Montreal, Canada, 
Eden Press, distributor), 1973, 236 pp., $18.00. 


Developmental Psychology, 4th ed., by Elizabeth B. Hurlock. 
New York, N.Y., McGraw-Hill Book Co., 1975, 368 pp., 
811.95. 


These Are My Sisters: A Journal from the Inside of Insanity, by 
Lara Jefferson. Garden City, N.Y., Anchor Press/ Doubleday, 
1975, 196 pp., $2.50 (paper). 


Alcoholism: A Medical Profile. Proceedings of the First Inter- 
national Medical Conference on Alcoholism, edited by Neil Kes- 
sel, Ann Hawker, and Herbert Chalke. London, England, B. 
Edsall & Co., 1974, 200 pp., $16.00. 


Progress in Psychiatric Drug Treatment, edited by Donald F. 
Klein, M.D., and Rachel Gittelman-Klein, Ph.D. New York, 
N.Y., Brunner/ Mazel, 1975, 1,115 pp., $31.50. 


Successful Aging, by Olga Knopf, M.D. New York, N.Y., Vi- 
king Press, 1975, 222 pp., $8.95. 


Supplement I. A Bibliography of Books on Death, Bereavement, 
Loss and Grief: 1968-1972, compiled by Austin H. Kutscher, 
Jr, Martin Kutscher, and Austin H. Kutscher. New York, 
N.Y., Health Sciences Publishing Corp., 1974, 62 pp., $4.95 


(paper). 


Masked Depression, edited by Stanley Lesse, M.D., Med.Sc.D. 
New York, N.Y., Jason Aronson, 1975, 367 pp., $12.50. 


A Physiological Basis for Personality Traits: A New Theory of 
Personality, by David Lester, Ph. D. Springfield, Iil., Charles C 
Thomas, 1974, 124 pp., $9.75. 


Integrated Psychiatric Treatment, by Julian Lieb, M.B., B.Ch., 
and Andrew Edmund Slaby, M.D., M.P.H. Hagerstown, Md., 
Medical Department, Harper & Row, 1975, 185 pp., $9.75 (pa- 
per). 


Explorations in Psychohistory: The Wellfleet Papers, edited by 
Robert Jay Lifton with Eric Olson. New York, N.Y., Simon 
and Schuster, 1974, 359 pp., 89.95; $3.95 (paper). 


Understanding Homosexuality: Its Biological and Psychological 
Bases, edited by Dr. J.A. Loraine. New York, N.Y., American 
Elsevier Publishing Co., 1974, 214 pp., $15.95. 


Early Child Care in Switzerland. International Monograph Se- 
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ries on Early Child Care 2, by Kurt K. Lüscher, Verena Ritter, 
and Peter Gross. New York, N.Y., Gordon and Breach, 1973. 
122 pp., $9.50. 


The Pleasure Bond: A New Look at Sexuality and Commitment, 
by William H. Masters and Virginia E. Johnson, in association 
with Robert J. Levin. Boston, Mass., Little, Brown and Co., 
1975, 268 pp., $8.95. 


Rehabilitive Kardiologie: Dosiertes Training und Leistungsmes- 
sung, edited by H. Mellerowicz, J. Weidener, and E. Jokl. New 
York, N.Y., S. Karger, 1974, 173 pp., $35.75. 


Biological Mechanisms of Schizophrenia and Schizophrenia- 
Like Psychoses, edited by  Hisatoshi Mitsuda, M.D., 
D. M ed.Sci., and Tetsuo Fukuda, M.D., D.Med.Sci. Tokyo, Ja- 
pan, Igaku Shoin, 1974, 329 pp., no price listed. 


Student Personnel Work in General Education: A Humanistic 
Approach, edited by Harold A. Moses. Springfield, Ill., Charles 
C Thomas, 1974, 386 pp., $16.75. 


Woman's Work: The Housewife, Past and Present, by Ann 
Oakley. New York, N.Y., Pantheon Books ( Random House). 
1974, 268 pp., $8.95. 


Role Behavior and Role Conception in a Therapeutic Commu- 
nity: Construction of an Observational Device for Evaluation of 
Occurred Changes with the Participants, by Hanna Oren-Hup- 
pert. Amsterdam, The Netherlands, Swets & Zeitlinger, 1974, 
135 pp., 28.50 Dutch guilders (paper). 


Coordination of Services for the Mentally Handicapped: An Ac- 
count of a King's Fund Research Project, by Leslie Paine, M.A. 
London, England, King Edward's Hospital Fund for London, 
1974, 44 pp., £1.50 (paper). 


The EEG in Acute Cerebral Anoxia: Assessment of Cerebral 
Function and Prognosis in Patients Resuscitated After Cardio- 
respiratory Arrest, by Pamela F. Prior. Amsterdam, The Neth- 
erlands, Excerpta Medica, 1973, 314 pp., $36.95. 


Emergency Psychiatric Care: The Management of Mental 
Health Crises, edited by H.L.P. Resnik, M.D., and Harvey L. 
Ruben, M.D., M.P.H., with Diane Daskal Ruben, M.A.T., J.D. 
Bowie, Md., Charles Press (Robert J. Brady Co.), 1975, 170 pp., 
$8.95 (paper). 


Group Psychotherapy from the Southwest, edited by Max Ro- 
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senbaum. New York, N.Y., Gordon and Breach, 1974, 126 pp., 
$10.00. 


Psychiatric Assessment by Speech and Hearing Behavior, edited 
by Clyde L. Rousey, Ph.D. Springfield, Ill., Charles C Thomas, 
1974, 365 pp., $18.75. 


The Depressive Spectrum, by Dean Schuyler, M.D. New York, 
N.Y., Jason Aronson, 1974, 171 pp., $10.00. 


The Child/ Adolescent and Urban Psychiatric Clinics, by Jerome 
S. Silverman, M.D. New York, N.Y., Health Sciences Publish- 
ing Corp., 1974, 181 pp., $7.95 (paper). 


Counseling Couples in Groups: A Manual for Improving Trou- 
bled Relationships, by Robert L. Smith, Ed.D., and Ann M. 
Alexander, M.Ed. Springfield, IHi., Charles C Thomas, 1974, 95 
pp., $8.75. 


Medicaid: Lessons for National Health Insurance, edited by Al- 
len D. Spiegel, Ph.D., and Simon Podair, M.A: Rockville, Md., 
Aspen Systems Corp., 1975, 356 pp., $24.00. 


Careers of the Criminally Insane: Excessive Social Control of 
Deviance, by Henry J. Steadman and Joseph J. Cocozza. Lex- 
ington, Mass., Lexington Books (D.C. Heath and Co.), 1974, 
198 pp., $14.00. 


Adjustment to Widowhood and Some Related Problems: A Se- 
lective and Annotative Bibliography, by Cécile Strugnell. New 
York, N.Y., Health Sciences Publishing Corp., 1974, 201 pp., 
$6.50 (paper). 


The Adolescent in Group and Family Therapy, edited by Max 
Sugar, M.D. New York, N.Y., Brunner/ Mazel, 1975, 282 pp., 
$13.50. 


An Arranged Marriage, by Inge Trachtenberg. New York, 
N.Y., W.W. Norton & Co., 1975, 272 pp., $6.95. 


Detection of Dependence-Producing Drugs in Body Fluids. Re- 
port of a WHO Meeting of Investigators. Technical Report Se- 
ries 556, by the World Health Organization. Geneva, Switzer- 
land, WHO (Albany, N.Y., Q Corp., distributor), 1974, 50 pp., 
5 Swiss francs (paper). 


Process and Practice in Family Therapy, by Gerald H. Zuk, 
Ph.D. Haverford, Pa., Psychiatry and Behavioral Science 
Books, 1974, 120 pp., $9.75 (paper). 
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Fall Committee Meetings 


Following is a summary of the proceedings of the fall, committee meetings of the American Psychiatric Association, which were 


held in Washington, D.C., in October 1974. 


The Council on Medical Education and Career Development 


ALBERT J. SILVERMAN, M.D., CHAIRMAN 


THIS COUNCIL MET formally in March, May, and October 
1974, and a meeting was scheduled for March 1975. Compo- 
nents met in October 1974, with some additional meetings held 
by certain committees. In general, conference calls were en- 
couraged. The reorganization of the Council structure was 
accomplished by October 1974. Reports of Council actions 
and responses of the Reference Committee and Board of 
Trustees follow. 

The Council met on March 7, 1974, at Point Clear, Ala. Dr. 
Silverman reported on the meeting of the Steering Committee 
for the Working Conference on Psychiatric Education held 
February 28 to March 2, 1974. Some concern was expressed at 
the lack of a relationship with this Council'as well as with other 
APA working groups. À tentative schedule aiming for commis- 
sion work between March and June 1974, the Conference in 
June 1975, and publication of the conference report in February 
1976 was formulated. 

.Drs. Feldman and Senescu reported on the meeting on re- 
certification held in Houston, March | and 2, 1974. This led to 
recommendation that APA make a formal statement about this 
issue and how to use the self-assessment test. The Committee 
on Continuing Education was so directed. The Council also rec- 
ommended improved liaison with the American Board of Psy- 
chiatry and Neurology via meetings with APA-appointed 
Board members and the Council. 

The Council, having received material expressing concern 
about the lack of teaching of ethics, recommended that material 
already collected by APA in this area be sent to the Assembly, 
professors of psychiatry, and the directors of training progrms. 
The Council further recommended that the teaching of ethics be 
included in the forthcoming Conference on Psychiatric Educa- 
tion. 

The Council had received material concerning sex clinics and 
licensing counselors and hypnotists. Because these clinics and 
practitioners represent a new and burgeoning issue, the Council 


recommended that the matter be referred to the Council on 
Emerging Issues. 

Dr. Kaplan presented his report of the Committee on Medi- 
cal Education. The Task Force To Plan a Conference for Fam- 
ily Life Education has not yet secured outside funding. The 
Council directed Dr. Kaplan to communicate with the chair- 
man of the task force, Arnold M. Kallen, M.D., for additional 
data. Because behavioral science teaching appeared to be in dis- 
array, it was suggested that the committee establish liaison with 
the Behavioral Science Committee of the National Board of 
Medical Examiners (NBME) and that a behavioral scientist be 
invited to meet with the committee to help develop national 
standards. The Council endorsed these recommendations. 

Dr. Coppolillo's report on the Committee on Graduate Edu- 
cation was in the form of a letter since he was unable to be 
present. In considering the Liaison Committee on Graduate 
Medical Education of the Coordinating Council on Medical 
Education, the committee expressed concern over the appeal 
mechanisms and indicated more information was needed. The 
committee was asked to be in touch with the appropriate bodies 
and develop this information. 

In considering the internless residency, the committee recom- 
mended a more medically oriented first year even if the overall 
program required a fourth year. The American Board of Psy- 
chiatry and Neurology (ABPN) has issued a recommendation 
regarding a four-year program in which the equivalent of one 
year would be spent in “medica!” learning. All the members of 
the Council expressed themselves as in favor of this, but some 
concern was expressed regarding its financial feasibility. The 
Council endorsed the committee's position but expressed con- 
cern regarding the immediate feasibility of a change to a four- 
year program. The Council also expressed concern over the lack 
of interaction with the ABPN on these issues as well as our ig- 
norance of the data that led to the recommendation. This was 
underscored by the fact that the Council had been attempting to 
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collect data to determine the results of several years of the in- 
ternless residency. The committee accepted the recommenda- 
tion that a Task Force in Administrative Psychiatry (curricular 
matters) not be endorsed at this time. 

No new report was available from the Task Force on Re- 
search Training. The manuscript on the monograph on school 
mental health consultation from the Task Force on School 
Consultation is expected shortly. A discussion followed regard- 
ing data which demonstrated that a very low percentage of 
board-eligible individuals in psychiatry, in contrast to other spe- 
cialties, actually get certified. This question was referred to the 
Committee on Continuing Education. 

The Committee on Continuing Education, Robert A. Se- 
nescu, M.D., chairman, reported that more development of sub- 
committees is necessary. Dr. Senescu is chairman of the ad hoc 
committee, which met on March 5, 1974, assigned to work on 
the self-assessment test. The Council agreed with the recom- 
mendation from the Committee on Continuing Education that 
all their functions, including the self-assessment test, be under 
its advisory mission. Thus the new ad hoc committee should be 
under the Committee on Continuing Education. In discussing 
recertification, the committee recommended and the Council 
agreed that its previously approved statement should be repub- 
lished in Psychiatric News and elsewhere for wide distribution. 
Staff will arrange for this. 

The question of APA support of an Office of Education was 
discussed. The questions of funding, the range of concerns, and 
the relationship to the NBME, to the ABPN, and to other spe- 
clalties and organizations were extensive enough so that it was 
felt that an additional meeting was necessary to effect closure 
on this issue. This was scheduled for May 20, 1974. 

The report from the Commission on History outlined its ac- 
tivities since the October 1973 meeting, a continuation of work 
on the "Syllabus of the History of Psychiatry." Letters have 
gone out to department chairpersons requesting their help in 
recording oral memoirs of leading psychiatrists. Roche Labora- 
tories 1s sponsoring the Benjamin Rush Lectureship on Psychi- 
atric History at the annual meeting this year. Some commission 
members expressed concern about a communication gap in the 
establishment of a task force on psychohistory in another coun- 
cil. Staff will look into this and attempt to facilitate liaison. 

A written report from the Commission on Certification in 
Administrative Psychiatry was received. An updated reading 
list has been sent to the 22 candidates who will be examined in 
May 1974 (the largest group ever) and to the 6 candidates on a 
waiting list. In view of the commission's work with other orga- 
nizations to plan a curriculum in administration, Dr. Barton, in 
a recent letter to Dr. Foley, stated the question of offering ex- 
aminations through the ABPN would be reopened. In consid- 
ering the possibilities of alternative funding for psychiatric edu- 
cation, the Council recommended a combined loan with 
forgiveness for service plus timed repayment including teaching 
costs. 

The Committee on Liaison with the American College of 
Physicians has been transferred to the Committee on Contin- 
uing Education. The “Liaison Group with the American Col- 
lege of Physicians" was suggested as a name. The two major 
topics of the meeting on May 20, 1974, at the APA central of- 
fice were the relationship of the Council to the ABPN (espe- 
cially concerning the problem of the internship year) and a pro- 
posal for an Office of Education within the APA staff structure. 
To introduce the subject of the relationship between the Council 
and the ABPN, Dr. Pat McKegney, chairman of the Depart- 
ment of Psychiatry at the University of Vermont, summarized a 
report from the American Association of Chairmen of Depart- 
ments of Psychiatry that listed various problems related to in- 
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ternship, residency, and matching plans. It proposed a short- 
term solution—to live with the dicta of the ABPN— but also 
raised some long-term questions about residency training: 
where it should be carried out, by whom, for whom, and for 
what period of time. 

It was felt that the efforts of many individuals in this field are 
currently becoming focused and that this Council should relate 
to the Association of American Medical Colleges (AAMC), the 
directors of residency training programs, the professors, and 
others. The possibility of using joint data banks in order to 
avoid discrepancies in calculations was mentioned. 

A previous statement of this Council had suggested that the 
reinstitution of the internship was desirable, but concern was 
expressed about its feasibility at this time. The Council had sug- 
gested that there should be time for the ABPN to study the in- 
ternship. The Council approved the concept that there should be 
either an internship or a four-year term for the study of psychia- 
try and that this should be implemented in 1977. 

Dr. Feldman reported that the ABPN has not yet taken ac- 
tion concerning recertification and expressed concern about 
those in APA who have never taken board examinations. The 
Council again pointed out the need for better liaison with the 
ABPN. A recommendation was made that a liaison group be- 
tween the Council and the ABPN be established, and this was 
accomplished. Drs. Senescu and Shader were appointed to serve 
as liaison from the Council to the ABPN at the latter's policy 
meeting in Chicago on July 12 and 13. It was also felt that there 
should be a liaison between the ABPN and the Council similar 
to the one that had previously existed with the Committee on 
Medical Education. 

The remainder of the meeting was spent discussing the possi- 
bility of establishing an Office of Education within the APA 
central office. It. was noted that two major aspects of education 
have been represented in the staff through the Office of Contin- 
uing Education and the Physician Education Project. It was 
also noted that many other aspects of APA activities are of an 
educational nature (e.g., the annual meeting, the Institutes on 
Hospital & Community Psychiatry, the Colloquium, publica- 
tions, etc.). 

A new Office of Education could concern itself with a full 
range of interests in education, possibly beginning with pre- 
college, and certainly extending through medical school, resi- 
dency training, and the professional lifetime of APA members. 
It was felt that the primary function of such an office would be 
to initiate and coordinate the numerous education functions 
and activities now going on as well as others that might be 
planned. Included in such coordinating responsibility would be 
the establishment and maintenance of liaison with other educa- 
tional and certifying bodies such as the ABPN and the AAMC. 

While it seemed clear that the Council should have the re- 
sponsibility for policy formulation vis-a-vis educational matters 
and would be advisor to other parts of APA, the staff office 
would carry out policy. In addition, there could be an outreach 
from the staff office involving the district branches and the vari- 
ous areas in specific programs for continuing education, partic- 
ularly the education of our own members. Although APA has 
taken on a responsibility in the area of self-assessment, the As- 
sociation would only act in an advisory capacity in recertifica- 
tion. JA 

The Reference Committee responded to the Council's pro- 
posals in June 1974 by approving an ad hoc subcommittee of 
the Commission on History for the purpose of coordinating 
APA plans for the bicentennial celebration. The Reference 
Committee also supported the Council's position on the rees- 
tablishment of the internship and approved in principle the con- 
cept of an Office of Education within APA. 


\ 





Net 


The Council met again at APA headquarters, Washington, 
D.C., October 17 to 19, 1974. The Council chairman's response 
to the Reference Committee survey questionnaire was reviewed. 
This led to discussion on the goals and objectives of the com- 
ponents, and it was suggested that these be more clearly spelled 
out within the components and that the committee chairper- 
sons, as they report, state the various issues of major concern to 
their groups. It was again pointed out that there was so much 
emergency material that the major issues of education were 
being bypassed. An additional meeting of the Council and of its 
components in the spring to plan policy, etc., was tentatively 
planned for March. 

The Council endorsed the establishment of the Office of Edu- 
cation of APA. The Council also developed guidelines for the 
Medical Director in finding a director of the Office of Educa- 
tion. 

Dr. Jeanne Spurlock requested that the Council make recom- 
mendations concerning membership on the Selection Advisory 
Committee, Minority Fellowship Program; this was done. 

Marc Hollender, M.D. (liaison with the ABPN), stressed that 
APA has a major input into the ABPN. He also noted that 
there recently has been a much more open attitude on the part 
of the ABPN. Interest has been expressed in certification in 
special competency such as already exists in the field of 
neurology, i.e., “Special Competence in Child Neurology.” 

A committee is working on the entire problem of recertifica- 
tion. The recertification would probably relate only to the spe- 
cific area in which an individual is practicing. The Council dis- 
cussed with Dr. Hollender the refusal of the ABPN to take on 
the problem of recertification in administrative psychiatry. The 
ABPN felt that administrative psychiatry was not an area that 
would merit special competency certification. There was a feel- 
ing that too many other areas (geriatrics, forensic psychiatry, 
etc.) would seek certifying procedures. 

The Council noted that although there are a number of APA 
members on the ABPN, the feedback is poor. It was suggested 
that communication before any contemplated action is taken 
would be extremely worthwhile. It was also suggested that when 
the Office of Education ts established, it could also be a vehicle 
for relating to the ABPN. 

Harold Kaplan, M.D., chairman of the Committee on Medi- 
cal Education, commented on the report from the Task Force 
on Goals and Priorities of the NBME. In view of this task 
force's concern about lack of communication between the 
NBME and APA on educational matters, the Council agreed 
that it should negotiate with the NBME concerning interaction 
on psychiatric input to the NBME exams. 

The Council approved the request of the Committee on Med- 
ical Education that the APA negotiate with the NBME so that 
one of its members (Committee on Medical Education) or other 
suitable representative could become a participating member of 
the NBME examining panels (parts one and two). 

A second recommendation of this committee was that a task 
force be established to determine the role of a behavioral sci- 
ence curriculum during the first two years of medical school 
training. This was tabled pending the receipt of further informa- 
tion from the commissions associated with the impending Con- 
ference on Psychiatric Education. 

The Council approved the committee’s request that APA ex- 
plore the possibility of liaison with the AAMC with a view to- 
ward determining and guiding behavioral input in the Medical 
College Aptitude Test (MCAT). 

The committee’s Task Force To Plan a Conference on Fam- 
ily Life Education has been unable to obtain financial backing. 
It recommended cosponsorship by a number of different orga- 
nizations, but little progress has been made. The committee rec- 
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ommended that the project be rejected since it is different than 
that previously approved. The Council recommended that the 
Task Force To Plan a Conference on Family Life Education be 
terminated. 

The Task Force on School Consultation has completed a 
manuscript and will deliver it to the committee with the reports 
of two referees. It will then be forwarded to Council for its ac- 
tion. 

The Committee on Graduate Education, Henry Coppolillo, 
M.D., chairman, requested that it have liaison with APA com- 
ponents attempting to define the professional role and profile of 
a psychiatrist and expressed a desire to work to develop core 
curricula as well as techniques for the training and education of 
students to achieve the goal of producing competent psychia- 
trists; the Council endorsed both of these requests. 

There was considerable discussion about the Internship 
Matching Plan. The Council endorsed this committee's request 
that APA through the Medical Director's office contact other 
psychiatric education organizations to get their reactions to the 
matching plan and forward this to the Committee on Graduate 
Education for its study and reaction. 

The Council also endorsed the idea that the Office of Educa- 
tion should carry out a coordinating function in this area. 

An interim report from the Task Force on Research Train- 
ing, Frederic G. Worden, M.D., chairman, was received and 
briefly reviewed. This task force will produce a paper docu- 
menting the need for and techniques of research training. 

A report from the Subcommittee on Foreign Medical Gradu- 
ates, Tsung-yi Lin, M.D., chairman, was approved, and it was 
recommended that it go back to the Assembly prior to sub- 
mission to the Reference Committee. 

The desirability of creating a task force dealing with the in- 
terface in the training of psychiatry and other mental health 
professionals was discussed; it will be continued at a later meet- 
ing. 

The report from the Committee on Continuing Education, 
Robert A. Senescu, M.D., chairman was received with thanks. 
The group in liaison with the American College of Physicians 
noted that APA members from this group are paid by the col- 
lege to attend their meetings and requested that APA explore 
the possibility of paying the way of members of the college to 
attend APA meetings. The Council endorsed this request. 

The liaison group has pointed out that, while part of their 
function is education, their liaison functions go far beyond 
merely the educational; they believe that they have been in- 
appropriately placed in this Council. The Council recom- 
mended that the group in liaison with the American College of 
Physicians be transferred to the Council on Professions and As- 
sociations. The Council approved the committee's recommen- 
dation that the colloquium be postponed until the summer and 
also endorsed the committee's wish that it and its components 
meet in the spring (at the same time as the Council) so that the 
entire area can be thoroughly reviewed. The relationship of this 
committee and its components to the Office of Education would 
be thoroughly aired. 

The report from the Commission on Certification in Admin- 
istrative Psychiatry, Dean K. Brooks, M.D., chairman, was re- 
ceived with thanks. It should be noted that this commission did 
not meet but submitted a written report. The role of the APA in 
certification in administrative psychiatry and other areas was 
again reviewed. 

The Council after a thorough discussion recommended that 
certification in administrative psychiatry by APA come to 
an end in 1980 since it is regarded that this is an inappropriate 
function for APA. 

The report from the Commission on History, David F. 
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Musto, M.D., chairman, was received with thanks. The Council 
supported the recommendation of the commission that a task 
force on the syllabus, chaired by Dr. Daniel Blain, be estab- 
lished and that a $2,000 budget be requested. It also recom- 
mended that because of the commission’s role in the bicenten- 
nial this commission be continued until 1977. 

The Reference Committee responded to the Council’s pro- 
posals in November 1974 by approving the Council’s recom- 
mendation that APA explore with the NBME the possibility of 
a liaison with more membership on examination panels. The 
Reference Committee also approved the recommendation of 
the Council for a liaison with more membership on examination 


The Council on Mental Health Services 


JAMES C. JOHNSON, M.D., CHAIRMAN 


THE COUNCIL ON MENTAL HEALTH Services held only one 
meeting in 1974 (in October) and succeeded, in conjunction 
with its numerous components, in overspending its budget by 
$1,541.31. This amount will probably be increased by necessary 
additional meetings of the Task Force on Collaboration of Psy- 
chiatrist and Consumer, the Task Force To Study the Status of 
Nursing Homes, and the Task Force on Problem-Oriented 
Records. In view of these fiscal facts, the Council does not con- 
template another meeting until October 1975. 

The survey comparing human service systems with indepen- 
dent departments of mental health in various states has been 
completed. The Council reviewed all of the survey material, and 
brief summaries of these responses indicated that the majority 
of district branches preferred a psychiatrist to head the mental 
health administration, that they preferred a separate depart- 
ment of mental health, and that, whatever the structure, they 
felt the program administrator should have direct access to the 
governor and the legislature of each state. The Council recom- 
mended that district branches be reminded that the existing pol- 
icy statement (September 4, 1970) as well as the results of the 
survey will be used until the Council revises its existing policy 
statement. In addition, it recommended that the policy state- 
ment be revised and updated and a documentary preambie be 
added that will justify its conclusion; this draft will be consid- 
ered at the next meeting. 

The Council had been asked to consider establishing a task 
force to study the entire question of rehabilitation. When this 
suggestion was submitted to the Reference Committee in No- 
vember, the question was referred to the Council on Professions 
and Associations for consideration by the newly forming Task 
Force on APA Liaison Activities for appropriate liaison with 
rehabilitation agencies. 

Because of a lack of time and manpower in the face of pro- 
liferating demands for topics to be studied, and in order to serve 
the needs of children and adolescents as they relate to the re- 
sponsibilities of APA, the Commission on Childhood and Ado- 
lescence, Viola Bernard, M.D., chairwoman, recommended 1) 
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panels and the recommendation of the Council for a liaison 
with AAMC, with a view toward better psychiatric and behav- 
ioral science input by APA members into the MCAT. 

The Reference Committee approved the Council’s recom- 
mendation that the Task Force on Family Life and Education 
be terminated, agreed to recommend to the Board of Trustees 
that certification in administrative psychiatry ultimately be ter- 
minated by APA, and approved an extension of the Commis- , 
sion on History until 1977 so that its activities in the bicenten- : 
nial can go forward. 

At its meeting in December 1974, the Board of Trustees en- 
dorsed the actions of the Reference Committee. 


the formation of a Council on Childhood and Adolescence, with 
representatives from general psychiatry, child and adolescent 
psychiatry, and administrative psychiatry; 2) that the Assembly 
appoint an observer to the Council on Childhood and Adoles- 
cence to facilitate communication between the Council and the 
Assembly; 3) the formation of a number of task forces to de- 
velop policy and action papers for APA on the issues of—in or- 
der of priority—state government patterns for delivery of men- 
tal health services to children and adolescents, establishment of 
guidelines for the duration of treatment and treatment modali- 
ties of residential and inpatient services for children and adoles- 
cents, special problems of confidentiality in the treatment of 
children and adolescents, and mental health implications of al- 
ternatives to traditional family styles and structures. 

It was also recommended that APA take the position that the 
amount of staff time that each community mental health center 
allocates to services for children and adolescents be proportion- 
ate to their numbers in the catchment area served by that cen- 
ter. 

The recommendation for the formation of a Council on 
Childhood and Adolescence was deferred by the Reference 
Committee, with the recommendation that the commission or- 
ganize its members into subgroupings to be charged with study 
of the proposed items. It further recommended that the Com- 
mission on Childhood and Adolescence explore means of infor- 
mational liaison with the National Council of Organizations for 
Children and Youth and strongly urged the Commission to pre- 
pare a position paper to be presented by the Reference Com- 
mittee at the upcoming Key Conference. 

Under the threat of curtailment of mental health benefits by 
CHAMPUS, the Committee on Federal Government Health 
Services, Stewart Baker, M.D., chairman, established liaison 
with the Commission on Standards of Practice and Third-Party 
Payment and submitted recommendations for peer review of 
CHAMPUS and other federal programs of reimbursement at 
the national and district branch levels. This committee reported 
a continuing decrease in the number of military psychiatrists, a 
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reduced availability of services, particularly for dependents and 
retired personnel, and increasing provision of mental health 
services by other mental health professionals such as psycholo- 
gists and social workers. There is also evidence that there are 
problems in gaining approval for the implementation of a serv- 
ice-wide child advocacy program with the Department of De- 
fense. With reduction of federal support, many community 
mental health centers are suffering increasing financial diffi- 
culties, particularly when they are not supported by state fund- 
ing. The committee recommended that APA refer this problem 
to the attention of NIMH and requested early focus. on the 
needs for improved mechanisms of transition from federal 
grant support to other modes of funding. 

The Committee on Financing Mental Health Care, William 
H. Goldman, M.D., chairman, submitted a progress report 
enumerating recommendations of principles on insurance cov- 
erage for mental illness. A benefit package has been developed 
and studied by the committee. After its December meeting it 
was ready to draft a final document, from which a revised 
statement on mental health coverage under national health in- 
surance can be developed by APA. A final report should be re- 
ceived by April 1975. 

The Task Force on Peer Review, Frank Sullivan, M.D., 
chairman, has completed its work and submitted its final report, 
recommending that the entire field of peer review be an ongoing 
consideration of APA, that the task force be dissolved and be 
replaced by a Committee on Peer Review composed of a small 
number of individuals, and that a full-time psychiatrist be ap- 
pointed as a director of the Office of Peer Review in the APA 
central office. The Board of Trustees authorized the estab- 
lishment of such a committee, which will be appointed in May 
1975. 

In addition to the Committee on Peer Review, a task force to 
develop screening criteria has been appointed to accomplish the 
work set forth in the AMA subcontract with APA to update 
our PSRO material. This task force held its first meeting Janu- 
ary 17 to 18 and will submit a report at the annual meeting. 

The progress report of the Task Force on Suicide Prevention, 
Matthew Ross, M.D., chairman, described an ambitious pro- 
gram for continuing their activities of attaining psychological 
autopsies on a selected sample of 100 incidents. Because of fis- 
cal considerations and the fact that other groups are engaged in 
such studies, the Reference Committee and the Council recom- 
mended that a time limit (October 1975) be established to com- 
plete the original charge and make a final report, which could 
contain recommendations for future studies as indicated. 

The Task Force To Study the Status of Nursing Homes and 
Other Extended Care Facilities, Seymour J. Viener, M.D., 
chairman, has held two meetings and will complete its work 
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with supportive documentation by April 1975. They have used 
existing organizational definitions of nursing homes and ex- 
tended care facilities, recommendating standards of practice, 
staffing, and environmental protection derived from a variety of 
sources and applied to these specific facilities. 

The Task Force on Problem-Oriented Records, Richard L. 
Grant, M.D., chairman, has held three meetings and will com- 
plete the first phase of its work by April I, 1975. The task force 
has recommended that APA consider a permanent component 
on psychiatric records in the central office in order to develop 
and maintain uniform standards of record keeping, utilization 
of records, and updating such standards as necessary. 

The Task Force To Develop a Mini-CPT, Leigh M. Roberts, 
M.D., chairman, has completed its work and submitted a draft 
for an expanded, annotated "Procedure Terminology for Psy- 
chiatrists." The Reference Committee has approved its recom- 
mendation that 25,000 copies be printed and distributed to the 
APA membership. 

The Task Force on Collaboration of the Psychiatrist and 
Consumer in Psychiatric Programs, June J. Christmas, M.D., 
chairwoman, has held three meetings, during the course of 
which several preliminary drafts of a position statement have 
been reviewed. It has recommended that the task force be re- 
named the Task Force on Collaboration of Psychiatry and Citi- 
zens in order to broaden the representation of input deemed 
necessary for APA. A final position statement will be available 
between now and the annual meeting. 

The Task Force on APA Standards for Psychiatric Facilities, 
William S. Allerton, M.D., chairman, completed its work and 
was disbanded following publication of the recommended revi- 
sions. 

The Task Force on Private Psychiatric Hospitals, John H. 
Houck, M.D., chairman, completed its work and will submit a 
final report by May. 

The Task Force on Psychiatric Rehabilitation in Correc- 
tional Systems, Francis A. Tyce, M.D., chairman, has had nu- 
merous difficulties in membership, meeting times, and work po- 
tential. It 1s hoped that it will be able to complete a report by 
October 1975. 

The Council continues to review its own functioning as well 
as that of its various components. One of the problems that con- 
fronts the Council is the repeated tendency of its components to 
attempt to redefine, broaden, or change their original charges, 
thus developing additional areas of concern, which prolongs the 
life of a task force or may require conversion to a committee. 
There are also increased recommendations for permanent staff 
to be responsible for a variety of specific topics in the central of- 
fice. In spite of the Council's admonitions and attempts at con- 
tainment, this practice seems to be burgeoning. 
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The Council on Research and Development: 


JOHN J. SCHWAB, M.D., CHAIRMAN 


DURING THE PAST year the Council conducted two working ses- 
sions, one in April and the other during the fall committee 
meetings. Lester Grinspoon, M.D., and Walter W. Shervington, 
M.D., replaced Russell R. Monroe, M.D., who had completed 


his five-year term, and Seymour S. Kety, M.D., who resigned - 


from the Council. James H. Carter, M.D., replaced Walter W. 
Shervington, M.D., as observer/consultant. E. [van Bruce, Jr., 
M.D., continued serving as the assembly liaison. “Report No. 8, 
Clinical Aspects of the Violent Individual," edited by John R. 
Lion, M.D., and Donald P. Kenefick, M.D., was published in 
October 1974. 

A significant portion of the Council's energy and time has 
been devoted to the subject of psychiatrists' role conflicts. In 
1973 the Council reviewed a number of research proposals de- 
signed to study conflicts between psychiatrists’ institutional and 
therapeutic roles and the extent to which psychiatrists serve as 
agents of social control. The Council recommended to the Ref- 
erence Committee that the Board of Trustees endorse and seek 
funding for two complementary studies. One is a focused "Sur- 
vey of New Jersey Psychiatrists’ Role Perceptions," which 
would be conducted by Claudewell S. Thomas, M.D., and Clyde 
Sullivan, Ph.D., from the New Jersey College of Medicine and 
Dentistry. The second is a more comprehensive, socioanthro- 
pologic evaluation of psychiatrists' role conflicts and the profes- 
sion's involvement in governmental, legal, ethical, and thera- 
peutic issues as a mechanism for social control, which would be 
undertaken by the Institute of Society, Ethics, and the Life Sci- 
ences, Hastings Center, New York. Some limited funding from 
the Association has been obtained for the New Jersey study, 
which will entail a 100-percent sampling of psychiatrists in that 
state in order to obtain greater understanding of both the nature 
and the extent of their role conflicts. No funding, however, has 
been obtained for the more major study; currently, the principal 
investigators are revising the research design before submitting 
the proposal for funding. 

Four new task forces have been established. 

Samuel B. Guze, M.D., accepted the chairmanship of the 
Task Force on Ethics in Research. Already, the task force is 
studying a series of research protocols in which ethical consid- 
erations are problematic if not controversial. The task force's 
mandate is to evaluate existing regulations and develop a model 
that will serve as a background for their studies of research 
protocols which present ethical problems. From their critique of 
the regulations and their analysis of research protocols, the task 
force will develop a code of ethics for psychiatric research. The 
Council's liaison member to the task force is Louis Jolyon 
West, M.D. 

A Task Force on Electroconvulsive Therapy has been ap- 
proved for a two-year period. The task force's charge is to con- 
duct a “state of the art” review of the current literature and on- 
going research on ECT in order to develop a position paper for 
the Association and supply up-to-date guidelines regarding the 
indications for and the results of ECT. The liaison member is 
Lester Grinspoon, M.D. 

The new Task Force To Study the Problems of Aging Psychi- 
atrists will undertake to determine the number, locations, and 
professional activities of psychiatrists over 65 years of age. 
Then, the task force will offer suggestions and develop guide- 


480 Am J Psychiatry 132:4, April 1975 


lines for further research on aging psychiatrists’ roles, special 
capabilities, and the difficulties they encounter. Possibly a spe- 
cial office in APA could serve a useful function by providing in- 
formation about part-time positions and other professional ac- 
tivities suitable for aging psychiatrists facing retirement or 
those already retired who wish to continue some type of profes- 
sional activity. Appointments to the task force will be made at 
the April 1975 Council meeting. 


The Council will develop a charge for the new Task Force on 
Relationships Between Psychiatry and Psi-Phenomena and will 
begin working on appointments to the task force at the April 
1975 meeting. 


The Task Force on Innovative Approaches to DSM-III has 
been merged with the Task Force on Nomenclature and Statis- 
tics, Robert Spitzer, M.D., chairman. The task force, which is 
working vigorously on DSM-III, consists of one central com- 
mittee and four subcommittees. The central committee is 
charged with the overall responsibilities for DSM-III, each of 
the subcommittees will focus its efforts on one of the four fol- 
lowing major topics: psychosis, personality, childhood, sexual 
disorders. The nine subjects that will serve as the table of con- 
tents for DSM-III are 1) the definition of mental disorder, 2) a 
defense of the medical model, 3) operational criteria for the 
diagnostic categories, 4) a nomenclature for psychosocial prob- 
lems, 5) the validity of psychiatric disorders, 6) a provision for 
undiagnosed psychiatric disorders, 7) a bibliography of stan- 
dard references, 8) a glossary, and 9) an index. A final draft is 
scheduled for 1977; DSM-III will be published in 1978. 


The Commission on Drug Abuse, Daniel X. Freedman, 
M.D., chairman, has been asked to perform many functions 
and, of necessity, has had to respond to emergency requests 
from the APA central office for statements on and immediate 
reviews of critical issues. Thus, the commission has had to func- 
tion as an advisory body as weli as a group interested in re- 
search in this field. Moreover, the commission's roles and activ- 
ities cut across many lines and involve numerous other councils. 
[n view of these considerations, the Board of Trustees decided 
to terminate the commission in May 1975. The Council will ap- 
point task forces to study specific research problems related to 
drug abuse and alcoholism. The Reference Committee and the 
Board of Trustees will search for a more definitive structure for 
the commission's other roles and functions. 

The Task Force on Methadone Therapy and Narcotic An- 
tagonists, Roger E. Meyer, M.D., chairman, has submitted a fi- 
nal report that is being edited for publication as one of the As- 
sociation’s task force reports. 


The Task Force on Lithium Therapy, Irvin M. Cohen, M.D., 


. chairman, has completed its work and is editing its final report. 


During the next few months the task force will be completing 
both an in-depth report on the current status of lithium therapy 
and a summary that will be submitted for publication as an ar- 
ticle in The American Journal of Psychiatry. 

The Task Force on the Effects of Television on Mental 
Health, James H. Ryan, M.D., chairman, submitted a progress 
report at the October meeting. The task force thinks that 
watching television does not have adverse effects provided the 
viewer is a mentally healthy individual. The task force has 


y 
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found some evidence for possible “television addiction," partic- 
ularly in adults and children whose menial health states are bor- 
derline or fragile. Questions are being raised about the extent to 
which television enriches life for deprived persons and whether 
television is meeting its responsibilities to improve the quality 
of life in America. This task force is now preparing its final re- 
port, which should be ready for review at the Council’s April 
meeting. 

The Task Force on Biofeedback, Martin T. Orne, M.D., 
chairman, is proceeding with its work. It will be focusing its ef- 
forts on evaluating biofeedback in four major areas: cardiovas- 
cular, muscular, temperature control, and EEG. Bernard C. 
Glueck, M.D., is the Council's liaison to the task force. 

The Task Force on Meditation, James Morgan, M.D., chair- 
man, has met once and is enlarging its group. The task force is 
preparing a questionnaire to gather psychiatrists’ opinions 
about meditation as therapy. Also, the task force is searching 
for reports of adverse reactions to transcendental meditation. 
Bernard C. Glueck, M.D., is the Council liaison. 

The Task Force Relative to Research Evaluation of Racism, 
Claudewell S. Thomas, M.D., chairman, is working on the con- 
text and the content of psychiatric research, the role of the com- 


OFRICIAL ACTIONS 


munity in research, and the differences between evaluation and 
research. This task force is studying accountability, role 
models, and who is receiving research support. For each of 
these items the position and the participation of minority 
groups will be examined. 

The Task Force on Evaluation Research in Community 
Mental Health Centers, Gerald L. Klerman, M.D., chairman, 
recommended that APA accept an invitation by NIMH to sub- 
mit a grant proposal on forming an office on evaluation re- 
search. 

The Task Force on Psychiatric Aspects of Aerospace Pro- 
gram will remain inactive until the Council ascertains whether 
sufficient information is available to warrant the expenditure of 
funds and energy to study this topic at this time. 

The Council expressed its appreciation to the Falk Fellows, 
Nelson Handler, M.D., Robert L. Heins, M.D., Scott Saunders, 
M.D., and Conrado Weller, M.D., for their vigorous participa- 
tion, enthusiasm, new opinions, and willingness to grapple with 
the Council's activities and problems. The Council also thanked 
James H. Carter, M.D., observer/consultant, and E. Ivan 
Bruce, Jr., M.D., assembly liaison for their invaluable contribu- 
tions to the Council's work. 
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The Council on National Affairs 


JAMES M. BELL, M.D., CHAIRMAN 


Tue COUNCIL CONTINUED under the chairmanship of James M. 
Bell, M.D., who had been reappointed. The Council welcomed 
the addition of three new members: Hiawatha Harris, M.D., 
Jean S. Bolen, M.D., and Frank M. Ochberg, M.D. Our ob- 
server/consultant, Esther P. Roberts, M.D., and staff liaison, 
Jeanne Spurlock, M.D., were also assigned to the Council. Ju- 
lian Barish, M.D., returned as vice-chairman, W. Payton Kolb, 
M.D., returned as assembly liaison, and Bertram Brown, M.D., 
returned as consultant. In spite of the many changes, the year 
was a most productive one. In addition to the formal fall meet- 
ing we held informal gatherings at the annual meeting and two 
telephone conferences. 

At the October 1974 meeting each member was given per- 
sonal responsibility for a component under the auspices of the 
Council on National Affairs. This required that time be spent at 
actual meetings of the component as a representative of the 
Council. In addition each component chairman was invited to 
meet with the Council to review his current activities. Much of 
the Council time was spent, in addition to reviewing the status 
of components, reviewing the Council work itself. The recom- 
mendation for new components, termination of others, and the 
position statement on foreign medical graduates, written by Dr. 
Lin, were discussed (Dr. Lin was in attendance). At this point 
the Council is very active and all members and components are 
very much involved. 

The Task Force on Delivery of Psychiatric Services in Pov- 
erty Areas, Quentin A. F. Rae-Grant, M.D., and Arland B. 
Lightfoot, M.D.,-cochairmen, formed in 1971, had a two-phase 
objective: 1) to review role functions, problems, and successes of 
CMHCs in poverty regions and to identify key subject matter 
areas that would lend themselves to policy recommendations; 
and 2) to analyze selected subject areas and make policy recom- 
mendations. 

Last year the task force recommended the formation of a 
commission to carry out specific recommendations developed in 
the course of its work. The two primary goals of the commis- 
sion would be 1) to ensure a continuing presence within APA 
that will pay attention to the many and diverse problems in the 
area of providing psychiatric services to poverty groups and 2) 
to coordinate the many discrete activities that have not proved 
productive for the Association and have resulted in disparate 
actions. The Council identified another goal, the prioritization 
stemming from the work of the task force. 

The Committee of Black Psychiatrists, James P. Comer, 
M.D., chairman, continued activities directed toward the goals 
of consciousness raising (of membership and other mental 
health service givers and educators) regarding minority group 
mental health issues. The committee supported the devel- 
opment of a Deputy Medical Directorship, within APA, that in- 
cludes a minority affairs component. 

The committee was also active in its support of the devel- 
opment of a research and mental health program center (the 
Solomon Fuller Institute) independent of established institu- 
tions and in continued support of the work of the NIMH Center 
for Minority Mental Health Programs. A major activity at the 
committee's last formal meeting (October 1974) related to the 
development of a program to coordinate the work of The Solo- 
mon Fuller Institute, the NIMH Center for Minority Mental 
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Health Programs, and the APA Office of Minority Affairs. At 
the fall meeting, the committee finalized plans for the presenta- 
tion to be made at the 1975 annual meeting, including the exam- 
ination of strengths of the black family and the interface be- 
tween the black family and the public school. The outgoing 
chairman, Dr. Comer, reported that the committee is now pre- 
pared to give more attention to its organizational structure, and 
he has proposed the development of a structure that would per- 
mit the committee to speak regularly and perhaps indepen- 
dently of APA when urgent issues relative to the mental health 
of blacks arise. A third phase of the committee’s mission is to 
be that of addressing the functioning of black adolescents and 
black treatment issues. 

Bruce L. Ballard, M.D., was recommended to represent the 
Committee of Black Psychiatrists on the Selection/Advisory 
Committee, Minority Fellowship Program. 

The Task Force on the Mental Health of Spanish-Speaking 
People in the United States, chaired by Angel Gregorio Gomez, 
M.D., has worked actively toward accomplishing the following 
goals 1) identification of a number of problem areas con- 
fronting the Spanish-speaking populations and the psychiatrists 
serving these groups, 2) development of a directory of Spanish- 
speaking psychiatrists in the United States, 3) study of proce- 
dures that would support the development of adequate mental 
health services for the Spanish-speaking community, and 4) 
study of ways to develop a sense of advocacy in APA members, 
with special emphasis in those regions with large Spanish- 
speaking populations. 

The task force has also been addressing itself to issues of par- 
ticular concern to Spanish-speaking psychiatrists and has 
served as an advocate body within APA for the Spanish-speak- 
ing community. Efforts have been directed toward fostering co- 
hesion among Spanish-speaking psychiatrists. Exchanges of in- 
formation were achieved at the 1974 annual meeting through 
informal meetings in a hospitality suite and in formal panel dis- 
cussions. A similar plan will be implemented during the 1975 
annual meeting. An additional input at the 1975 meeting will be 
a special presentation, the Simon Bolivar Lecture. Dr. Pedro 
Ruiz was recommended to represent the Task Force on the 
Mental Health of Spanish-Speaking People in the United 
States on the Selection/Advisory Committee, Minority Fellow- 
ship Program. 

Anticipating completion of the identified goals, Frank Och- 
berg, M.D., chairman of the Task Force on Third-Party Inter- 
vention in Community Crisis, recommended that this com- 
ponent be phased out before the 1975 annual meeting. A final 
task was to search for private funding for the purpose of print- 
ing and distributing the proceedings of the national conference 
conducted by the task force in 1973 and to circulate to APA 
members and to analyze a questionnaire pertaining to inter- 
vention in community crises. Dr. Burr Eichelmann has volun- 
teered to be responsible for the analysis and for reporting the 
findings to the Council. 

James H. Shore, M.D., assumed the chairmanship of the 
Task Force on Indian Affairs during the sabbatical of Dr. Mor- 
ton Beiser. One of the major activities of the task force has been 
to identify Indian members and invite their participation in the 
activities of the task force. A national workshop focusing on the 
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mental health of Indian youth will be convened in Portland, 
Ore., in February. A generous contribution of $10,000 has been 
given by the Ittleson Family Foundation to support the project. 
Plans are in the making for establishing a dialogue with urban 
Indian groups (a beginning will take place, with the Urban In- 
dian Center in Los Angeles, during the 1975 annual meeting) 
and the Canadian Psychiatric Association's Indian task force. 
Other activities of this component include drafting the report of 
the evaluation contract with the Indian Health Service, sub- 
mission of a proposal to NIMH for the preparation of an anno- 
tated bibliography on Indian mental health, and proposals sub- 
mitted to NIMH for the formation of a national research and 
development center for American Indians in mental health. Dr. 
Johanna Clevenger was recommended to represent the Task 
Force on Indian Affairs on the Selection/ Advisory Committee, 
Minority Fellowship Program. 

Following the expiration of the comprehensive health plan- 
ning legislation on June 30, 1974, the Task Force on Compre- 
hensive Health Planning, chaired by Robert Williams, M.D., 
followed the development of new legislation and actively en- 


` gaged in efforts to modify the bill to include mental health in 


comprehensive health planning and mental health professionals 
on the planning boards. Informal liaison was established by the 
task force with the National Association of Mental Health Pro- 
gram Directors in an endeavor to obtain support from the Com- 
mittee on Interstate and Foreign Commerce of its efforts to 
modify the bill along these lines. Contact was made with the au- 
thor of the bill, National Health Policy, Planning, and Re- 
sources Development Act of 1974 (HR-16204), and a request 
was made for the inclusion of mental health as well as the ap- 
pointment of mental health professionals to the various health 
planning bodies. The task force plans to develop a report to be 
used as a handbook for APA members involved in com- 
prehensive mental health. (Note: This bill became Public Law 
93-641 on January 4, 1975.) 

Jay Shurley, M.D., accepted the chairmanship of the Task 
Force on Ecopsychiatric Data Base. The Council on National 
Affairs approved the following charge as described by Dr. 
Shurley: to attempt a fresh conceptualization, organization, and 
publication of a sufficiently substantial and comprehensive data 
base, from the scientific and clinical literatures and from re- 
search in progress, to form a substrate and framework upon 
which psychiatric knowledge and practice can advance as a con- 
sequence of the further enhancement o: awareness of the mani- 
fold relationships existing between ecology and mental health. 
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The Ad Hoc Committee on Legislative Network, Hayden H. 
Donahue, M.D., chairman, in conjunction with the staff of the 
Office of Government Relations of the central APA office, out- 
lined the following principles for an effective legislative arm for 
the organization: |) the Assembly of District Branches and the 
Board of Trustees are to formulate and set APA policies and 
priorities that form the basis for determining legislative activi- 
ties in any given year; 2) the carrying out of APA's action with 
regard to any specific legislative or executive branch issues is to 
be made by the Medical Director, under the direction of the 
President and the Board of Trustees; 3) the Legislative Com- 
mission, developed from the Ad Hoc Committee on Legislative 
Network, is to have the responsibility to advise the Medical 
Director with regard to what action APA should take and to 
advise the Assembly and the Board of Trustees regarding APA 
priorities; and 4) in order to allow for rapid action when needed, 
the Medical Director is to initiate APA action, in consultation 
with the President, the Speaker of the Assembly, and the chair- 
man of the Legislative Committee. 

To carry out these principles, the ad hoc committee recom- 
mended that a number of functional relationships be established 
within the current organization of APA. The Council on Na- 
tional Affairs referred the entire report of the ad hoc committee 
to the Board of Trustees for their consideration, along with a 
recommendation that the Legislative Commission should not 
be developed into a second assembly. 

Two new components are scheduled to become active under 
the umbrella of the Council on National Affairs: the Committee 
on Women in Psychiatry, an outgrowth of the Task Force on 
Women in Psychiatry, was transferred from the Council on 
Emerging Issues; and the 4d Hoc Committee of Asian-Ameri- 
can Psychiatrists will convene a caucus at the 1975 annual 
meeting. The Council approved the charge recommended by 
member Jean Shinoda Bolen, M.D., i.e., the committee will de- 
termine whether Asian-American psychiatrists have a common 
identity as a group and have specific concerns as Asian-Ameri- 
can psychiatrists. It will also have the task of exploring areas of 
psychiatric need specific to Asian-American people. The Coun- 
cil, recognizing that there are differences among Asian-Ameri- 
cans, recommended the formation of an ad hoc committee 
rather than a task force at this time. A core membership has 
been appointed to begin the work of the component before the 
annual meeting. Dr. Sanford Tom will represent the Ad Hoc 
Committee on Asian-American Psychiatrists on the Selection/ 
Advisory Committee, Minority Fellowship Program. 
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The Council on International Affairs 


NORMAN ROSENZWEIG, M.D., CHAIRMAN 


THE COUNCIL ON INTERNATIONAL AFFAIRS continued in its pri- 
mary objective of establishing and maintaining positive rela- 
tionships with psychiatrists in other countries through personal 
contacts, the development of international meetings, liaison and 
international activities, and its hosting of activities at APA an- 
nual meetings. 

The provision of services and help for foreign visitors at the 
annual meeting in Detroit was eminently successful, and similar 
arrangements are being planned for foreign guests at the next 
annual meeting in Anaheim, Calif. A special booth for the reg- 
istration of foreign guests will be set up, and arrangements for 
individual hosting of foreign guests by members of the Southern 
California District Branch are in process. 

The Inter-American Council of Psychiatric Asssociations 
sponsored the Inter-American Conference on Mental Health of 
Children and Youth in Mexico City, January 30 to February 1, 
1975. Howard Rome, M.D., obtained financial assistance for 
the conference from the Grant Foundation. The Council's Task 
Force on Transcultural Aspects of Mental Health of Children, 
chaired by Jorge M. Velasco-Alzaga, M.D., was actively in- 
volved in the conference and contributed significantly to its suc- 
cess. 

Plans are proceeding apace for the World Psychiatric Associ- 
ation meeting in Hawaii in 1977. The President of APA, John 
P. Spiegel, M.D., appointed Shervert Frazier, M.D., chairman 
of the Organizing Committee, Gerald Sarwer-Foner, M.D., 
chairman of the Program Committee, and George Schnack, 
M.D., chairman of Local Arrangements. 

The Task Force To Plan the Joint Meeting in Australia 1975, 
chaired by Alfred Auerbach, M.D., is finalizing arrangements 
for the meeting in Australia, which will follow the APA annual 
meeting in Anaheim. The First Pactfic Congress of Psychiatry 
will be held in Melbourne, May 11-16, 1975. (Specific informa- 
tion about the schedule and arrangements may be obtained 
from the APA Convention Office). 

The Task Force on Transcultural Aspects of Ethnocentricity 
Among Psychiatrists met in Washington in October 1974 and 
continued its work on the questionnaire that will be used to 
study ethnocentrism among APA members. Dr. Ramon Parres, 
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the chairman, is seeking a grant to augment funding for the ad- 
ministration and evaluation of this study, expected to take 
about two years. 

The Task Force To Plan a Joint Meeting with Scandinavian 
Psychiatric Societies 1976, chaired by Robert S. Garber, M.D., 
has met with complications in trying to arrange a joint meeting 
in 1976. The Swedish Psychiatric Society is planning to send a 
delegation to visit the United States and to attend the APA an- 
nual meeting in Anaheim. This task force is working with the 
Program Committee to arrange panels and participation as dis- 
cussants for the Swedish psychiatrists and with the Task Force 
on Arrangements in Anaheim to plan special activities. 

A redefinition of objectives has been outlined by the Task 
Force on Liaison with International and Foreign Psychiatric 
Organizations. 1n order to promote contact and liaison with 
other psychiatric organizations, a pilot program will be set up 
assigning individuals to maintain a liaison relationship with 
their counterparts in 1 of 10 foreign countries selected by the 
task force. This initial project will take about two years, and if 
it is successful it may prove a useful guide for establishing and 
maintaining contacts with foreign psychiatric associations. 

Participation in a series of presentations and discussions on 
the Arab-Israeli conflict has been undertaken by the Task Force 
on Psychiatric and Foreign Affairs: Psychological Aspects of 
Near Eastern Studies. Members of the task force have had 
meetings with Princeton University faculty members con- 
cerning Near Eastern studies. They have also presented a pro- 
gram at New York Medical College concerning Middle Eastern 
problems and participated in a briefing session at the U.S. State 
Department. William D. Davidson, M.D., chairman of the task 
force, reported to the Council at the fall committee meetings 
in October 1974 on the meeting planned at the University of 
London in December 1974 with certain Arab leaders to explore 
possible contributions to resolving the current Arab-Israeli 
dispute. 

The fourth edition of A Psychiatric Glossary is being trans- 
lated into Spanish by a task force headed by Jorge M. Velasco- 
Alzaga, M.D. This is the first of what we hope will be a series of 
translations of official APA publications. 
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The Council on Professions and Associations 


LEWIS L. ROBBINS, M.D., CHAIRMAN 


WILLIAM L. SoRUM, M.D., has become a member of the Coun- 
cil, replacing Louis Linn, M.D., whose term expired. The Coun- 
cil has been asked to review all the liaison activities of APA and 
is accordingly establishing a task force for this purpose. Liaison 
activities are currently carried out at several levels: presidential 
appointments to other organizations, staff liaison functions, and 
formal and informal liaison activities by committees and task 
forces. The new task force will obtain information about what is 
going on in all these areas, assess the efficacy and value of these 
various liaison activities, and identify areas where liaison is 
needed but absent or not needed but present. From these studies 
and from the deliberations of the Key Conference in March, the 
task force will make recommendations regarding future liaison 
activities and their place within APA. 

Inasmuch as the Council's concern with APA’s liaison activi- 
ties has been extended, the Committee on Liaison with the 
American College of Physicians, Charles P. Neumann, M.D., 
chairman, has been transferred back to the Council on Profes- 
sions and Associations. Meeting together with representatives 
from the American College of Physicians, the objectives and 
functions of this committee were reviewed, These include 1) 
maintaining a positive impact on shared areas of patient care, 
thereby enhancing the interrelationship between internal medi- 
cine and psychiatry, 2) supporting high standards of practice in 
both professions insofar as their functions mesh in the under- 
standing and treatment of the whole patient, and 3) providing 
educational programs for both the internist and the psychiatrist 
on a continuing basis to achieve these high standards of related- 
ness. Methods for achieving these objectives were also devel- 
oped. Plans for continued participation in each organization's 
annual meeting were developed. 

The Committee on Liaison with the American Hospital As- 
sociation, Francis deMarneffe, M.D., chairman, met with the 
American Hospital Association. The primary problems dis- 
cussed were financing of hospital service, the need for removing 
the distinction between physical and psychiatric acute care 
patients, the qualify of life in institutions such as general and 
psychiatric hospitals and nursing homes, and peer review and 
standards for accreditation of general hospital psychiatric units. 

The Committee on Psychiatry and the Law, Stanley L. Port- 
now, M.D., chairman, proposed that APA establish a Com- 
mittee on Certification in Forensic Psychiatry which would de- 
velop training standards and training programs in this area. 
This was rejected in view of APA’s policy decision to discon- 
tinue its activity in certifying further subspecialities. 

At its October meeting this committee established an ongo- 
ing relationship with the Mental Health Law Project, which 
consists of a group of lawyers interested in litigating civil rights 


of the mentally ill. Like the existing relationship with the Amer- ` 


ican Bar Association, it is anticipated that this will facilitate the 
work of ail three groups. Among the topics discussed were fed- 
eral rules on privilege and confidentiality that are before a Sen- 
ate committee, model legislation regarding committment, and 
Senate bills regarding the insanity defense. The committee 1s 
continuing to develop a position statement concerning informed 
consent of prisoners, with particular reference to psycho- 
surgery. 

The committee considered the guidelines for prearraignment 
psychiatric examination that have been proposed by the San 
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Diego Psychiatric Society. In view of the possibility of self-in- 
crimination, suspects are more in need of legal counsel before 
submitting to psychiatric examination and evaluation; even 
when such examination is ordered by legal authority, guidelines 
relative to informed consent are applicable. These issues have 
been passed on to the Assembly and the district branches for 
their information and comment. 

The question of establishing a Council on Psychiatry and 
Law in view of the volume and breadth of the work of this com- 
mittee has been tabled pending the deliberations regarding 
reorganization of APA that will take place at the forthcoming 
Key Conference. 

The Commitiee on Psychiatric Nursing, William E. Stone, 
M.D., chairman, again in collaboration with the American 
Nurses Association, held a session at the 1974 Institute on Hos- 
pital & Community Psychiatry. [n view of the attendance and 
response, publication of the proceedings and continued partici- 
pation in these institutes are planned. Also in collaboration with 
the American Nurses Association, this committee 1s preparing 
a joint statement on clinical nurse specialists. 

The committee's recommendation for the establishment of a 
task force to look at issues related to emerging paraprofessional 
groups working (often independently) in mental health settings 
is being studied by the Council. 

The final report of the Task Force on Confidentiality as It 
Relates to Third Parties, Maurice Grossman, M.D., chairman, 
has been approved and, pending final publication, copies have 
been distributed to the delegates to the Assembly of District 
Branches and other interested organizations and individuals. 
The Assembly has established a task force to implement the pi- 
lot program to test the proposed coding system for health in- 
surance claims in California and Connecticut. 

The task force is being continued until APA establishes a 
permanent structure to deal with problems of confidentiality 
that will continue to arise. Although at the recent conference on 
confidentiality held in Key Biscayne it was decided to establish 
a national organization for this purpose, it has been agreed that 
APA also needs a commission or committee to concern itself 
with the special problems concerning psychiatry. 

The task force's report on the role of confidentiality in volun- 
tary military drug abuse treatment programs has been ap- 
proved by the Board of Trustees. 

The task force is planning a monograph on problems of con- 
fidentiality and has also consulted with other APA task forces 
and committees about their deliberations in which issues re- 
garding confidentiality have arisen. 

The Task Force on Right to Treatment has been reestab- 
lished under the chairmanship of Jonas R. Rappeport, M.D. It 
has completed a fourth draft of a position statement that has 
been distributed to the Council, Reference Committee, the 
Committee on Psychiatry and the Law, and the Assembly for 
criticism and suggestions in the hope of soon having a final 
statement for publication. A session on this topic at the 1975 
APA annual meeting is also under consideration. 

The Task Force on Religion and Psychiatry, Abraham N. 
Franzblau, M.D., chairman, has completed its survey of APA 
members who have indicated that they provide services to reli- 
gious institutions as well as the survey of 400 nonproviders for 
comparison. The findings of the task force were presented at the 
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1974 APA annual meeting, and a manuscript, “Report and In- 
terpretations of the Survey of Providers of Psychiatric Services 
to Religious Institutions," is currently being reviewed by Coun- 
cil for potential publication. 


The Council on Internal Organization 


MILTON GREENBLATT, M.D., CHAIRMAN 


DURING THE PAST YEAR, the Council on Internal Organization 
welcomed a new member, Dr. Robert O. Pasnau, who was also 
appointed as vice-chairman of the Council. The following is a 
summary of the activities of the Council as reflected in the busi- 
ness discussed and negotiated during the course of the fall com- 
mittee meetings in Washington, D.C., in October 1974. 

The Committee of Residents, James M. Stevenson, M.D., 
chairman, had a very successful fall annual meeting, with the 
following topics discussed and actions taken: 

l. Two forum-type programs have been submitted to the 
Program Committee for the 1975 APA annual meeting in Ana- 
heim—-one on the interface between psychiatric residents and 
APA affairs and another on the relationship between the Amer- 
ican Psychiatric Association and the American Board of Psy- 
chiatry and Neurology. 

2. Suggestions for more complete Psychiatric News cov- 
erage of the activities of residents were made. The staff of Psy- 
chiatric News will cooperate. However, a suggestion made to 
develop a special column devoted to residents was not consid- 
ered feasible by the editor of Psychiatric News. 

3. A need for greater participation of residents in the affairs 
of APA at the district branch level was stressed. 

4. It was noted that 90 percent of residents planned to apply 
for examination by the American Board of Psychiatry and 
Neurology. 

5. Fhe Committee of Residents endorsed provisional mem- 
bership for residents as vital to its continued functioning. There 
were, however, regrettable delays in processing of membership 
applications. 

6. The Key Conference on the organization of APA will in- 
clude at least seven residents. 

7. Considerable interest was expressed in an "administrative 
psychiatry elective" at APA headquarters in Washington, D.C. 
A formal request in this respect will be rendered in the immedi- 
ate future. 

8. It is important that training directors impart information 
about APA to their trainees. 

The Herlitz Company reported on the status of technical and 
scientific exhibits at the annual meeting and on advertisement in 
The American Journal of Psychiatry, Psychiatric News, and 
Hospital & Community Psychiatry. 

With regard to the APA annual meeting in Detroit, there 
were 112 technical exhibits, 24 scientific exhibits, and 11 institu- 
tional exhibits. Gross income from technical and scientific ex- 
hibits was $74,575 and from institutional exhibits, $4,400. This 
represents a marked improvement over the Hawaii convention, 
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This task force is being continued for two years in order to 


conduct a survey of the institutions that use psychiatric services 


to inquire about their evaluation of the effectiveness of these 
services and of their needs. 


which failed to attract many exhibitors because of distance. 
There has been a general upward slope in gross income from 
these exhibits. Institutional exhibits are a relatively new source 
of revenue. At the Institute on Hospital & Community Psychia- 
try in Denver, 31 technical and scientific exhibits grossed about 
$17,000. 

General advertising in The American Journal of Psychiatry, 
Psychiatric News, and Hospital & Community Psychiatry 
grossed over | million dollars last year, with growth of revenues 
from these sources noted on a year-by-year basis despite in- 
creased competition, increased costs of sales promotion, and 
overall decrease in the vitality of the general economy. 

The Council voted to continue to employ Herlttz and to re- 
quire annual reports from Herlitz to the Council on Internal 
Organization. 

The Committee on Member Insurance and Retirement 
Plans, Chester Trent, M.D., chairman, devoted the entire day to 
discussion of our professional liability program underwritten by 
Chubb & Sons and administered by the Joseph A. Britton 
Agency. Approximately 2,800 insured members were in the 
program as of September |, 1974. Losses to date have been 
minimal. Losses and claims in malpractice, however, are slow in 
being reported. Because of serious losses from malpractice in 
the United States, and as a result of inflation and stock market 
regression, insurance companies’ rates for professional liability 
have increased. The broker, therefore, proposes rate changes in 
most states varying from a 236 percent increase in South Da- 
kota to a decrease of 10 percent in southern California. These 
changes were thoroughly discussed by the committee, which 
formally recommended their adoption. The overall premium in- 
crease is estimated to range from 32 to 39 percent across the 
nation. 

The Council voted approval of the 32 to 39 percent malprac- 
tice insurance premium increase, but the Reference Committee 
recommended this be discussed at the meeting in January 1975. 
The appropriateness of abolishing the $150,000 coverage as too 
low was discussed next. The committee has decided against 
abolition of this coverage because some APA members, al- 
though employed in government service, may desire additional 
legal protection that normally would be afforded under low cov- 
erage. It was also discussed and recommended that each APA 
member should obtain maximum coverage whenever possible 
because inflation will affect claims that may be adjudicated up 
to seven years following an alleged incident of malpractice. The 
Council voted that no mandatory limit be set on the amount of 
insurance coverage sought by our members. 


The Council next considered reports relating to the APA re- 
tirement fund and the recommendations of the Board of 
Trustees, voting that there be an annual independent audit of 
the retirement fund. They also voted that the Committee on 
Member Insurance and Retirement Plans proceed to explore 
coverage for the committee and the Trustees of APA Retire- 
ment Plans above and beyond that normally provided by APA. 
They were also urged to study the needs and requirements for 
further insurance by other components of APA that may have 
contingent liability in these matters. 

in discussions of the accident and health program for APA 
staff, the district branches, and employees of the members of 
APA, a sharp difference of opinion was voiced between the In- 
surance Committee and the Task Force on Confidentiality as to 
how much information ought to be divulged by applicants for 
insurance. The Council then voted to endorse the present nego- 
tiations going on between insurance carriers and the Committee 
on Med usb and Retirement Plans toward developing 
a model which would take into account, as far as possible, ap- 
propriate requirements for confidentiality. 

The Committee on Conventions, Alexander Simon, M.D., 
chairman, gave a report on the 1975 annual meeting at Ana- 
heim. A placement service will be organtzed and operated at the 
1975 annual meeting for the purpose of assisting those who are 
looking for jobs and those desiring to recruit employees. They 
voted that the Executive Committee be alerted to the fact that 
insufficient rooms would be available to accommodate mem- 
bers desiring to attend the business session of the annual meet- 
ing. Registration must precede the business session. The legality 
of a business session preceding the general convention should be 
explored with the Constitutional Committee. 

At its meeting in October [974, the Reference Committee 
voted to recommend to the Board of Trustees that a Sub- 
committee of the Committee on Conventions be appointed to 
develop standards and guidelines of technical exhibits and to re- 
view applications from exhibitors. 

The Task Force on Interface Between Industry and Psychia- 
try, Harvey J. Tompkins, M.D., chairman, discussed the broad 
issues pertaining to the nature and type of subsidies now being 
given to APA activities and to APA members by pharmaceuti- 
cal companies. The Southern California Psychiatric Society has 
taken the position that no subsidies be accepted to finance ei- 
ther programs, journals, or presidential activities of APA. The 
task force appointed by the Council under Dr. Tompkins, which 
will include Assembly representatives among its members, re- 
quested time to study all current practices regarding subsidi- 
zation, including how presidents' funds are handled, procedures 
regarding advertisements in periodicals and journals, and sup- 
port for conventions, district branches, committees of APA, 
and departments of psychiatry. The Medical Director indicated 
that APA staff will assist this task force with basic information 
needed to develop its final recommendations. Advice con- 
cerning legal implications relating to accepting gratuities, subsi- 
dies, and gifts will be sought from counsel. 

The Institute on Hospital & Community Psychiatry Pro- 
gram Committee, W. Edward McGough, M.D., chairman, re- 
ported that the Institute at Denver registered 1,160 people. In- 
come was $65,000 and expenditures, $55,000. The theme of 
the Institute concerned the merging of the many functions con- 
tributing to a total mental health care system. The program was 
divided into plenary meetings, small group discussions, and top- 
ically oriented sessions. Thirteen affiliated organizations met 
before, during, or after the Institute. The administrators and 
volunteers had very large meetings. The fall meetings of three 
area councils were also scheduled at this time. Altogether this 
was a most successful Institute. 


OFFICIAL ACTIONS 


The Subcommittee on Planning and Priorities for the Man- 
power Division, Jack Wolford, M.D., chairman, recommended 
that a new task force be formed on manpower because 1) APA 
needs better control of its information, 2) many special studies 
are needed, 3) decisions on scope of the work, relationship to 
:he Membership Committee, and whether or not we should in- 
clude allied health manpower must be made in giving direction 
z0 such a program. The Reference Committee referred back to 
ihe Council for further study the specific charge and time limit 
for a component to serve in an advisory capacity to APA Divi- 
sion of Manpower and suggested an Assembly representative 
10 serve on such a component. The Council voted that a Task 
Force on Manpower Probiems be appointed by the Council 
chairman. 

The Subcommittee on Establishing a National Council on 
Television and Film Consultations, Henry Laughlin, M.D., 
chairman, in its deliberations, identified a probable need for the 
formation of a high-level, sophisticated consultation body to 
give advice and guidance to all individuals, either within APA 
or outside, who are preparing films involving the subiects of 
mental stress and emotional disorder. The Council voted that 
the chairman of this committee bring together interested par- 
ties: the chairman of the Public Information Committee, the 
APA Medical Director, the Office of Public Affairs, media rep- 
resentatives, Assembly representatives, and residents to clarify 
this area and to develop specific recommendations for the fu- 
ture. 

The Council reviewed material available to it in question- 
naire form covering the operations of 54 components of APA. 
Thirteen councils and components did not respond. Preliminary 
analysis revealed a great variation in efficiency of functioning of 
the various components. [n many instances charges to councils 
were general and nonspecific. Goals were not stressed, nor was a 
timetable for completion of business specified. Consultation 
with chairmen was not always provided by the appointing offi- 
cer before making appointments to a particular component. On 
at least several occasions members who had resigned or could 
not attend were not replaced in reasonable time. 

It was felt that the work of the various councils and com- 
ponents could well be organized under a management-by-objec- 
tive concept. À meeting will soon be held by the subcommittee 
appointed by the Reference Committee to handle analysis of 
the survey and to recommend further steps. 

The Council discussed the advisability of calling on an out- 
side consultant to advise and educate members responsible for 
effective functioning of committees and for optimum use of 
APA resources on principles of management by objective. 

The Program Committee, H. Keith H. Brodie, M.D., chair- 
man, gave a report on the official program planned for the an- 
nual meeting in Anaheim. The possibility of termination of 
drug companies' contributions to support the activities of the 
Program Committee was also discussed. The Council voted 
that 1) further exploration of use of limited-attendance work- 
shops by the Program Committee would be encouraged and 2) 
any decrease of funds arising from termination of pharmaceuti- 
cal house contributions be covered by APA for that year. 

The Public [Information Committee, Arnold Werner, M.D., 
chairman, suggested changes in the Operations Manual that 
would inform members it is available to any component of 
APA for consultation and advice. A Psychiatric Glossary is in 
galley form. Basic Books is interested in producing a hard- 
cover edition. 

The committee discussed the proposal of Lederle Laborato- 
ries to produce a series of 60-second TV spot announcements on 
mental health and reviewed a sample. There will be no mention 
of Lederle Laboratories, of special drugs, or of medication; the 
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Public Information Committee will have editorial control over 
wording of the announcement. The Council voted that the pub- 
lic service announcement be approved. The Council also voted 
to endorse the development of a Benjamin Rush film com- 
memorating the Bicentennial Celebration, but cautioned that 
funds not be voted by APA to anyone likely to reap financial 
profit from such a venture. Legal advice should be sought in this 
connection where necessary. The quality and appropriateness of 
certain exhibits at the 1974 annual meeting led to a discussion 
on better screening methods. It was recommended that Dr. 


The Council on Emerging Issues 


EDWARD T. AUER, M.D., CHAIRMAN 


THE COUNCIL ON EMERGING ISSUES met three times during the 
past year to consider emerging areas of concern to the profes- 
sion and APA. Its task forces have been working on their as- 
signments throughout this period. 

The Council approved the report of the Task Force on Psy- 
chohistory in January 1975. The report should be published by 
late spring. This task force, chaired by Charles Hofling; M.D., 
has produced a comprehensive discussion of many of the prob- 
lems and the ethics involved in researching and writing psycho- 
historical and/or psychobiographical works and psychiatric 
profiles. 

The members of the Task Force on Women in Psychiatry, 
Nancy Roeske, M.D., chairwoman, felt that the charges of ex- 
amining the role of women in psychiatry and the role of psychi- 
atry in the lives of women are ongoing concerns which are just 
beginning to be considered in depth. The recommendation was 
made by the task force, seconded by the Council, and approved 
by the Board of Trustees that a Committee on Women be estab- 
lished in the Council on National Affairs. 

The Task Force on Psychiatric Involvement in Family Plan- 
ning, Eugene B. Brody, M.D., chairman, has thus far been un- 
able to find outside support for a Conference on Psychosocial 
Aspects of Family Planning. 

The Task Force To Define Mental Illness and "What Is a 
Psychiatrist?," chaired by Morton Reiser, M.D., submitted a 
draft report to the Council in January 1975. The Council mem- 
bers think that the draft report should be reviewed by the mem- 
bers of the Conference on Education of Psychiatrists to be held 
in June 1975 and by other selected components. The life of the 
task force will be extended to accommodate these additional in- 
puts. 

Refinement of a draft report on psychosurgery is in process 
by the Task Force on Psychosurgery, John Donnelly, M.D., 
chairman, and its final report is expected to be ready by the fall 
of 1975. 

Several issues have been discussed by the Council that are of 
continuing concern. The recent changes in the economy and the 
related mental health problems are being called to the attention 
of other APA components. For example, it is recommended 
that the Council on Mental Health Services consider the impact 
of the adverse economic situation of the country as one aspect 
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Froelich of the Subcommittee on Scientific Exhibits be con- 
tacted for his views. Following a discussion of distortion in the 
Marcus Welby TV program on homosexuality, the advisability 
of a consultation service for long-range planning concerning 
scripts and programs presented to the public was considered. 

Reports of the Vestermark Prize Board, Louis A. Gotts- 
chalk, M.D., chairman, the Manfred S. Guttmacher Award 
Board, Jonas R. Rappeport, M.D., chairman, and the Isaac 
Ray Award Board, John K. Torrens, M.D., chairman, were re- 
ceived with thanks. 


of its ongoing concern with the delivery of mental health serv- 
ices. Also, the Council recommends that the Reference Com- 
mittee consider an appropriate way in which psychiatrists might 
be alerted to the effects of psychosocial stresses associated with 
financial problems on the health of our senior citizens. 

Attention was focused on mental health problems of the fam- 
ily. Because the theme of the 1975 annual meeting is “Focus on 
the Family," it is suggested that a component be established in 
APA concerned exclusively with the family. 

The Council has asked the Eastern Missouri District Branch 
to appoint a task force to write a history of recent antipsy- 
chiatry activities of the Church of Scientology in Missouri. 
These activities have resulted in major impediments to research 
activities and investigations of specific charges against the pub- 
lic and private sectors of psychiatry by the Governor of Mis- 
SOUTI. 

An informal survey of directors of training programs, chair- 
men of departments of psychiatry, and chiefs of staff of service 
facilities is being undertaken by the Council to ascertain current 
attitudes, policies, and practices regarding hiring and training 
of homosexual persons in psychiatry. This survey is part of an 
ongoing concern with the civil rights of homosexuals; the results 
should be available in April 1975. 

In the course of the year, the Council prepared a statement 
that was publictzed in the form of a press release by the Associ- 
ation praising President Ford’s amnesty program as a “‘first 
step” in the right direction. The Council continues to be con- 
cerned with what further steps may be taken to liberalize the 
amnesty program and is keeping in touch with developments. 

The Council has also discussed at some length, but without 
recommending specific actions at this time, such problem areas 
as the inadequacy of aftercare facilities for discharged public 
mental hospital patients, ways and means of defining quality 
psychiatric care, questions of inadequate standards of treat- 
ment and care in some community mental health programs, the 
psychological effects of problems of malnutrition and hunger 
among deprived populations, especially on early growth and de- 
velopment, the question of whether and how the Association 
could support colleagues in other countries deprived of their hu- 
man rights, and the impact on psychiatry of civil rights legisla- 
tion. 


/ 


| 


The Assembly of District Branches 


LÀ 


FUNDS REQUIRED FOR the operation of the Assembly are pro- 
vided from the Treasury of APA, expended in accordance with 
the budget prepared by the Budget Committee, and approved 
by the Assembly and the Board of Trustees. During the past 
year funds were approved for presidents-elect to attend a one- 
day orientation meeting at APA headquarters at the time of the 
fall Assembly, a highly successful undertaking that may be- 
come a permanent part of the budget. Another important addi- 
tion in the current budget was an appropriation for travel ex- 
pense of legislative representatives to meet as a group during 
the time of the fall and spring area council meetings. In Decem- 
ber 1974 the Board approved a recommendation to pay travel 
expenses for alternate delegates to attend the fall Assembly. It 
was considered important that they become thoroughly familiar 
with procedures and activities of the Assembly prior to assum- 
ing responsibilities as delegates. 

The Committee on Divisional Meetings reported that the 
Area H divisional meeting held on March 15 to 16, 1974, was a 
tremendous success, with a total of 692 persons officially regis- 
tered (not including spouses, guests, speakers, or the press). 
Psychiatrists accounted for 76 percent of the registrants, the re- 
mainder being other physicians, psychologists, social workers, 
nurses, and a large number of interested laymen and state legis- 
lators. Areas Il and VI questioned the sources of financial sup- 
port for such gatherings, the ethics of advertising in general, 
and the relationship between pharmaceutical houses and health 
professions in particular. The issue, which is very complicated, 
was discussed in the Assembly. The committee also suggested 
that some thought be given to developing liaison with the APA 
Program Committee about using the overflow of material they 
cannot accept each year since it is sometimes difficult to develop 
high quality divisional meeting programs. The next scheduled 
divisional meeting will be held in New York City on November 
6 to 7, 1976. Area VI had its first combined annual meeting re- 
cently and questioned whether it can reclassify this meeting as a 
divisional meeting because of its present nature (attendance, its 
scientific content, etc.); however, divisional meetings are 
clearly defined as Association meetings, and district branch 
annual meetings are local in nature. 

The Committee on Membership has continued its interest in 
the development of "provisional" membership in the Associa- 
tion. Although the APA Membership Committee has opposed 
the establishment of a separate category as being an unneces- 
sary administrative problem, the APA committees and the As- 
sembly committees have now agreed that this matter be re- 
ferred to the Committee on Constitution and By-Laws to 
develop the necessary constitutional amendment for imple- 
mentation at the.earliest possible time. There has been concern 
about the increase in members-at-large; however, through the 
concerted efforts of the Membership Division, Manpower Re- 
search and Development, and the Assembly of District 
Branches, the loopholes are gradually being closed. District 
branches have been urged to recruit the "illegal" member-at- 
large (members who had prior district branch membership but 
presently do not belong to a branch). Currently, a question has 
arisen concerning the requirement that a member must join a 
district branch (a business league) in order to qualify for mem- 
bership in APA (a scientific and educational organization). This 
relates to the tax-exempt status of the branches in relation to 
APA as a whole. A survey to show the present tax-exempt 
status of district branches will be studied by the Board of 
Trustees. 


OFFICIAL ACTIONS 


The Committee on Planning and Development has the pri- 
mary responsibility to assess the present and future condition of 
the Assembly with particular reference to its internal structure 
and function, its relationship to the area councils and district 
branches, and its relationship to the other components and offi- 
cers of the Association. During the past year the committee, 
along with the Task Force on Revision of the Procedural Code, 
made several recommendations concerning the legislative proc- 
esses with the Association, namely, to spell out the relationship 
of the legisiativé leaders (presently known as the Ad Hoc Com- 
mittee on the Legislative Network) and to better define the 
method of their selection, duties, and functions. The Assembly 
approved a proposed legislative commission to be under juris- 
diction of the Assembly by inclusion in the Procedural Code. 
The Board has approved the commission; however, its place- 
ment and function within the mechanism of the Association has 
not been decided (this will probably be an item of discussion at 
the Key Conference). The question of creating additional areas 
within APA (the constitution provides for a maximum of 10 
areas) was studied, and the committee recommended no 
changes at this time. Ultimately this problem was referred to 
the Key Conference for further study. The committee studied 
the relationship between the professions of law and psychiatry 
and recommended that the Assembly and the Board work vig- 
orously to bring the top leaders of each group together in an at- 
tempt to work through some of the areas of conflict that are be- 
ginning to greatly affect the care, treatment, and rehabilitation 
of the mentally ill. 


The chairman of the Committee on Public Information is the 
Assembly liaison member on the APA Committee on Public 
Information and reports to the Assembly items of interest and/ 
or action. The main direction of the committee at the present 
time is to raise the consciousness of the membership about the 
image of psychiatry. There will be continued attempts to inform 
the public on what psychiatry is all about and on our concern 
for patients and patient care. More and more of what is becom- 
ing public information has really concerned itself with feeding 
information to the various legislators and legislatures through- 
out the states. The current issues having the highest priority 
seem to be confidentiality and privilege, patients' right to treat- 
ment and to a voice in choosing among alternatives, setting 
standards for quality care, ensuring continuity of competence of 
the psychiatrist and other care givers through such methods as 
peer review and continuing education, and gaining equal cov- 
erage for the mentally ill under national health insurance. 


The Task Force on Formulation of Policy Regarding Mem- 
bership Participation was appointed to determine whether the 
APA governing bodies as now constituted and elected are in 
fact representative of the individual members of the Associa- 
tion. It studied, in depth, representation at the local level (dele- 
gates to the Assembly), representation at the area council level 
and the role of this body in the Association as a whole, and the 
present system at the national level as opposed to the devel- 
opment of alternative systems that may resolve present dis- 
satisfaction (bicameral or an executive and legislative branch 
with a clear separation of powers). A concise report of the task 
force was accepted by the Assembly for referral to the Key 
Conference. 


The Task Force on Delivery of Mental Health Services con- 
tinued to discuss pertinent issues concerned with the impending 
national health insurance and the involvement of individuals 
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and district branches for adequate input. The primary interest 
of the task force at the present time is the financing of mental 
health care and the development of an APA position statement 
concerning national health insurance. Some of the major issues 
discussed by this task force were PSRO matters that merit con- 
tinuing concern and monitoring by the Assembly and in- 
appropriate insurance utilization. The task force also expressed 
concern that rigid implementation of programs to control costs 
might compromise quality of care and impede the development 
of improved or new methods of treatment. The task force re- 
viewed the regulations of health maintenance organizations 
(HMOs) and has urged psychiatrists to become involved in indi- 
vidual HMOs and to use their influence to develop health serv- 
ice benefits covering inpatient psychiatric treatment and ex- 
panded outpatient mental health services. It also recommended 
that APA appoint a task force on HMOs to recommend ways 
of developing more adequate psychiatric services in HMOs, 
both nationally as legislative requirements and locally as sup- 
plemental services in individual plans. 

The Task Force on Revision of the Procedural Code ex- 
pressed concern that provisions in the Procedural Code regard- 
ing voting strength in the Assembly may disenfranchise mem- 
bers (this problem also concerns those involved in the 
development of area council procedural codes). The task force 
during the past year developed an amendment for the regular 
election of the new Area VII Trustee after the Assembly ap- 
proved the formation of a new Area VI, the California district 


490 Am J Psychiatry 132:4, April 1975 


branches. In conjunction with the Committee on Planning and 
Development the task force developed an amendment to in- 
clude the proposed legislative commission under the Proce- 


dural Code, although that body would in reality be required to . . 


report to both the Assembly and the Board of Trustees. The 
amendment essentially spelled out the composition of the com- 
mission and its function. The Board has approved the appoint- 
ment of the commission but did not indicate the body to which 
it will be directly responsible. 

In addition, at the request of the APA Task Force on Con- 
fidentiality, a committee had proposed a system of coding in- 
surance information in the area of mental disorders. This was 
discussed by the Assembly in November and a recommendation 
was approved to establish a task force to plan and implement 
the program. A major part of the plan would be to have two dis- 
trict branches to do the study, but there was some question 
about the funding of the project. A member of the Task Force 
on Confidentiality was asked to explore this further with the 
Health Insurance Association of America, and a feasible plan 
was suggested to field test the proposed code system in Califor- 
nia, Connecticut, and Wisconsin if indicated. The Assembly Ex- 
ecutive Committee approved a recommendation to 1l) send 
the proposal to the three district branches to ask their estimate 
of the cost, 2) proceed to appoint a task force made up largely 
of members from the district branches involved, and 3) present 
this proposal to the Board of Trustees for their approval and 
request funding for the project. 


As an adjunct in a treatment 
program for children with MBD... 





ABBOTT INTRODUCES 


Cylert 


(pemoline) € 


Among the noteworthy properties of Cylert (pemoline) 


m It is structurally different 
from the amphetamines and 
methylphenidate. 


m [t has shown no evidence 
of producing tolerance with 


long-term administration. 
Lg 


m It is taken but once daily, m It has shown minimal 
sparing the child the need of cardiovascular effects, with 
mid-day doses at school. little or no effect on pulse or 


blood pressure. 
m [t has produced significant 
improvement in behavior 
according to ratings by 
physicians, parents and teachers. 


Please see last page of this advertisement for Prescribing Information. 
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The place for Cylert (pemoline) 
in a treatment program for MBD 


The adjunctive use of Cylert 
As an adjunct in an overall 
treatment program, Cylert 
can increase attention span in 
the hyperkinetic child and 
enable him to gain greater 
control over his actions. 


A child successfully treated 
may show marked improve- 
ment in concentration and 
become more responsive to 
instruction and counseling. 


Typically, the parent or 
teacher will report fewer 
emotional upsets and temper 
tantrums, and far less “‘squirm- 
ing" and disruptive motion. 


As his attention spanimproves, 
the child has less tendency to 
leave things unfinished. Often 
in directed activities such as 
handwriting or drawing exer- 
cises, there will be visible 
improvement in organization. 


Cylert in itself will not 
"enhance learning" or resolve 
dificult behavioral problems. 
But it can enable the child— 
perhaps for the first time—to 
channel undirected hyper- 
kinetic behavior into 
purposeful activity. 


How Cylert differs from 
other agents 


Cylert is a mild central 
nervous system stimulant 
which is structurally different 
from the amphetamines and 
methylphenidate. 


Onset of action 

Using the recommended 
schedule of dose titration, 
significant benefits may not 
be seen until the third or 
fourth week of drug therapy. 
Side effects may be seen prior 
to optimum clinical results. 


Dosage is taken only 
once daily 


Cylert is usually administered 
once daily, in the morning. 


The importance of single 
daily dose administration 


Among the benefits: 


The parent maintains control 
of medication; there is no 
need for the child to carry 
drugs to school. 
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With Cylert, dosage is usually given in 
the morning, at breakfast time. There 


is no need to carry medication to school. 





The child is spared the em- 
barrassment of having to "take 
his medicine" while at school. 


There is no continuing 
reminder to his classmates 
that he is “different”. 


There is no need for a nurse 
or teacher to supervise the 
taking of a mid-day dose. 


Finally, there is no interrup- 
tion in therapy caused by 
missed, forgotten or delayed 
doses. 


Cylert, alone among CNS 
stimulants used for treatment 
of hyperkinetic behavior, is 
inherently long-acting, per- 
mitting once-a-day dosage. 


When NOT to use Cylert 
Cylert should not be used for 
(and will not be effective in) 
simple cases of overactivity in 
school-age children. 


Neither should it be used in 
the child who exhibits symp- 
toms secondary to environ- 
mental factors and/or primary 
psychiatric disorders, including 
psychosis. 


The physician should rely on 
a complete history of the child 
and a thorough description 
ofsymptoms from both parents 
and teacher before postulat- 
ing a diagnosis of MBD. 


Multi-clinic study ‘shows significant 
improvement in children receiving Cylert pemoline) 








Parents and teachers reported that MBD children on Cylert got along better with others, were less restless and showed 
less tendency to leave things unfinished. Above: an MBD child (not yet on Cylert) is being given the Goodenough-Harris 
Draw-a-Person test. 

In a double-blind, placebo- 
controlled study, 238 children, 
ages six to 12, were treated 

over a nine week period. 

Global (overall) ratings by 
teachers, parents and physicians 
were performed at weeks 0, 3, 6 
and 9. Parent and teacher ratings 
showed that Cylert effected signifi- 
cant improvement, compared with 
placebo, beginning at week three. 
Physician ratings showed signifi- 
cant improvement beginning at 
week six. 


Psychological tests 

Children on Cylert had signifi- 
cantly higher scores than those 
on placebo on many of the tests, 
including the full scale Wechsler 
Intelligence Scale for Children 
(WISC) and its Performance IQ 
Sub-component; the Wide 
Range Achievement Test (WRAT) Part of the adiüttance criteria for t ie study ENST, children to be free of hearing 
(reading and arithmetic) ; and or visual defects which might account for learning and behavioral difficulty. 


the Lincoln-Oseretsky Motor 1. Conners, C. K., ed., Clinical Use of Stimulant Drugs in Children, Excerpta Medica, 
Performance Test Factor Il. 1974, p. 98. 2. Page, J. G., et al., J. Learning Disabilities, 7:498, Oct., 1974. 
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The parameters of safety 
of Cylert (pemoline) 


FROM MULTI-CLINIC STUDIES (9 WEEKS); SAFETY DATA COLLECTED ON 407 PATIENTS : 





Parameters studied: 


Blood DIGSSUFG.. cosi nr ceadisewede No difference between Cylert and placebo groups 
EMO saa ades d dai ades eat No difference between Cylert and placebo groups 
Laboratory Tests, ccws asa or E Ea No difference between Cylert and placebo groups 
Neurological status................ No difference between Cylert and placebo groups 


Other criteria: 


Adverse vede DOS. 46.445 kcesdnwns Insomnia and anorexia most frequently seen side effects 
and often improved with continuation of treatment or 
reduction of dosage. (For other side effects, see 
Prescribing Information on facing page.) 


NOIL IORR a acer exiX pk PRX FER Rh Mean weight loss of 1.5 lbs. was demonstrated in 
Cylert group during early weeks of treatment; by 3-6 
months, the children returned to the normal weight- 
curve for their age group. 


eee 


FROM ADDITIONAL STUDIES (LONG-TERM) ON CYLERT 
(UP TO TWO YEARS AND CONTINUING) 


oe eee 


Parameters reviewed: 


Mean dosagé..iiuuusa soe ropa ga Essentially unchanged on mg./kg. basis from original 
effective dosage. 


Blood pressure and pulse rates...... Normal in all patients. 


Laboratory examination. ........... Mild to moderate increase in transaminase (SGOT and 
SGPT) levels in a few patients (no clinical symptoms); , 
levels returned to normal on withdrawal of medication. 
No clinically significant abnormalities in the other tests. 


ASA 


Cylert (pemoline) 
© 


Description: Cylert (pemoline) is a 
white, tasteless, odorless powder which is 
relatively insoluble (less than 1 mg/ml) 
in water, chloroform, ether, acetone, 

and benzene. In 95% ethyl alcohol, the 
solubility of pemoline is 2.2 mg/ml. 


Actions: Cylert (pemoline) is a central 
nervous system stimulant. The pharma- 
cologic activity of pemoline is similar to 
that of other known stimulants but with 
minimal sympathomimetic effects. 
Pemoline is structurally dissimilar from 
the amphetamines and methylphenidate. 
Although the exact mode of pharmaco- 
dynamic action is undetermined in man, 
pemoline has been reported to increase the 
rate of synthesis of dopamine in rat brain. 

In human subjects, Cylert produces peak 
blood levels within 2-4 hours. The serum 
half-life is approximately 12 hours. Mul- 
tiple dose studies in adults at several dose 
levels indicate that serum levels plateau in 
approximately three days. Cylert and its 
metabolites are primarily excreted by the 
kidneys with approximately 75% of an 
oral dose appearing in the urine within a 
24-hour period. Approximately 43% of 
pemoline is excreted unchanged. Metabo- 
lites include pemoline dione, conjugated 
pemoline and mandelic acid. 

Cylert (pemoline) has a gradual onset of 
action in children with minimal brain dys- 
function. Using the recommended sched- 
ule of dosage titration, significant clinical 
benefit may not be evident until the third 
or fourth week of drug administration. 


Indications: MINIMAL BRAIN DYS- 
FUNCTION IN CHILDREN~as adjunc- 
tive therapy to other remedial measures 
(psychological, educational, social). 


Special Diagnostic Considerations: 
Specific etiology of minimal brain dysfunc- 
tion (MBD) is unknown, and there is no 
single diagnostic test. Adequate diagnosis 
includes the use not only of medical but of 
psychological, educational, and social 
resources. 

Characteristics commonly reported 
include: A chronic history of moderate to 
severe hyperactivity, short attention span, 
distractibility, emotional lability, and 
impulsivity. Nonlocalizing (soft) neuro- 
logical signs, learning disability, and 
abnormal EEG may or may not be present. 
The diagnosis of MBD must be based 
upon a complete history and evaluation of 
the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all 
children with MBD. In the primary therapy 
of*MBD, appropriate educational place- 
ment is essential and psychosocial interven- 
tion is generally necessary. When these 
measures alone are insufficient, the decision 
to prescribe stimulant medication will 
depend upon the physician's assessment of 
the chronicity and severity of the child's 
symptoms. Stimulants are not intended for 
use in the child who exhibits symptoms 
secondary to environmental factors and/or 





primary psychiatric disorders, including 
psychosis. 


Contraindication: Cylert (pemoline) is 
contraindicated in patients with known 
hypersensitivity or idiosyncrasy to the 
drug. (See PRECAUTIONS) 


Warnings: Cylert is not recommended 
for children under six years of age since 
safety and efficacy in this age group have 
not yet been established. 

Since Cylert (pemoline) and its metabo- 
lites are excreted primarily by the kidneys, 
caution should be observed in administer- 
ing the drug to children with significantly 
impaired renal function. 

Sufficient data on safety and efficacy of 
Cylert administration for periods beyond 
two years duration in children with minimal 
brain dysfunction are not yet available. 
Although a definite causal relationship 
has not been established, some temporary 
suppression of predicted growth pattern(i.e., 
weight and/or height) has been reported 
with the long-term use of stimulants in 
children. Therefore, patients requiring long- 
term therapy should be carefully monitored. 


Drug Interactions: Interactions be- 
tween Cylert and other drugs have not 
been studied in humans. As with most 
other drugs, concurrent administration 
with other agents, especially drugs with 
central nervous system activity, should be 
carefully monitored. 


Usage in Pregnancy: Safety for use in 
pregnancy has not been established. Stan- 
dard studies of fertility,teratology and repro- 
duction were conducted in rats and rabbits. 
Daily oral doses of pemoline of 18.75 

and 37.5 mg/kg beginning at conception 
produced no abnormalities in the fetuses 
and did not affect viability at birth. Further 
studies using similar dose levels with drug 
administration beginning 14 days before 
conception demonstrated an increased 
incidence of stillbirths in these animals. 


Drug Dependence: Studies of the 

drug abuse potential of Cylert (pemoline) 
in primates have not demonstrated a 
potential for self-administration. However, 
the pharmacologic similarities between 
Cylert and other CNS stimulants with 
known abuse liability suggest that drug 
dependence of the stimulant type might 
occur. There have been isolated reports of 
transient psychotic symptoms in adults 
following long-term misuse of pemoline 
taken orally in excessive quantities. There- 
fore, caution should be observed in emo- 
tionally unstable patients considered to 
have a psychological potential for drug 
dependence. 


Precautions: Delayed hypersensitivity 
reactions involving the liver have been 
reported in 1-2% of the patients receiving 
Cylert usually after several months of 
therapy. No clinical symptomatology has 
been observed, but mild to moderate 


Prescribing Information 


increases in transaminase (SGOT and 
SGPT) levels have occurred in these 

cases. These effects appear to be com- 
pletely reversible when drug treatment is 
discontinued. Transaminase levels should 
be determined periodically during therapy 
with Cylert to detect any such reactions. 


Adverse Reactions: The most fre- 
quently reported adverse reaction with 
Cylert is insomnia. Insomnia has been 
observed prior to optimum therapeutic 
response and in the majority of cases was 
transient in nature or responded to dosage 
reduction. Anorexia with weight loss during 
the first few weeks of therapy has also been 
reported. With continuing therapy, a re- 
turn to a normal weight curve usually 
occurred within three to six months. Other 
adverse reactions reported include stomach- 
ache, skin rash, irritability, mild depression, 
nausea, dizziness, headache, drowsiness, 
and hallucinations. Mild adverse reactions 
appearing early in treatment often remit 
with continuing therapy. If adverse 
reactions are of a significant or protracted 
nature, dosage reduction or discontinua- 
tion should be considered. 


Dosage and Administration: Cylert 
(pemoline) is administered as a single oral 
dose each morning. The recommended 
starting dose is 37.5 mg per day. This daily 
dosage should be gradually increased at 
one week intervals using increments of 
18.75 mg until the desired clinical response 
is obtained. The mean daily effective dose 
ranges from 56.25 to 75 mg per day. The 
maximum recommended daily dose of 
pemoline is 112.5 mg. 

Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
not be evident until the third or fourth week 
of drug administration. Drug administra- 
tion should be interrupted occasionally to 
determine if behavioral symptoms sufficient 
to require continuing therapy recur. 


Overdosage: Cylert overdosage has 
been reported to produce symptoms of 
tachycardia, hallucinations, agitation, or 
restlessness. The treatment of acute massive 
overdosage with pemoline is essentially the 
same as that for overdosage with any drug 
having CNS stimulatory effects. Manage- 
ment is largely symptomatic and may 
include induction of emesis, gastric 

lavage or other measures as appropriate. 


How Supplied: Cylert (pemoline) is 
supplied as monogrammed, grooved 
tablets in three dosage strengths: 


18.75 mg. tablets (yellow-colored) in 
bottles of 100 (NDC 0074-6025-13) 


37.5 mg. tablets (orange-colored) in bottles 
of 100 (NDC 0074-6057-13) 


75 mg. tablets (tan-colored) in bottles 
of 100 (NDC 0074-6073-13) 
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HELPS PROVIDE 

EARLY CONTROL 

OF DEPRESSIVE 
SYMPTOMS... 


neiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment. Anxiety as a symptom secondary to 
may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to di ‘on will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and symptomatic anxiety starves 


Norpramin® (desipramine hydrochloride) 25 mg. and 50 mg. tablets. 





IN BRIEF: 


Indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others. 
Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow- 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
ere other dibenzazepines is a possi- 
ility. 
Warnings: !. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication, 
(d) with a history of seizure disorder. 2. 
This drug is capable of blocking the 
antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin® 
(desipramine hydrochloride) is not rec- 
ommended for use in children. 5. This 
drug may impair the mental and/or phy- 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly. 
Precautions: This drug should be dis- 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 
resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age. or alter treatment, if serious ad- 
verse effects occur. Norpramin® 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
cause exacerbation of phychosis in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres- 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia. 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke Psychi- 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion, delusions; anxiety, agitation; In- 
somnia and nightmares; hypomania, ex- 
acerbation of phychosis. Neurological. 
paresthesias of extremities, incoordina- 
tion. ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms, sel- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; Constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic 
skin rash, petechiae, urticaria, itching, 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic: agranulocytosis, eosinophilia, 
purpura, thrombocytopenia Gastrointes- 
tinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis, 
black tongue. Endocrine: gynecomastia, 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea, 
headache and malaise. 
Dosage and Administration: The usual 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary. 
Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug. 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers 
If heart failure is imminent, digitalize 
promptly. 
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In the treatment of clinically significant depression... 
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e An important alternative in fitting the 
medication to the patient’s needs 


Once-a-day dosage at bedtime is an appropriate way 
to start—and maintain—many patients on therapy. 
Of course, ELAVIL may be administered two, three, 
or four times as well as once a day. This dosage 
versatility allows prescribing precisely for the 
patient's needs. 


e Once-a-day dosage schedule for adult 
outpatients 


Therapy should be initiated with 50 mg to 100 mg at 
bedtime. This may be increased by 25 or 50 mg 
added to the bedtime dose as necessary to a maxi- 
mum daily dose of 150 mg. The usual maintenance 
dose is 50 to 100 mg a day given at bedtime, 


though in some patients, 40 mg per day is sufficient. 


once a day at bedtime 


e Greater patient compliance 


The simplicity of once-a-day dosage at bedtime 
makes it easier for patients to adhere to a regimen— 
an especially important consideration in depressed 
patients whose self-motivation may be at a low ebb. 


Should not be used during the acute recovery phase 
following myocardial infarction; in patients hyper- 
sensitive to it; in those who have received an MAOI 
within two weeks; or in children under 12. Patients 
with cardiovascular disorders should be watched 
closely. Safe use during pregnancy and lactation has 
not been established. The drug may impair mental 
or physical abilities required in the performance of 
hazardous tasks and may enhance the response to 
alcohol. Since suicide is a possibility in any depres- 
sive illness, patients should not have access to large 
quantities of the drug. Hospitalize as soon as possible 
any patient suspected of having taken an overdose. 





Please see addendum on following page for other details of dosage and administration including 
divided daily doses, dosage in hospitalized patients, and dosage in elderly and adolescent patients. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 
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For a brief summary of prescribing information, please see following page. 





MSD 


SHAR 





NE HC 








MSD) 


À €f 





ELAVIL 


(AMITRIPTYLINE HCI| MSD) 


added dosage versatility 
in clinically significant depression 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 

sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI- cautiously with gradual increase in 
dosage until] optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of selzures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 

in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 

mias, sinus tachycardia, and prolongation of the conduction time have been reported, 

particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impalr mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinetgic agents or sympathomimetic drugs, Including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline Is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial Infarction, arrhythmias, heart block, stroke. CAS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; Insomnia; nightmares; 
numbness, tingling, and parestheslas of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Aatichelinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia In the male, breast enlarge- 
ment and galactorrhea in the female, Increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as.possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. in addition, the Intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in sIngle-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCl, In single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 mi. 

For mora detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 
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dosage forms for differing 
patient needs 


25 mg (yellow) 


This tablet may prove use- 
ful for initial therapy in 
adult outpatients. Starting 

dosage is usually 75 mg daily in divid- 
ed doses or 50 to 100 mg once a day 
at bedtime. If necessary, this dosage 
may be increased gradually to a total 
of 150 mg a day. When doses are divid- 
ed, dosage increases are made prefer- 
ably in the late afternoon or at bed- 
time. A sedative effect may be apparent 
before the antidepressant effect is not- 
ed. An adequate therapeutic effect may 
take as long as 30 days to develop. 


50 mg (beige) 


oO The 50-mg tablet may be 
advantageous whenever 
higher dosages are re- 
quired, or when the single daily dose 
18 given at bedtime. The 50-mg tablet 
may also be convenient for many hos- 
pitalized patients who may need 100 

mg a day initially. In these patients, 
dosage may be increased gradually to 

200 mg a day if necessary. A small 

number of hospitalized patients may 

need as much as 300 mg a day. 


10 mg (blue) 


Because lower doses are 
generally recommended 
for adolescents and elderly 


patients, the 10-mg tablets may be 
most serviceable. Ten mg three times 
a day with 20 mg at bedtime may be 
satisfactory in adolescent and elderly 
patients who do not tolerate higher 
doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the 
injectable form may be 
suitable initially. The tab- 
lets should replace the in- 
jection as soon as possible. 
Initial intramuscular dos- 
age is 20 to 30 mg (2 to 3 mD four 
times a day. When Injection ELAVIL 
is administered intramuscularly, the 
effects may appeer more rapidly than 
with oral administration. 





Usage tn Children: In view of the lack 
of experience in children, this drug is 
not recommended at the present time 
for patients under 12 years of age. 
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Imavate tablets meet 
all the standards of 
identity, purity and 
strength stipulated in 
the United States 
Pharmacopeia (U.S.P.) 
for imipramine hydro- 
chloride tablets. 
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The cost of Imavate 
Tablets to the pharma- 
cist is 20-25% lower 
than the leading brand. 


|| m 


imipraminen y hydrochloride 


ta jets US 








A-HROBINS 


A63 


Afi4 


Your Robins Repre- 
sentative will provide 
you with a supply of 
prepaid prescriptions. 
These enable your pat- 


ients to receive a week’s 


therapy at no cost. 


Also, for selected 
depressed patients 
this booklet “Under- 
standing Depression” 
may be helpful in sup- 
porting your therapy 
and reassuring the 
patient. 
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rescribing Information: 
idications: For the relief of symptoms of depression. En- 
ogenous depression is more likely to be alleviated than 
ther depressive states. 
ontraindications: The concomitant use of monoamine 
xidase inhibiting compounds is contraindicated. Hyper- 
yretic crises or severe convulsive seizures may occur in 
atients receiving such combinations. The potentiation of 
»dverse effects can be serious or even fatal. When it is 
esired to substitute imipramine hydrochloride, in patients 
?ceiving a monoamine oxidase inhibitor, as long an interval 
would elapse as the clinical situation will allow, with a 
üinimum of 14 days. Initial dosage should be low and 
ncreases should be gradual and cautiously prescribed. 
The drug is contraindicated during the acute recovery 
eriod after a myocardial infarction. Patients with a known 
ypersensitivity to this compound should not be given the 
"rug. The possibility of cross-sensitivity to other diben- 
azepine compounds should be kept in mind. 
Jarnings: Usage in Pregnancy: Safe use of imipramine 
»ydrochloride during pregnancy and lactation has not been 
sstablished; therefore, this drug should be administered to 
"omen who are or who might become pregnant, or to 
ursing mothers, only when the potential benefits clearly 
utweigh possible hazards. There have been clinical reports 
af congenital malformation associated with the use of this 
rug, but a causal relationship has not been confirmed. 
nimal reproduction studies with imipramine HCI have 
Welded inconclusive results. Oral studies in rats and mice at 
oses up to 2! times, and in rabbits at doses up to 25 times 
1e maximum human dose, showed no clear evidence of 
?ratogenic potential, but subcutaneous studies showed a 
?ratogenic effect in rabbits and equivocal teratogenicity in 
lice at respective doses up to 5 and 6% times the maximum 
uman dose. Increased resorptions and stillbirths and de- 
weased neonatal weights were seen in the oral as well as 
subcutaneous studies. 
xtreme caution should be used when this drug is given to: 
patients with cardiovascular disease because of the possi- 
lility of conduction defects, arrhythmias, myocardial infarc- 
son, strokes and tachycardia; 


patients with increased intraocular pressure, history of 
rinary retention, or history of narrow-angle glaucoma be- 
ause of the drug's anticholinergic properties; 


hyperthyroid patients or those on thyroid medication be- 
ause of the possibility of cardiovascular toxicity; 


' patients with a history of seizure disorder because this 
rug has been shown to lower the seizure threshold; 


» patients receiving guanethidine or similar agents since 
mipramine hydrochloride may block the pharmacologic ef- 
ects of these drugs. 

Usage in Children: Pending evaluation of results from 
linical trials in children, this drug is not recommended for 
ise in patients under twelve years of age. 

Since this drug may impair the mental and/or physical 

ibilities required for the performance of tasks such as opera- 
ion of an automobile or hazardous machinery, the patient 
hould be cautioned accordingly. 
'recautions: Itshould be kept in mind that the possibility of 
uicide in seriously depressed patients is inherent in the 
Iness and may persist until significant remission occurs. 
such patients should be carefully supervised during the early 
ihase of treatment with imipramine hydrochloride and may 
equire hospitalization. Prescriptions should be written for 
he smallest amount feasible. 

Hypomanic or manic episodes may occur, particularly 
1 patients with cyclic disorders. Such reactions may necessi- 
ate discontinuation of the drug. If needed, imipramine hyd- 
ochloride may be resumed in lower dosage when these 
»pisodes are relieved. Administration of a tranquilizer may 
»e useful in controlling such episodes. 

Prior to elective surgery, imipramine hydrochloride 
hould be discontinued for as long as the clinical situation will 
llow. 

An activation of the psychosis may occasionally be 
»bserved in schizophrenic patients and may require reduc- 
ion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 








anticholinergic drugs (including antiparkinsonism agents) in 
addition, the atropine-like effects may become more pro- 
nounced (e.g. paralytic ileus). Close supervision and careful 
adjustment of dosage is required when this drug is adminis- 
tered concomitantly with anticholinergic or sympathomime- 
tic drugs. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine hydroch- 
loride with electroshock therapy may increase the hazards; 
such treatment should be limited to those patients for whom 
it is essential, since there is limited clinical experience. 
Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not been 
reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs require 
that each of the reactions be considered when imipramine 
hydrochloride is administered. 

Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart 
block, stroke, falls. 

Psychiatric: Confusional states (especially in the el- 
derly) with hallucinations, disorientation, delusions: anxiety, 
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restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, alterations 
in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated 
sublingual adenitis; blurred vision, disturbances of accom- 
modation, mydriasis; cnstipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross-sensitivity 
with desipramine. 

Hematologic: Bone marrow depression including ag- 
ranulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever or sore throat during 
therapy: the drug should be discontinued if there is evidence 
of pathological neutrophil depression. 

Gastrointestinal: Nausea and vomiting, anorexia, 
epigastric distress, diarrhea; peculiar taste, stomatitis, ab- 
dominal cramps, black tongue. 


Endocrine: Gynecomastia in the male: breast 
largement and galactorrhea in the female: increased ow 
creased libido, impotence; testicular swelling; elevatio: 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered 
function; weight gain or loss, perspiration: flushing; uris 
frequency; drowsiness, dizziness, weakness and fatic 
headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of 

diction, abrupt cessation of treatment after prolon 
therapy may produce nausea, headache and malaise. 
Dosage and Administration: Lower dosages are rec 
mended for elderly patients and adolescents. Lower dose 
are also recommended for outpatients as compared to t 
pitalized patients who will be under close supervision. L 
age should be initiated at a low level and increased gre 
ally, noting carefully the clinical response and any evide 
of intolerance. Following remission, maintenance medi 
tion may be required for a longer period of time, at the lox 
dose that will maintain remission. 
Oral: Usual Adult Dose: Hospitalized patients— Initia 
100 mg/day in divided doses gradually increased to 4 
mg/ day as required. If no response after two weeks, incre 
to 250-300 mg/ day. 

Outpatients— Initially, 75 mg/day increased to : 
mg/day. Dosages over 200 mg/day are not recommend 
Maintenance, 50-150 mg/ day. 

Adolescent and geriatric patients— Initially, 30* 
mg/day; itis generally not necessary to exceed 100 mg/dl 
Overdosage: Symptoms: These include drowsine 
stupor, tachycardia, ataxia, vomiting, cyanosis, hypofl 
sion, shock/coma, restlessness, agitation, hyperpyrexia, 
vere perspiration, hyperactive reflexes, muscle rigic 
athetoid movements, convulsions, mydriasis. There may, 
cardiac arrhythmia, EKG evidence of impaired conducfi 
and signs of congestive heart failure. 

Treatment: There is no specific antidote. Indus 
emesis and gastric lavage are recommended. It may 
helpful to leave the tube in the stomach, with irrigation a 
continual aspiration of stomach contents, possibly prom 
ing more rapid elimination of the drug from the body. ' 
room should be darkened, allowing only a minimal amo 
of external stimulation, to reduce the tendency to conv 
sions. 

l. Hyperirritability and convulsions have been s 
cessfully treated with parenteral barbiturates in several 
stances. However barbiturates should not be employe 
drugs that inhibit monoamine oxidase have also been tall 
by the patient in overdosage or in recent therapy. Simila 
barbiturates may induce respiratory depression, particule 
in children. It is therefore advisable to have equipment aw 
able for artificial ventilation and resuscitation when barbi 
rates are employed. Paraldehyde has been used effective 
in some children to counteract muscular hypertonus e 
convulsions without causing respiratory depression. Anir 
data indicate that an internuncial neuron blocker, such 
methocarbamol, may be an effective treatment for conv 
sions and muscular hypertonus. 

2. Shock (circulatory collapse) should be treated we 
supportive measures such as intravenous fluids, oxyge 
and corticosteroids. 

3. Hyperpyrexia should be controlled by whate* 
means available, including ice packs, if necessary. 

4. Signs of congestive heart failure have been satisf* 
torily treated by rapid digitalization. 

5. If an extremely large overdose has been ingeste 
use of the artifical kidney may be helpful in eliminating # 
drug from the body. However, due to low plasma levels: 
the drug and a high rate of secretion in the stomach, it is # 
that a more efficient technique is continuous gastric lavagi 
How Supplied: Imavate Tablets, brand of Imiprami 
Hydrochloride Tablets, USP (film-coated), 10 mg (white) 
bottles of 100 (NDC 0031-5610); 25 mg (coral) in bott 
of 100 and 1000 (NDC 0031-5625); and 50 mg (fuchsia 
bottles of 100 and 1000 (NDC 0031-5650). June 19" 
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A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children... . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psychiatric Services for Children 
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MEDICAL OFFICER 


Psychiatrists 


SAINT ELIZABETHS HOSPITAL 


A large Federal pyschiatric facility in Washington, 
D. C., strategically located within 10 minutes of down- 
town Washington, the area beltway, and surrounding 
counties. Current management efforts are focused on 
converting a large centrally operated psychiatric 
Hospital into a modern decentralized community- 
based facility. On-going programs include: A Com- 
munity Mental Health Center, treatment centers for 
the Youth, Deaf, Alcoholics, and Drug Addicts, and a 
400 bed General Medical and Surgery facility. A fully 
accredited Internship and a Psychiatric Residency 
Program are also conducted at the Hospital. Salaries 
range from $28,000 to $33,794 depending upon train- 
ing and experience. Federal employee benefits apply. 
Write or telephone: 


Mrs. Betty Dunkins 
Saint Elizabeths Hospital 
2700 Martin Luther King, Jr., Ave., S.E. 
Washington, D. C. 20032 
(202) 574-7179 


AN EQUAL OPPORTUNITY EMPLOYER 


PSYCHIATRISTS 


Board eligible and board certified to 
fashion positions within innovative 
programs. New medical school af- 
filiation with medical students and 
residents training within clinical 
programs. Research and formal 
teaching opportunities are available. 
Positions in the  Triage-Crisis 
Intervention, Acute Psychiatry and 
Intermediate Psychiatry, Out-patient 
Psychiatry Programs. Salaries from 
$29,846 to $36,000 based upon 
qualifications. No discrimination in 
employment. 


Apply to: 
Chief of Psychiatry 
VA Hospital 
Downey, lllinois 60064 
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/ O Effective in the treatmer 

^ clinical depression/anxiety 

4^ O Eliminates potential for 'cheeking" 
medication 

O Colorless, tasteless following dilution 

O Contains no alcohol or sugar 

O Easily mixed with water or juices 








CONCENTRATE 


10 mg./ml., 120-ml. (4-oz.) bottles 





BRIEF SUMMARY 

Sinequan® (doxepin HC!) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersen- 
sitivity to the drug, and in patients with glaucoma or a tendency to urinary 
retention. 

Warnings. Usage in Pregnancy: This drug has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal 
reproductive studies have not resulted in any teratogenic effects. 

Usage in Children: Usage in children under 12 years of age is not recom- 
mended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported 
following the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cau- 
tious initiation of therapy with this drug. The exact length of time may vary 
and is dependent upon the particular MAO inhibitor being used, the length of 
time it has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 
mg. per day, Sinequan can be given concomitantly with guanethidine and re- 
lated compounds without blocking the antihypertensive effect. At doses of 
300 mg. per day or above, Sinequan does exert a significant blocking effect. In 
addition, Sinequan was similar to the other structurally related psychothera- 
peutic agents as regards its ability to potentiate norepinephrine response in 
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the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usually 
occurs early in the course of treatment, and tends to disappear as therapy is 
continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients 
have been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to 
three weeks, antianxiety activity is rapidly apparent. 
Supply. Available as capsules containing doxepin HCI equivalent to 10 mg., 
25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and unit-dose 
packages of 100 (10 x 10's). Sinequan (doxepin HCl) 25 mg. and 50 mg. also 
available in bottles of 5000. Sinequan Oral Concentrate (10 mg./ml.) is avail- 
able in 120 ml. bottles with an accompanying dropper calibrated at 5 mg., 
10 mg., 15 mg., 20 mg., and 25 mg. 

More detailed professional information available on request. 
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successfully: 
is the goal just 
survival? 


Popular belief would have it that “aging” 
and "existing" are the same, both 
marked by deteriorated ability — physi- 
cal and mental. But i aging 
just existing? 

Or is it 

most of one’s 
abilities? 


More than just surviving the changes 
and obstacles of old age, successful 
aging is adapting to the changes and 
overcoming the obstacles. Consider the 
very fortunate aging individuals who 
continue active, productive, even so- 
cially significant lives. Picasso, painting 
and sculpting until his death at the age 
of 91. Stokowski still conducting at 92. 
Margaret Mead, an active author and 
anthropologist at 73. Consider, too, 
those wholack prominence and popular 
acclaim, but still lead personally satis- 
fying lives. Thus adding meaning to 
their prolonged existence by following 
interests and abilities 

How then, can some age so success- 
fully others less so, and still others 
merely survive? One reason: individual 
differences. Not only in abilities, but in 
opportunities and situations that can 
either nurture or suffocate ability 

Aging doesnt have to mean ailing 
bodies and failing minds. True, the cell 
loss of old age extends to the brain. But 


s successful a 


the 
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the loss of brain cells doesn't invariably 
lead to loss of intelligence and alertness. 


For 

Although the 
decrease in 

brain volume 

is well known, enormous 


reserves of cerebral cells help compen- 
sate for loss with age. Disease and injury, 
more than advancing age, actually 
lessen cerebral capacity. 

And lack of use contributes to the 
decline; mental and physical functions 


ind 





that are utilized tend to persist and those 

not utilized tend to disappear So, if used, 
the mind often can remain alert. And, 
in fact, 


Some now 
believe that 


intellectual decline 
can be minimal. 


One theory isolates two basic types of 
intelligence: “fluid” and “crystallized 
Both increase into adolescence, but fluid 
intelligence, formless and independent 
of education, begins to decline during 
the twenties. Crystallized intelligence- 
experience refined through education — 
continues to grow, and does not decline 
or even level off during old age. So, 
according to this theory, total intelligence 
changes qualitatively. Quantitatively, it 
remains relatively constant. 

But we still see senility and seeming 
mental decline, sometimes caused by 








injury to the brain from accident or a 
disease like cerebral arteriosclerosis. In 
some cases, the reason may be per- 
sonality frustration even more than 
actual brain deterioration: a decline in 
performance generated by severe stress 
more than a decline in cognitive ability 
Clinically significant anxiety, alone or as- 
sociated with underlying organic dis- 
ease, is common in the elderly, and can 
cripple the aged mind, and interfere with 
the adaptive process. But 


When such anxiety 
is controlled ihe elderly 


patient may become more responsive to 
personal interests and social activities. 


Totherapy and counselling. To adapting 
to the changes of age 

If antianxiety therapy adjunctive to 
your counsel and reassurance is de- 
sirable, consider Serax (oxazepam). 
Serax has been found valuable, partic- 
ularly in the older patient, in the manage- 
ment and control of clinically significant 
anxiety, tension, agitation and irritability. 

Special care must of course be taken 
in prescribing antianxiety agents for 
elderly patients, especially where 
cardiac complications might ensue from 
a drop in blood pressure. And careful 
attention must be paid to dosage recom- 
mendations and follow-up observation. 

More than eight years of clinical ex- 
perience have shown Serax to be 
especially useful in many geriatric pa- 
tients. Its dosage flexibility* generally 
permits adjustment to individual patient 
needs, making Serax a logical choice in 
the management of clinically significant 
anxiety in the elderly patient. 


In Brief 

Indications: Oxazepam is indicated for the 
management and control of anxiety, tension, 
agitation, irritability and related symptoms. Such 
symptoms are commonly seen in patients with a 
diagnosis of psychoneurotic reaction, psycho- 
physiological reaction, personality disorder, or 
in patients with underlying organic disease. 
Anxiety associated with depression is also re- 
sponsive to oxazepam therapy. This product has 
been found particularly useful in the manage- 
ment of anxiety, tension, agitation and irritability 
inolder patients. Alcoholics with acute tremulous- 
ness, inebriation or with anxiety associated with 
alcohol withdrawal are responsive to therapy. 


*See package circular for full prescribing information 


Wyeth 
makers of SeraxX (oxazepam) 
for use in clinically significant anxiety 


Contraindications: History of previous hyper- 
sensitivity to oxazepam. Oxazepam is not in- 
dicated in psychoses 


Warning: Use in Pregnancy: Safety for use in 
pregnancy not established. 


Precautions: Hypotensive reactions are rare, 
but use with caution where complications could 
ensue from a fall in blood pressure, especially 
in the elderly. Withdrawal symptoms upon dis- 
continuation have been noted in some patients 
exhibiting drug dependence through chronic 
overdose. Carefully supervise dose and amounts 
prescribed, especially for patients prone to self- 
overdose; excessive, prolonged use in suscepti- 
ble patients (alcoholics, ex-addicts, etc.) may 
result in dependence or habituation. Reduce 
dosage gradually after prolonged excessive 
dosage to avoid possible epileptiform seizures. 
Withdrawal symptoms following abrupt discon- 
tinuance are similar to those seen with barbitu- 
rates. Caution patients against driving or 
operating machinery until absence of drowsiness 
or dizziness is ascertained. Warn patients of 
possible reduction in alcoho! tolerance. Not in- 
dicated in children under 6 years; absolute 
dosage for 6- to 12-year olds not established. 


Adverse Reactions: Therapy-interrupting side 
effects are rare. Transient mild drowsiness is 
common initially; if persistent, reduce dosage, 
Dizziness, vertigo and headache have also oc- 
curred infrequently; syncope, rarely. Mild para® 
doxical reactions (excitement, stimulation, 
of affect) are reported in psychiatric patients 
Minor diffuse rashes (morbilliform, urticarial and 
maculopapular)-are rare. Nausea, lethargy; 
edema, slurred speech, tremor and altered’ 
libido are rare and generally controllable “by 
dosage reduction. Although rare, leukopenia 
and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood 
counts and liver function tests are advised. 
Ataxia, reported rarely, does not appear related 
to dose or age. These side reactions, noted with 
related compounds, are not yet reported: para- 
doxical excitation with severe rage reactions, 
hallucinations, menstrual irregularities, change 
in EEG pattern, blood dyscrasias (including 
agranulocytosis), blurred vision, diplopia, incon- 
tinence, stupor, disorientation, fever andeuphoria. 


Availability: Capsules of 10, 15 and 30 mg. 
oxazepam, tablets of 15 mg. oxazepam. 


Wyeth Laboratories - Philadelphia. Pa 19101 
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It can save time, 
it can save money, and it can 
even save people - 


by reducing readmissions. 


Money Martin and Townend', who found from their 


study of Prolixin Decanoate that 15 of 39 patients could 
be maintained on 25 mg. every 4 weeks, also note that on 
this basis 'a year s maintenance on chlorpromazine 
represents the order of 110 grams of phenothiazine as 
opposed to 0.33 gram of fluphenazine." Translating this 
into dollars shows the following potential hospital savings 
on the basis of patient population: 











E 
fime Prolixin Decanoate (Fluphenazine Decanoate 
njection), with duration of action that may last up to 4 
weeks or longer in patients on maintenance therapy, can 
affect important savings in nursing time. 


Approximate Staff Time Required to Medicate 
18 Schizophrenic Patients* 














ae L^] ay ee 
— Cost/500 
j a.m. 34 hr. 1 injection every s 
E p.m. 4 Zahr. 28 days for most Agent e iene We ed AE 
È pam, , 3 hr. patients amount/year or yea y 
: em A minutesrecuimd por ble a : jm rho - $48.75 $24,375 
i for each injection rand) rate mg./ml.T 
110 grams 
= 1hr., 10 minutes nursing =a sa ables alta ead ala eminem IO CON cm 
PS of nursi ! Prolixin Decanoate 5 ml. vials 23.17" 11,585 
9f Aursin time in 28 
EX aa "s .33 grams 25 mg./ml. 
SAVINGS $25.58 $12,790 


61 hours and 50 minutes or 
more than 775 eight-hour 
working days 


patient, year 500 pts/yr. 


* Calculated from prices published in 1975 Red Book 
** Calculated from Squibb 1975 price catalogue 


PI tR: Br J Social Psychiatry 2: 187-191, 1968 t With tablets, the annual cost is even greater 


People The controlled drug delivery system of Prolixin Decanoate helps get 
schizophrenic patients out of the hospital and helps them stay out. It promotes 
continuity of therapy—reducing outpatient drug defaulting from approximately 
50% with oral medications according to one report? to about 16% according to 
another report?. 


It reduces the number and length of rehospitalizations. In one study of 103 patients 
maintained on injections of long-acting fluphenazines, total hospital readmissions 
for a year were cut from 191 to 50 and inpatient time from 8,713 days to 1,335 days*. 


It facilitates return to a productive life. A 12-month followup of 103 discharged 
patients revealed 77% in full-time employment or household duties and only 23% 
unemployed‘. 


PROLIXIN DECANOAT 


(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks 
or longer in patients on maintenance therapy. 





® , 
S UIB The Priceless Ingredient of every product 
is the honor and integrity of its maker! ™ 
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EROLIXIN DECANOATE 





K-|uphenazine Decanoate Injection) 


"may control schizophrenic symptoms for up to 4 weeks or longer in patients on maintenance therapy. 


>lixin Decanoate (Fluphenazine Decanoate Injection) provides 
mg. fiuphenazine decanoate per mi. in a sesame oll vehicle with 
% (w/v) benzyl alcoho! as a preservative. 


“NTRAINDICATIONS: In presence of suspected or established sub- 
tical brain damage. In patients who have a blood dyscrasia, liver 
nage or renal Insufficiency, or who are receiving large doses of 
notices, or who are comatose or severely depressed. in patients who 
ve shown hypersensitivity to fluphenazine; cross-sensitivity to phe- 
'hiazine derivatives may occur. 

Not intended for use In children under 12. 


«AHNINGS: Mental and physical abilities required for driving a car 
operating heavy machinery may be impaired by use of this drug. 
ysicians should be alert to the possibillty that severe adverse re- 
lons may occur which require immediate medical attention. Potentia- 
1 of effects of alcohol may occur. Safety and efficacy In children 
fe not been established because of inadequate experience in use 
children. 


sage in Pregnancy: Safety for use during pregnancy has not been 
ablished; weigh possible hazards against potential benefits if ad- 
nistering this drug to pregnant patlents. 


IECAUTIONS: Caution must be exercised if another phenothiazine 
mpound caused cholestatic Jaundice, dermatoses or other allergic 
«ictions because ofthe possibility of cross-sensitivity. When psychotic 
'ients on large doses of a phenothiazine drug are to undergo surgery, 
ootensive phenomena should be watched for; less anesthetics or 
ral nervous system depressants may be required. Because of added 
‘icholinergle effects, fluphenazine may potentiate the effects of 
opine. 
Jse fluphenazine decanoate cautlously in patients exposed to ex- 
me heat or phosphorus Insecticides; in patlents with a history of 
avulsive disorders since grand ma! convulsions have occurred; and 
patients with special medical disorders such as mitral insufficiency 
other cardiovascular diseases, and pheochromocytoma. Bear In 
nd that with prolonged therapy there is the possibility of liver damage, 
mentary retinopathy, lenticular and corneal deposits, and develop- 
int of Irreversible dyskinesia. 
*"luphenazine decanoate should be administered under the direction 
a physician experienced in the clinical use of psychotropic drugs. 
rlodic checking of hepatic and renal functions and blood picture 
»uld be done. Renal function of patients on long-term therapy should 
monitored; if BUN becomes abnormal, treatment should be dis- 
ntInued. “Silent pneumonias” are possible. 


wSVERSE REACTIONS: Central Nervous System—Extrapyramidal 
nptoms are most frequently reported. These Include pseudoparkin- 
1lsm, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
d hyperreflexia; most often these are reversible, but they may be 
tsistent. One can expect a higher Incidence of such reactions with 
phenazine decanoate than with leas potent piperazine derivatives 
straight-chain phenothlazines. The incidence and severity will de- 
«nd more on individual patient sensitivity, but dosage level and patient 
e are also determinants. As these reactions may be alarming, the 
tlentshould be forewarned and reassured. Thesereactionscan usually 
controlled by administration of antiparkinsonian drugs such as benz- 
pine mesylate or intravenous Caffeine and Sodium Benzoate injec- 
n U.S.P., and by subsequent reduction In dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, per- 
tent and sometimes irreversible tardive dyskinesia may appear in 
me patients on long-term therapy or may occur after discontinuation 
«drug. The risk seems greater in elderly patients, especially females. 
high dosages. The syndrome ls characterized by rhythmical involun- 
y movements of tongue, face, mouth, or Jaw (e.g., protrusion of 
igue, puffing of cheeks, puckering of mouth, chewing movements! 
d may be accompanied by involuntary movements of extremities. 
ere is no known effective therapy for tardive dyskinesia; usually the 
niptomes are not alleviated by antiparkinsonism agents. ifthe symptoms 
sear, discontinuation of all antipsychotic agents is suggested. The 
1drome may be masked if treatment is reinstituted, or drug dosage 
:reased, or a different antipsychotic agent used. Reporta are that 
e vermicuiar movements of the tongue may be an early sign of the 
adrome which may not develop if medication is stopped at that time. 
^henothíazine derivatives have been known to cause restlessness, 
«citement, or bizarre dreams; reactivation or aggravation of psychotic 
>ceases may be encountered. If drowsiness or lethargy occur, the 
sage may have to be reduced. Dosages, far in excess of the recor 
anded amounts, may induce a catatonic-like state. 


Autonomic Nervous System — Hypertension and fluctuations in blood 
assure have been reported. Although hypotension is rarely a prob- 
n, patients with pheochromocytoma, cerebral vascular or renal in- 
Kficioncy or severe cardiac reserve deficiency such as mitral insuf- 
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ficlency appear to be particularly prone to this reaction and should be 
observed carefully. Supportive measures including intravenous" 
vasopressor drugs should be instituted Immediately should severe 
hypotension occur; Levarterenol Bitartrate Injection U.S.P. is the most 
suitable drug; epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its actlon. Nausea, loss of 
appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing ortemporarily discontinuing the dos- 
age will usually controi these effects. Blurred vision, giaucoma, bladder 
paralysis, fecal impaction, paralytic Ileus, tachycardia, or nasal con- 
gestion have occurred in some patients on phenothiazine derivatives. 


Metabolic and Endocrine —Weight change, peripheral edema, ab- 
normal lactatlon, gynecomastia, menstrual Irregularities, false results 
on pregnancy tests, Impotency in men and increased libido in women 
have occurred In some patients on phenothiazine therapy. 


Allergic Reactions—itching, erythema, urticaria, seborrhea, photo- 
sensitivity, eczema and exfoliative dermatitis have been reported with 
phenothiazines. The possibility of anaphylactold reactions should be 
borne in mind. 


Hematologic—Blood dyscraslas Including leukopenla, agranulocy- 
tosis, thrombocytopenic ornonthrombocytopenic purpura, eosinophilia, 
and pancytopenia have been observed with phenothiazines. If sore- 
ness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular 
depression, therapy should be discontinued and other appropriate 
measures instituted Immediately. 


Hepatic—Liver damage manifested by cholestatic Jaundice, particu- 
iarly during the first months of therapy, may occur; treatment should 
be discontinued. A cephalin flocculation increase, sometimes accom- 
panied by alterations in other liver function tests, has been reported 
in patlents who have had no clinical evidence of liver damage. 


Others--Sudden deaths have been reported in hospitalized patients 
on phenothiazines. Previous brain damage or seizures may be pre- 
disposing factors. High doses should be avolded In known selzure 
patlents. Shortly before death, several patients showed fiare-ups of 
psychotic behavior patterns. Autopsy findings have usually revealed 
acute fulminating pneumonia or pneumonitis, aspiration of gastric 
contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such 
as opiates, analgesics, antihistamines, barbiturates, and alcohol may 
occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe 
enough to cause fatal cardiac arrest, altered electrocardiographic and 
electroencephalographic tracings, altered cerebrospinal fluid proteins, 
cerebral edema, asthma, laryngeal edema, and angloneurotic edema; 
with long-term use, skin pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. Local tissue reactions 
occur only rarely with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic* single dose preassembled syringes 
and cartridge-needle units, and 5 mi. vials. 


FILMS ON PSYCHIATRIC MANAGEMENT 
AVAILABLE FROM SQUIBB 


e A Chance for Change 
e A Way Out 
e Community Treatment of the Psychotic Patient 


e A New Concept In Psychiatric Management 
e Psychiatric Services in General Hospitals 

e The Quality of Care 

e The Revolving Door Syndrome 


For further Information contact your Squibb Representative 
or write: Squibb, P.O. Box 4000, Princeton, N.J. 08540 
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Make . 
psychiatric 
history! 


Up here in Maine, we're making some of the most exciting 
innovations in America. 

We're the Augusta Mental Health Institute, Northern 
New England's outstanding JCAH — accredited hospltal. 
Right now, we need a special breed of Board Eligible or 
Certified Psychiatrists to join us and help us make history. 
AMHI Is a unitized, participatory management institution 
that's already a national model for providing services to 
a rural society. 

We've done a lot already and we're not finished yet. 

We want only flexible, creative types interested in making 
great professional strides In treatment. 

After a 40-hour schedule you can develop a private 
practice. You'll receive all normal state benefits and an 
unusually good retirement plan — even possibility of 
splendid low-cost, on-grounds housing. Salary up to 
$35,401. Want more details about how you can help 


write psychiatric history? Augusta 
Mental Health 
Institute 


Write or phone: Mr. Roy Ettlinger, Superintendent 
Augusta Mental Health Institute 
Augusta, Maine 04330. Phone: 207-622-3751 


AN EQUAL OPPORTUNITY EMPLOYER 


The Prince George 
Regional Hospital 


is urgently requesting applications from a 
1) Psychiatrist 
2) Internist 
3) Neurologist 
4) Neurosurgeon Interested in setting 
up a neurosurgical unit. 
5) General Practitioners 


The Prince George Regional Hospital currently 
expanded to a 370 bed fully accredited active 
treatment Regional referral hospital, located in 
Central B.C. The Hospital is situated in the City 
of Prince George that has a population of 65,000 
and serves an area of 150,000. There are 70 
-practicing physicians, 36 of which are 
Specialists. Prince George is one of the fastest 
growing Communities in the Province and offers 
excellent educational and recreational facilities 


with easy access to Vancouver and other parts of 
Canada. 


Please direct enquiries to: 
Dr. P. J. Konkal, Chairman 
Medical Manpower Committee, 
Prince George Regional Hospital, 
Prince George, B.C. 
V2M 1S2 Canada 





CLINICAL DIRECTOR 


Position | available in emerging 
comprehensive community mental . 
health center with small, dedicated ` 
support staff. A family community :: 
with Duke University and University 
of North Carolina accessible. Salary 
negotiable with private practice 
possible. Board eligibility required. 
Write or send resume to P. N. 
McCall, Sampson County Human 
Development Center, Box 47, Clin- 
ton, North Carolina 28328 or phone 
collect (919) 592-5791. 


FACULTY POSITION 
IN 
PSYCHIATRY AVAILABLE 


Texas A&M University ls currently developing a 
new Program in Medical Education; the two-year 
preclinical course of instruction will be 
presented primarily on the TAMU campus; the 
clinical curriculum, occupying the 3rd and 4th 
years, will utilize the faculty and facilities of the 
Baylor College of Medicine and Its affiliated 
hospitals In Houston as well as the Veterans Ad- 
ministration Center and the Scott & White Clinic 
and Hospital in Temple, Texas. A program direc- 
tor for. psychiatry and behavioral science Is 
needed. Teaching in the first two years of 
medical school will be a major responsibility. 
Qualified persons are invited to make applica- 
tion. Letters of application should include a 
resume of pertinent prior experlence and train- 
Ing and may be directed to James A. Knight, 
M.D., Dean of Medicine, Texas A&M University, 
College Station, Texas 77843. 


An equal opportunity affirmative action employer. 





In the treatment 
of middle-age depression, 
there may be one thing to add.. 


P ow Although the causes of depression in middle-aged 
| women are varied, estrogen depletion is believed 
by many to be a significant contributing factor in 
depressions arising in the menopausal years 7 

In the absence of a history of overt psychosis. 

29 estrogen replacement therapy alone, or in conjunc- 
tion with antidepressants and counseling, may 
| provide physiological and, in turn, psychological 
effect to enhance the total therapy.’ Estrogen 
replacement has been noted to relieve the symp- 
toms of estrogen-related depression in a relatively 
EE short time?’ When used with antidepressants, 

4 -4 estrogens may help bring about a generalized 
emotional improvement in patients, while waiting for initial response to slower acting 
antidepressants. 

In many estrogen deficient patients, PREMARIN” (Conjugated Estrogens Tablets, 
U.S.P) imparts a renewed sense of well-being. It helps alleviate depressive symptoms 
related to menopausal estrogen deficiency, while helping to identify those that aren't. 

Crying spells, insomnia, fatigue, headache, feelings of weakness and other such 
symptoms may be relieved by estrogen replacement®’ At the same time, the classic 
autonomic and metabolic symptoms of the climacteric may be controlled? 





PREMARIN» 
(CONJUGATED ESTROGENS 
TABLETS, USP) 


for estrogen-related 
depression 


5ee last page of advertisement for prescribing information. 
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PREMARIN 


BRAND OF 


CONJUGATED 


ESTROGENS 
TABLETS, USP 


or 
estrogen-related 
depression 





contains 
natural estrogens 
exclusively 
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BRIEF SUMMARY (For full prescribing information, see package circular.) 
PREMARIN® (CONJUGATED ESTROGENS TABLETS, U.S.P.) 











Indications: Based on a review of PREMARIN Tablets by the National Academy of Sciences — ? iational Researct 
Council and/or other information, FDA has classified the indications for use as follows 

Effective: As replacement therapy for naturally occurring or su rgically induced estrogen deficiency states asso 
ciated with: the climacteric, including the menopausal syndrome and post menopause: senile vaginitis and krauro 
sis vulvae, with or without pruritus 

"Probably" effective: For estrogen deficiency-induced osteoporosis, and only when used in conjunction witt 
other important therapeutic measures such as diet, calcium physiotherapy, and good general health-pramoting 


measures Final cl issification of this indication requires further investigation 








= —— 








Contraindications: Short acting estrogens are contraindicated in patients with (1) markedly impaired liver function 
2) known or suspected carcinoma of the breast, except those cases of progressing disease not amenable to surgery or 
irradiation occurring in women who are at least 5 years postmenopausal. (3) known or suspected estrogen-dependent 
neoplasia, such as carcinomaof the endometrium: (4) thromboembolic disorders thrombophlebitis, cerebral embolism 
or in patients with a past history of these conditions: (5) undiagnosed abnormal genital bleeding 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mammograms 
except, if in the opinion of the physician, it ıs warranted despite the possibility of aggravation of the mastitis or stim 
ulation of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest manifestations of thrombotic disorders thrombophlebitis, retinal 
thrombosis, cerebral embolism and pulmonary embolism). If these occur or are suspected estrogen therapy should 
be discontinued immediately 

Estrogens may be excreted in the mother s milk and an estrogenic effect upon the infant has been described. The 
long range effect on the nursing infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 percent of breast cancer patients with metastases, and this usually 
indicates progression of bone metastases. This occurrence depends neither on dose nor on immobilization. In the 
presence of progression of the cancer or hypercalcemia, estrogen administration should be stopped 

A statistically significant association has been reported between maternal ingestion of diethylstilbestrol during 
pregnancy and the occurrence of vaginal carcinoma in the offspring. This occurred with the use of diethylstilbestrol 
for the treatment of threatened abortion or high risk pregnancies. Whether or not such an association is applicable 
to all estrogens is not known at this time. In view of this finding, however, the use of any estrogen in pregnancy is 
not recommended 

Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettage 
Precautions: As with all short ac ting estrogens, the following precautions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 
examinations 

To avoid prolonged stimulation of the endometrium and breasts in climacteric or hypogonadal women, estrogens 
should be administered cyclically (3 week regimen with 1 week rest period — withdrawal bleeding may occur during 
rest period) 

Because of individual variation in endogenous estrogen production, relative overdosage may occur which could 
cause undesirable effects such as abnormal or excessive uterine bleeding, mastodynia and edema 

Because of salt and water retention associated with estrogenic anabolic activity, estrogens should be used with cau 
tion in patients with epilepsy, migraine. asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should occur, reexamination should be made for organic pathology. 

Pre-existing uterine fibromyomata may increase in size while using estrogens. therefore, patients should be examined 
at regular intervals while receiving estrogenic therapy. 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure estrogens should be used judiciously in young patients in whom bone 
growth is incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating patients in whom fertility is desired 

The age of the patient constitutes no absolute limiting factor, although treatment with estrogens may mask the 
onset of the climacteric 

Certain liver and endocrine function tests may be affected by exogenous estrogen administration. If test results 
are abnormal in a patient taking estrogen. they should be repeated after estrogen has been withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen 


administration 
nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such as abdominal immediately postpartum 
cramps and bloating loss of libido and gynecomastia in males 
breakthrough bleeding, spotting, unusually heavy edema 
withdrawal bleeding (See DOSAGE AND aggravation of migraine headaches 
ADMINISTRATION ) change in body weight (increose, decrease) 
breast tenderness and enlargement headache 
reactivation of endometriosis allergic rash 


hepatic cutaneous porphyria becoming manifest 


Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and | week 
off) for all indications except selected cases of carcinoma and prevention of postpartum breast engorgement 
Menopausal Syndrome — 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
symptoms and response of the patient. For maintenance, adjust dosage to lowest level that will provide effective control 
If the patient has not menstruated within the last two months or more, cyclic administration 1s started arbitrarily 
If the patient is menstruating, cyclic administration is started on day 5 of bleeding. If breakthrough bleeding (bleed 
ing or spotting during estrogen therapy) occurs, increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stop breakthrough bleeding in the previous cycle. In subsequent cycles, the 
estrogen dosage is gradually reduced to the lowest level which will maintain the patient symptom-free 
Postmenopause — as a protective measure against estrogen deficiency-induced degenerative changes (eg osteo 
porosis, atrophic vaginitis, kraurosis vulvae) — 0.3 mg. to 1.25 mg. daily and cyclically Adjust dosage to lowest effec 
tive level 
Osteoporosis (to retard progression) — usual dosage 1.25 mg. daily and cyclically. 
Senile Vaginitis, Kraurosis Vulvae with or without Pruritus —0.3 mg. to 1.25 mg. or more daily, depending upon 
the tissue response of the individual patient. Administer cyclically 
How Supplied: PREMARIN (Conjugated Estrogens Tablets, U.S.P ) No. 865 — Each purple tablet contains 2.5 mg., in 
bottles of 100 and 1,000. No. 866— Each yellow tablet contains 1.25 mg., in bottles of 100 and 1,000. Also in unit dose 
package of 100. No. 867 — Each red tablet contains 0.625 mg.. in bottles of 100 and 1,000. No. 868 — Each areen 
tablet contains 0.3 ma., in bottles of 100 and 1.000 
References: |. Kaufman, S.A.: Obstet. Gynecol. 30:399 (Sept.) 1967. 2. McEwen, D.C.: Can. Nurse 63:34 (Feb.) 1967 
3. Kaufman, S.A., in Olds, S.: Today's Health 48:48 (May) 1970. 4. Klaiber, E.L., et al: Am. J Psychiatry 128:1492 
(June) 1972. 5. Rhoades, F.P.: Mich. Med. 64:410 (June) 1965. 6. Rhoades, FP: J. Am. Geriatr. Soc. 15:346 (Apr.) 1967 
7. Kerr, M.D.: Mod. Treat. 5:587 (May) 1968. 8. Tramont, C.B.: Geriatrics 21:212 (Nov) 1966. 9 Kupperman, H.S 
Med. Aspects Hum. Sexuality 1:64 (Sept.) 1967. 10. Astwood. E.B., in 
Goodman, L.S., and Gilman, A. (Eds.): The Pharmacological Basis of 
Therapeutics, ed. 4, New York, The Macmillan Company, 1970, chop 
69, p. 1538 ff 
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MOVING? 


PLEASE NOTIFY US | 
6 WEEKS IN ADVANCE 


This notification will change your 
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The TRIAVIL Potential 


in the management of 
moderate to severe anxiety 
with depression 





When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 











likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 

TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


SHARES 
OHM 


For a brief summary of prescribing 
information, please turn to the following page. 
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when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 





® 
RIAVIL -~:: perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 


when patients exhibit moderate to marked anxiety or agitation with depression 


"Iriavil 4-25 


Each tablet contains 
4mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Avallable: 
TRIAVIL® 2-25: Each tablet contains i 
2 mg perphenazine and 25 mg amitriptyline HCI 


 TRIAVIL* 2-10: Each tablet contains 
2mg perphenazine and 10 mg amitriptyline HC! 


TRIAVIL® 4-10: Each tablet contains 
4mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL* 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAO! drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
Increase in dosage until optimum response is achieved. Not recom- 
Malas for use during acute recovery phase following myocardial 
nfarction. 
WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patlents with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
BE including amitriptyline HCI, particularly in high doses, have 
een reported to produce arrhythmlas, sinus tachycardia, and 
poop of conduction time. Myocardial infarctlon and stroke 
ave been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyrold patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilitles. Not recommended In children or dur- 


ng AR Pee 
CAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions Is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, In which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 


its action is blocked and partially reversed by perphenazine. Pheno- : 


thiazines may potentiate the action of central nervous system depres- 
sants (oplates, analgesics, antihistamines, barbiturates, eed and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 

Amitriptyline: In manic-depressive psychosis, depressed patients 

may experience a shift toward the manic phase if they are treated with 

an antidepressant. Patients with paranoid symptomatology may have 

an exaggeration of such symptoms. The tranquilizing effect of 

TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 

drugs, including epinephrine combined with loca! anesthetics, close 

supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HC 


I. 

Amitriptyline HCI may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCl and electroshock 
therapy may increase the hazards assoclated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 


henothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu 
ogyric crisis, hyperreflexia, dystonia, akathisla, acute kinesia 
ataxia, parkinsonism) can usually be controlled by the-Goncomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some Pe on long-term ther 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movernents of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). involuntary move 
ments of the extremities sometimes occur. There is no known treat 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu 
ted, or dosage of the particular drug increased, or another drug sub 
stituted, the syndrome may be masked. it has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders alee aM E itching 

erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac 
torrhea, gynecomastla, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension 
DIG tachycardia, and ECG abnormalities (quinidine-like 
elfect); reactivation of pao processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache 
anorexia, nausea, vomiting, constipation, obstlpation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and & 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor 
neal and lenticular pigmentation; occasional lassitude, muscle weak 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil 
ia); liver damage (aandie, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation, anc 
failure of a aaa 
Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension: 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth 
mias; heart block; stroke. CNS and Neuromuscular: Confuslona 
states; disturbed concentration; disorientation; delusions; nallucina 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb 
ness, tingling, and paresthesias of the extremities; periphera 
neuropathy; Incoordination; ataxia; tremors; seizures; alteration ir 
EEG patterns; extrapyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth; blurred vision; disturbance of accommodation; constipa 
tion; paralytic ileus; urinary retention; dilatation of urinary tract 
Allergic: Skin rash; urticaria; photosensitization; edema of face anc 
tongue. Hematologic: Bone marrow depression including agranulc 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas 
trointestinal: Nausea; epigastic distress; vomiting; anorexia 
stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue 
Endocrine: Testicular swelling and gynecomastia in the male; breas 
enlargement and galactorrhea in the female; increased or decreasec 
libido; elevated or lowered blood sugar levels. Other: Dizziness 
weakness; fatigue; headache; weight gain or loss; increased persp 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecie 
Withdrawal Symptoms: Abrupt cessation after prolonged administra 
tion may produce nausea, headache, and malaise. These are no 
indicative of addiction. 
OVERDOSAGE: All patients suspected of having takan an over 
dosage should be admitted to a hospital as soon as possible. Treal 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-3 mg of physostigmine salicylate has beer 
reported to reverse the symptoms of tricyclic antidepressant poisor 
Ing. On thls basis, in severe overdosage with perphenazine-am 
triptyline combinations, symptomatic treatment of centra 
anticholinergic effects with physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


n The Reiter MODEL SOS—THE ONE INSTRUMENT 

ii FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 












The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
DEI = Mono-Polar Treatment, Barbiturate Coma (and 
é s a = other respiratory problems), Mild Sedac, Deep 
! i Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar “Collar” type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC ll— The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 


An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
See us at Booth E6 at the Annual Meeting 
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. THE DEVEREUX FOUNDATION 
DEVON, PA. 


Sixty $7 service to exceptional children 
» have reassured!'us that the latest educational tool 


is second to the value of the hüman resource. 


. JE NON-PROFIT ORGANIZATION | 

^ Helena T. Bivereux Marshall H. Jarvis, ™ sy” THE DEVEREUX FOUNDATION 

: Founder and Consultant President > 
` “FOR“INFORMATION AND LITERATURE: ~ . | Charles J. Mid Director, of Admissions 
Devereux oe Devon; Pennsylvania 19333 
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One of a series from 
“The Many Faces of 


NCI EVAL oe 
brand of 
trifluoperazine HC1 
in Psychiatry,” 

a transcultural 


view of masks 
as symbols. 
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Carved wooden head of a man, 
Sepik River area, New Guinea 


From the collection of 

The University Museum, 
University of Pennsylvania, 
Philadelphia, Pa. 
Reproduced with permission. 
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< Remove the Mask 
of Psychotic Apathy 


Schizophrenic patients often hide behind a mask 
of apathy and withdrawal, which can make them 
inaccessible to your therapy. Effective management 
of such patients often begins with ‘Stelazine! 


* controls psychotic symptoms 
* apparently activates withdrawn patients 
* seldom causes excessive sedation 


' Before prescribing, see complete prescrib- 
ing information in SK&F literature or 
PDR. The following is a brief summary. 


Indications 
Based on a review of this drug by the 
National Academy of 

Research 


Possibly effective: Tb control exces- 
sive anxiety, tension and agitation as 
seen in neuroses ar i with 
somatic 
Final Classification of the less-than- 
effective indications requires further 
investigation. 





i : Comatose or greatly 
depressed states due to C.N.S. depressants; 
blood dyscrasias; bone marrow depres- 
sion; damage. 

Warnings: Caution patients about 
activities requiring alertness (e.g. 
vehicles or machinery), 

the first few days! therapy. 

Use in p only when necessary 
for deno wollte 


, operating 
y during 


Precautions: Use cautiously in angina. 
Avoid high doses and parenteral admin- 
istration when cardiovascular system 

is impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or physical 
disorders. Additive effect is possi mies 
other C.N.S. depressants. Prolonged 
administration of high doses may result in 
cumulative effects with severe C.N.S. or 


pseudo-parkinsonism, persistent tardive 
dyskinesia. 


Other adverse reactions reported with 


| Stelazine (trifluoperazine HCl, SKeF) or 


other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insuffi- 
ciency or pheochromocytoma). 
Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 


Stelazine.. 


trifluoperazine HCl- 


Tablets: 5 and 10 mg. 


Helps apathetic patients become more responsive. 


action of C.N.S. depressants, atropine, 
heat, vou mp ay 


psychotic processes, catatonic- 
like states; hypotension {sometimes fatal]; 
cardiac arrest; leukopenia, eosinophilia, 
pancytopenia, ágranul À 
cytopenic purpura; ja œ, biliary 
stasis; mens ties, galactor-- 


like ee pi d e CORDE 
with prol admirata 
dea era rd , skin uu AN 


keratopathy, and lenticular 
and corneal gare EKG changes have 
t relationship to 
myocardial damage i is not: 
Discontinue 


E S , high-dose 
therapy gradually. NOTE: Sudden death 
henothiazines NE 


issus br 
pen eal a kar ali o 
a DOREM LC EEE 
ed, but no causal re- 


pere been established. 


` Supplied: Tablets, 1 mg., 2 mg., 5 mg. 
100; i 


` institutional use only), 10 mg/ml. 


Manufactured and distributed by 
SKAF Co;, Carolina, P.R..00630 
Stelazine* trademark licensed by 
SmithKhne Corporation , 
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A Handbook for the Study 


of Suicide 

Edited by Seymour Perlin, Georgetown 
University and George Washington Univer- 
sity Schoo! of Medicine. [ ] Developed from a 
postgraduate program on suicide given 

at Johns Hopkins University, thls book pre- 
sents a wide range of informatlon on 
suicide gathered from several disciplines. 
From historical, literary, and philosophical 
perspectives, It proceeds to the social 
sclences and to a balanced psychiatric 
consideration of suicidal behavior. its pur- 
pose is to systematically review the relevant 
fields of study and present their contribu- 
tions to the understanding of suicide. 

1975 260pp. ` 9 illus. 

cloth $9.95 paper $5.95 


Psychiatric Diagnosis 

Robert A. Woodruff, Jr., Donald W. Goodwin, 
and Samuel B. Guze, all of Washington 
University School of Medicine. F “This well- 
researched and well-organized book deals 
in some detail with the various diagnostic 
entities seen In the clinical practice of 
psychiatry.... The authors show the useful- 
ness of diagnosis based on specifically 
defined criteria in planning treatment and 
predicting outcomes of illness. Each chapter. 
ts divided Into several sections, Including 
definition, historical background, epidemi- 
ology, clinical picture, natural history, com- 
plications, family history, differential diag- 
nosis and clinical management." —Peter M. 
Zeman, in The American Journal of 


Psychiatry 
1974 224 pp. illus. 
cloth $7.95 paper $4.95 


Behavloral Pharmacology 

Susan D. Iversen and Leslie L. Iversen, both 
of the University of Cambridge. G This lucid 
and well-organized text places the effect of 
drugs on behavior within the framework 

of classical and operant conditioning. As 
background, the authors describe the prin- 
ciples and techniques for the analysis of 
behavior and of drug action in the CNS. A 
major part of the book treats, in detail, the 
various classes of psychopharmacologic 
agents such as amphetamines, barbiturates, 
antidepressants, opiates, hallucinogens, 
and minor and major tranqulllizers. 

1975 320 pp. 77 Mus. 

cloth $10.95 paper $5.95 


Behavioral Neurology 

Jonathan H. Pincus, Yale University School 
of Medicine, and Gary J. Tucker, Dartmouth 
Medical School. C] Exploring the border 
zone between psychiatry and neurology, the 
authors discuss: seizure disorders; the 
limbic system; schizophrenla; organic brain 
syndromes; blogenic amines in movement 
disorders, depression, psychosis, and sleep; 
and manifestations of anxiety. “The text 

is eminently readable, and the figures that 
illustrate it are both helpful and pleasing. ... 
The high readability of this book was 
achleved in tandem with a sophistication 
that is in places quite high.” —George C. 
Cotzias, In The New England Journal of 
Medicine 

1974 224 pp. ilius. 

cloth $7.95 paper $4.95 


Methods of Psychiatric Research 
Second Edition 

Edited by Peter Sainsbury, Graylingwell 
Hospltal, Chichester, and Norman Kreitman, 
Royal Edinburgh Hospital. [ ] This text 

offers a valuable guide to the baslc methods 
of clinical research. Among the toplcs 
covered are the design of experiments, 
statistical analysis and data handling, evalu- 
ation of treatment, psychological tests, and 
psychophysiological methods. Nine of the 
original chapters have been rewritten and 
nine new chapters have been added to 

this edition. 

1975 320 pp. paper $18.95 


Society, Stress and Disease 
Volume 2: Childhood and Adolescence 
Edited by Lennart Levi, Karolinska Hospital, 
Sweden. [ ] The rapidly changing physical 
environment has brought new physical and 
psychosocial stresses associated with 
urbanization and industriallzatlon and the 
changing patterns of family and community 
life. In this volume, the second In a series of 
Internatlonal symposia sponsored by the 
World Health Organization and the University 
of Uppsala, Sweden, research workers 
identify and discuss the particular stressors 
which influence development during child- 
hood and adolescence, the practical ways 
of applying existing scientific knowledge In 
the prevention and alleviatlon of dlsorders, 
and future prloritles in research. 

Summer 1975 . 500pp. illus. $38.00 


Abnormalities in Parents of 
Schizophrenics | 

S. R. Hirech, Westminster Medical School, 
University of London, and J. P. Leff, Institute 
of Psychiatry, London. C] Up to the present a 
comprehensive review of the role of parents 
in the etlology of schizophrenia has not 

been attempted. Although several previous 
reviews have covered different aspects 

of the subject, research has been proceed- 
ing within a number of different disciplines 
using a variety of approaches--questionnaire 
studies, small group interaction studies, 
psychological tests for abnormal thought 
processes, and abnormalities of communica- 
tlon and language. This study reviews 

these approaches. 

Spring 1975  220pp.  11lillus. $18.95 


Famine and Human Development 
The Dutch Hunger Winter of 1944-45 
Zena Stein, Mervyn Susser, Gerhart Saenger, 
and Francis Marolla, all of Columbia 
Unlversity College of Physicians and 
Surgeons. [] The severe famine experl- 
enced by the Westem Netherlands toward 
the end of World War I] has provided a 
unique opportunity to study the long-term 
effects of prenatal undernutrition on 40,000 
children concelved and bom during that 
time. Using the remarkably complete 
records kept by the Dutch authoritles, the 
authors explore the effects of intra-uterine 
exposure to famine on fertility, fetal growth 
and mortality, and on mental and physical 
health in early adult life. 

1975 300 pp. 59 illus. $12.95 


All prices and publication dates subject to change. 
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there Is evidence of pathological neutrophil 
depression. 

Gastrointestinal; Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the maie; breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; welght gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil, brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remisslon, 
malntenance medication may be required for 
a longer period of time, at the lowest dose 
that wil! maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranii-PM, brand of Imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and Ingorn- 
nla with this dosage regimen, the capsules 
may be glven In the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the Injectable as soon 
as possible. 

How Supplied: Tofranil, brand of Imipramine 
hydrochloride: Round tablets of 25 and 

50 mg.; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. in 2 cc. for I.M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 126 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, Including dozage and 
administration, please refer to the full pre- 
soribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10602 


“Each capsule contains imipramine pamoate equivalent to 150, 125, 100 or 75 mg. of imipramine hydrochloride. 


the 


Beaumont 


School 


Liberty, NY. 


A residential program for the child with learning 
disabilities, adjustment or perceptual problems. 
Ungraded remedial & developmental program. 


During the summer months a full residential 
camp program is offered which also includes 
children not at the Beaumont School. 


... Limited Enrollment . . . Small Classes 
For enrollment contact: Dr. G. Burday 


Beaumont School, Dept. 4, Liberty, N.Y. 12754 
Telephone: (914) 292-6430 


Tuition reinbursement assistance for 
parents under N.Y. State, Conn., and 
New Jersey Education Acts. 


The June 1975 issue of 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S, Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 


The American Journal of Psychiatry 


will feature 


e An Overview of Marital Therapy 
By Ellen M. Berman and Harold I. Lief 








Th: TRIAVIL Pot : ntial 
in the management of 


moderate to severe anxiety 





with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
` the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


...TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
fherapy with TRIAVIL. 


Tablets TRIAVIL are available in four different ` 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and inthe . _ 
presence of evidence of bone marrow depression. - 


MSD 
For a brief summary of prescribing . 
information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
Ri AV I [ oron perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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when patients exhibit moderate to marked anxiety or agitation with depression 


Triavil 4-25 


Each tablet contains 
4mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL9 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, aicohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothlazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
Increase in dosage until optimum response Is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given with guanethidine or siml- 
larly acting compounds. Use cautiously In patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. in patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pec including amitriptyline HCI, particularly in high doses, have 
een reported to produce arrhythmias, sinus tachycardia, and 
pie garon of conduction time. Myocardial infarction and stroke 
ave been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those recelving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
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PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactlons to 
other phenothiazines. Likelihood of untoward actions Is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the dlagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 
its action Is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, ne and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 

Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
supervision oa careful adjustment of dosages are required. : 

aution Is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in pan who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCl. 

Amitriptyline HCI may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCl and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it Is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowerlng of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 
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henothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu 
ogyric crisis, hyperreftexia, dystonia, akathisia, acute kinesia 
ataxia, parkinsonism) can usually be controlled by the-Concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some PS on long-term ther 
apy or may occur after drug therapy with phenothiazines and relatec 
agents has been discontinued. The risk appears to be greater ir 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements o! 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing ot 
cheeks, puckering of mouth, chewing movements). Involuntary move 
ments of the extremities sometimes occur. There is no known treat 
ment for tardive dyskinesia; antiparkinsonism agents usually do nol 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu 
ted, or dosage of the particular drug increased, or another drug sub 
stituted, the syndrome may be masked. It has been suggested tha: 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi 
catlon is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching 

erythema, urticaria, eczema, up to exfoliative dermatitis); othe: 
allergic reactions (asthma, laryngeal edema, angioneurotic edema 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac 
torrhea, gynecomastia, disturbances of menstrual cycle); alterec 
cerebrospinal fluid proteins; paradoxical excitement; hypertensior 
ay perens on tachycardia, and ECG abnormalities (quinidine-like 
eifect); reactivation of psychotic processes; catatonic-like states 
autonomic reactions, such as dry mouth or salivation, headache 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or Incontinence, blurred vision, nasal congestion, and c 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor 
neal and lenticular pigmentation; occasional lassitude, muscle weak 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenie 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil 
ia); liver damage fandio, biliary stasis); grand mal convulsions 
cerebral edema; polyphagia; photophobia; skin pigmentation; anc 
failure of To 
Amitriptyline: Note: Listing includes a few reactions not reported fo 
this drug, but which have occurred with other pharmacologically simi 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension. 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth 
mias; heart block; stroke. CNS and Neuromuscular: Confusiona 
states; disturbed concentration; disorientation; delusions; hallucina 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb 
ness, tingling, and paresthesias of the extremities; periphera 
neuropathy; incoordination; ataxia; tremors; seizures; alteration ir 
EEG patterns; extrapyramidal symptoms; tinnitus. Anticholinergic. 
Dry mouth; blurred vision; disturbance of accommodation; constipa 
tion; paralytic tleus; urinary retention; dilatation of urinary traci 
Allergic: Skin rash; urticaria; photosensitization; edema of face anc 
tongue. Hematologic: Bone marrow depression including agranulc 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas 
trointestinal: Nausea; epigastic distress; vomiting; anorexia 
stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue 
Endocrine: Testicular swelling and gynecomastia in the male; breas 
enlargement and galactorrhea in the female; increased or decreasec 
libido; elevated or lowered blood sugar levels. Other: Dizziness 
weakness; fatigue; headache; weight gain or loss; increased persp 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecie 
Withdrawal Symptoms: Abrupt cessation after prolonged administre 
tion may produce nausea, headache, and malaise. These are no 
indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an over 
dosage should be admitted to a hospital as soon as possible. Trea’ 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-3 mg of physostigmine salicylate has beer 
reported to reverse the symptoms of tricyclic antidepressant poisor 
ing. On this basis, in severe overdosage with perphenazine-am 
triptyline combinations, symptomatic treatment of centra 
anticholinergic effects with physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 
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| AUTHENTIC, SENSITIVE, ACCURATE RE. 
SOURCE MATERIALS ARE AVAILABLE 
FROM THE UNIQUE RESOURCE LIBRARY 
OF MULTI MEDIA RESOURCE CENTER. 
ALL AREAS OF HUMAN SEXUALITY ARE 
| COVERED: 


| HETEROSEXUALITY HOMOSEXUALITY : 


| ENRICHMENT  . DISABILITY 
| HUMOR M FANTASY 
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e 
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LIFE- 
STYLES 


WOMEN'S “EDN 7? THE SEXUAL 


SEXUALITY RESPONSE CYCLE | 


MULTI MEDIA now offers an exciting new resource | 


package, the Video Cassette Program, which includes $ 


training. 
For complete information, send $1.00 for postage to 
Multi Media Resource Center 
540 Powell St., Dept. D, San Francisco, CA. 94110 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soling, tearing, wear or misplacement of copies. 


These durable files will support 150 Ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 


Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 

JESSE JONES BOX CORP. (Since 1843) 
Department JP9— Philadelphia 41, Pa. 19141 





Morton Prince 
Psychotherapy 
and Multiple 
Personality: . 
Selected Essays 
Edif with an 
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by Nathan 





Psychotherapy 
and Multiple 
Personality 


Selected Essays 


Morton Prince 
Edited with an introduction by 
Nathan G. Hale, dr. 


Morton Prince established the 
modern American tradition of 
psychopathology and psycho- 
therapy. The essays in this 
volume illustrate four major 
stages in Prince's career. These 
reports of his important observa- 
tions are dramatic, richly 
detailed, and enlightening. 
$12.50 


Harvard 
UNIVERSITY 


Press 
CAMBRIDGE; MA. 02138 
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successfully: 
is the goal just 
survival’? 
?opular belief would have it that "aging" 
1nd "existing" are the same, both 
marked by deteriorated ability — physi- 
cal and mental. But is successful aging 


ust existing? 
Or is it " 


most of one's 
abilities? 


More than just surviving the changes 
and obstacles of old age, successful 
aging is adapting to the changes and 
overcoming the obstacles. Consider the 
very fortunate aging individuals who 
continue active, productive, even SO- 
cially significant lives. Picasso, painting 
and sculpting until his death at the age 
of 91. Stokowski still conducting at 92. 
Margaret Mead, an active author and 
anthropologist at 73. Consider, too, 
those who lack prominence and popular 
acclaim, but still lead personally satis- 
fying lives. Thus adding meaning to 
their prolonged existence by following 
interests and abilities 

How then, can some age so success- 
fully, others less so, and still others 
merely survive? One reason: individual 
differences. Not only in abilities, but in 
opportunities and situations that can 
either nurture or suffocate ability 

Aging doesnt have to mean ailing 
bodies and failing minds. True, the cell 
loss of old age extends to the brain. But 





the loss of brain cells doesn't invariably 
lead to loss of intelligence and alertness. 


For 
Although the 
decrease in 


brain volume 
1S well known, enormous 


reserves of cerebral cells help compen- 
sate for loss with age. Disease and injury, 
more than advancing age, actually 
lessen cerebral capacity. 

And lack of use contributes to the 
decline; mental and physical functions 
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that are utilized tend to persist and diu 
not utilized tend to disappear So, if used, 
the mind often can remain A And, 
in fact, 


Some now 

believe that 
intellectual decline 
can be minimal. 


One theory isolates two basic types of 
intelligence: “fluid” and “crystallized: 
Both increase into adolescence, but fluid 
intelligence, formless and aM unii 
of education, begins to decline during 
the twenties. Crystallized intelligence — 
experience refined through education — 
continues to grow, and does not decline 
or even level off during old age. 50, 
according to this theory, total intelligence 
changes qualitatively Quantitatively, it 
remains relatively constant 

But we still see senility and seeming 
mental decline, sometimes caused by 








injury to the brain from accident or a 
disease like cerebral arteriosclerosis. In 
some cases, the reason may be per- 
sonality frustration even more than 
actual brain deterioration: a decline in 
performance generated by severe stress 
more than a decline in cognitive ability, 
Clinically significant anxiety, alone or as- 
sociated with underlying organic dis- 
ease, is common in the elderly, and can 
cripple the aged mind, and interfere with 
the adaptive process. But 


When such anxiety 
is controlled tre elderly 


patient may become more responsive to 
personal interests and social activities. 


To therapy and counselling. To adapting 
to the changes of age. 

If antianxiety therapy adjunctive to 
your counsel and reassurance is de- 
sirable, consider Serax (oxazepam). 
Serax has been found valuable, partic- 
ularly in the older patient, in the manage- 
ment and control of clinically significant 
anxiety, tension, agitation and irritability. 

Special care must of course be taken 
in prescribing antianxiety agents for 
elderly patients, especially where 
cardiac complications might ensue from 
a drop in blood pressure. And careful 
attention must be paid to dosage recom- 
mendations and follow-up observation. 

More than eight years of clinical ex- 
perience have shown Serax to be 
especially useful in many geriatric pa- 
tients. Its dosage flexibility" generally 
permits adjustment to individual patient 
needs, making Serax a logical choice in 
the management of clinically significant 
anxiety in the elderly patient. 


In Brief 

Indications: Oxazepam is indicated for the 
management and control of anxiety, tension, 
agitation, irritability and related symptoms. Such 
symptoms are commonly seen in patients with a 
diagnosis of psychoneurotic reaction, psycho- 
physiological reaction, personality disorder, or 
in patients with underlying organic disease 
Anxiety associated with depression is also re- 
sponsive to oxazepam therapy. This product has 
been found particularly useful in the manage- 
ment of anxiety, tension, agitation and irritability 
inolder patients. Alcoholics with acute tremulous- 
ness, inebriation or with anxiety associated with 
alcohol withdrawal are responsive to therapy. 


*See package circular for full prescribing information 


Wyeth 
makers of Serax (oxazepam) 
for use in clinically significant anxiety 


Contraindications: History of previous hyper- 
sensitivity to oxazepam. Oxazepam is not in- 
dicated in psychoses 


Warning: Use in Pregnancy: Safety for use in 
pregnancy not established 


Precautions: Hypotensive reactions are rare, 
but use with caution where complications could 
ensue from a fall in blood pressure, especially 
in the elderly. Withdrawal symptoms upon dis- 
continuation have been noted in some patients 
exhibiting drug dependence through chronic 
overdose. Carefully supervise dose and amounts 
prescribed, especially for patients prone to self- 
overdose; excessive, prolonged use in suscepti- 
ble patients (alcoholics, ex-addicts, etc.) may 
result in dependence or habituation. Reduce 
dosage gradually after prolonged excessive 
dosage to avoid possible epileptiform seizures. 
Withdrawal symptoms following abrupt discon- 
tinuance are similar to those seen with barbitu- 
rates. Caution patients against driving or 
operating machinery until absence of drowsiness 
or dizziness is ascertained. Warn patients of 
possible reduction in alcohol tolerance. Not in- 
dicated in children under 6 years; absolute 
dosage for 6- to 12-year olds not established. 


Adverse Reactions: Therapy-interrupting side 
effects are rare. Transient mild drowsiness is 
common initially, if persistent, reduce dosage. 
Dizziness, vertigo and headache have also oc- 
curred infrequently; syncope, rarely. Mild para- 
doxical reactions (excitement, stimulation 
of affect) are reported in psychiatric patients. 
Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy, 
edema, slurred speech, tremor and altered 
libido are rare and generally controllable by 
dosage reduction. Although rare, leukopenia 
and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood 
counts and liver function tests are advised. 
Ataxia, reported rarely, does not appear related 
to dose or age. These side reactions, noted with 
related compounds, are not yet reported: para- 
doxical excitation with severe rage reactions, 
hallucinations, menstrual irregularities, change 
in EEG pattern, blood dyscrasias (including 
agranulocytosis), blurred vision, diplopia, incon- 
tinence, stupor, disorientation, fever and euphoria. 


Availability: Capsules of 10, 15 and 30 mg. 
oxazepam, tablets of 15 mg. oxazepam. 


Wyeth Laboratories . Philadelphia, Pa. 19101 
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(desipramine hydrochloride 





nxiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment. Anxiety as a symptom secondary to 
depression may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to depression will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and symptomatic anxiety starves 


Norpramin® (desipramine hydrochloride) 25 mg. and 50 mg. tablets. 


IN BRIEF: 


Indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others 

Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow- 
ing myocardial infarction and hypersen- 
Sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility 

Warnings: 1. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication, 
(d) with a history of seizure disorder. 2 
This drug is capable of blocking the 
antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin® 
(desipramine hydrochloride) is not rec- 
ommended for use in children. 5. This 
drug may impair the mental and/or phy- 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly. 

Precautions: This drug should be dis- 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 


resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age, or alter treatment, if serious ad- 


verse effects occur. Norpramin® 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
Cause exacerbation of phychosis in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres- 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects. Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia. 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke. Psychi- 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurological 
paresthesias of extremities; incoordina- 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms; sei- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic 
skin rash, petechiae, urticaria, itching, 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic: agranulocytosis, eosinophilia, 
purpura, thrombocytopenia. Gastrointes- 
tinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis, 
black tongue. Endocrine: gynecomastia; 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: The usual 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary. 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug. 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers. 
If heart failure is imminent, digitalize 
promptly. 


LAKESIDE LABORATORIES 


Division of Richardson-Merrell Inc 
Milwaukee, Wisconsin 53201 


Almost any tranquilizer 
might calm her down... 


but at her age, 
estrogen may be what 
she really needs. 


Throughout a woman; life, periods of low 
endogenous estrogen production often coincide 
with heightened levels of anxiety and tension. 

In the menopause, many of these symptoms — 
tension, irritability, headaches, undue fatigue, 
depression, and insomnia — may respond, at least 
initiallyito minor tranquilizers and antidepressants. 

But these symptoms, when caused by declining 
menopausal estrogen levels, may also be relieved 
with PREMARIN, which treats the underlying cause 
by providing adequate estrogen replacement. 

And that's something tranquilizers can't do. 

In many cases, prolonged use of tranquilizers 
will not be necessary; patients taking PREMARIN 
alone often report relief of emotional symptoms 
due to estrogen deficiency...and an improved 
sense of well-being. 

At the same time, PREMARIN helps relieve 
concomitant vasomotor symptoms, such as hot 
flushes and sweats...reverse genital tissue atrophy 
...Fetard postmenopausal osteoporotic changes? 

A simple therapeutic trial is often all that's 
needed to distinguish between estrogen-related 
and purely psychogenic symptoms. 

PREMARIN. 

For what's really missing in the menopause. 


‘Conjugated Estrogens Tablets have been evaluated as "probably effective" 
for postmenopausal osteoporosis. 
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even when you 


start with a tranquilizer, 
replace estrogen 


PREMARIN 


BRAND Of 


CONJUGATED 
ESTROGENS 
TABLETS, U.S.P 


contains natural 


estrogens exclusively 
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AYERST LABORATORIES 
New York, N. Y. 10017 


BRIEF SUMMARY (For full prescribing information, see package circular) 
PREMARIN* (CONJUGATED ESTROGENS TABLETS, U.S.P.) 









Indications: Based on a review of PREMARIN Tablets by the National Academy of Sciences — National 
Research Council and/or other information, FDA has classified the indications for use as follows 

Effective: As replacement therapy for naturally occurring or surgically induced estrogen deficiency states 
associated with: the climacteric, including the menopausal syndrome and postmenopause; senile vaginitis and 
kraurosis vulvae, with or without pruritus 

"Probably" effective: For estrogen deficiency-induced osteoporosis, and only when used in conjunction with 
other important therapeutic measures such as diet, calcium, physiotherapy, and good general health-promoting 
measures. Final classification of this indication requires further investigation 









Contraindications: Short acting estrogens are contraindicated in patients with (1) markedly impaired liver func- 
tion; (2) known or suspected carcinoma of the breast, except those cases of progressing disease not amenable to 
surgery or irradiation occurring in women who are at least 5 years postmenopausal: (3) known or suspected 
estrogen-dependent neoplasia, such as carcinoma of the endometrium, (4) thromboembolic disorders. throm- 
bophlebitis, cerebral embolism, or in patients with a past history of these conditions, (5) undiagnosed abnormal 
genital bleeding 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mam- 
mograms except, if in the opinion of the physician, it is warranted despite the possibility of aggravation of the mastitis 
or stimulation of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest manifestations of thrombotic disorders (thrombophlebitis, retinal 
thrombosis, cerebral embolism and pulmonary embolism) If these occur or are suspected, estrogen therapy should 
be discontinued immediately 

Estrogens may be excreted in the mother's milk and an estrogenic effect upon the infant has been described. The 
long range effect on the nursing infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 percent of breast cancer patients with metastases, and this usually in- 
dicates progression of bone metastases. This occurrence depends neither on dose nor on immobilization. In the pres- 
ence of progression of the cancer or hypercalcemia, estrogen administration should be stopped 

A statistically significant association has been reported between maternal ingestion of diethylstilbestrol during 
pregnancy and the occurrence of vaginal carcinoma in the offspring. This occurred with the use of diethylstilbestrol 
for the treatment of threatened abortion or high risk pregnancies. Whether or not such an association is applicable to 
all estrogens is not known at this time. In view of this finding, however, the use of any estrogen in pregnancy is not 
recommended 

Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettage 
Precautions: As with all short acting estrogens, the following precautions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 
examinations 

To avoid prolonged stimulation of the endometrium and breasts in climacteric or hypogonadal women, estrogens 
should be administered cyclically (3 week regimen with 1 week rest period — withdrawal bleeding may occur during 
rest period) 

Because of individual variation in endogenous estrogen production, relative overdosage may occur which could 
cause undesirable effects such as abnormal or excessive uterine bleeding, mastodynia and edema 

Because of salt and water retention associated with estrogenic anabolic activity, estrogens should be used with 
caution in patients with epilepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should occur, reexamination should be made for organic pathology 

Pre-existing uterine fibromyomata may increase in size while using estrogens; therefore, patients should be ex- 
amined at regular intervals while receiving estrogenic therapy 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, estrogens should be used judiciously in young patients in whom 
bone growth is incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating patients in whom fertility is desired 

The age of the patient constitutes no absolute limiting factor, although treatment with estrogens may mask the 
onset of the climacteric 

Certain liver and endocrine function tests may be affected by exogenous estrogen administration. If test results 
are abnormal in a patient taking estrogen, they should be repeated after estrogen has been withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen ad- 
ministration 


nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such as abdominal immediately postpartum 
cramps and bloating loss of libido and gynecomastia in males 
breakthrough bleeding, spotting. unusually heavy edema 
withdrawal bleeding (See DOSAGE AND aggravation of migraine headaches 
ADMINISTRATION) change in body weight (increase, decrease) 
breast tenderness and enlargement headache 
reactivation of endometriosis allergic rash 


hepatic cutaneous porphyria becoming manifest 

Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and 1 week 
off) for all indications except selected cases of carcinoma and prevention of postpartum breast engorgement 

Menopausal! Syndrome— 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
Symptoms and response of the patient For maintenance. adjust dosage to lowest level that will provide effective 
control 

If the patient has not menstruated within the last two months or more. cyclic administration is started arbitrarily. If 
the patient is menstruating, cyclic administration is started on day 5 of bleeding. If breakthrough bleeding (bleeding 
or Spotting during estrogen therapy) occurs, increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stop breakthrough bleeding in the previous cycle. In subsequent cycles, the 
estrogen dosage is gradually reduced to the lowest level which will maintain the patient symptom-free 

Postmenopause—as a protective measure against estrogen deficiency-induced degenerative changes (eg 
osteoporosis, atrophic vaginitis, kraurosis vulvae) —0.3 mg. to 1 25 mg daily and cyclically Adjust dosage to lowest 
effective level 

Osteoporosis (tc retard progression) — usual dosage 1.25 mg. daily and cyclically 

Senile Vaginitis, Kraurosis Vulvae with or without Pruritus — 0.3 mg. to 1.25 mg. or more daily, depending upon the 
tissue response of the individual patient. Administer cyclically 
How Supplied: PREMARIN (Conjugated Estrogens Tablets, U.S.P) No. 865— Each purple tablet contains 2 5 mg., in 
bottles of 100 and 1,000. No. 866 — Each yellow tablet contains 1.25 mg., in bottles of 100 and 1,000. Also in unit dose 
package of 100. No. 867 —Each red tablet contains 0.625 mg.. in bottles of 100 and 1,000. Also in unit dose package 
of 100. No. 868—Each green tablet contains 0.3 mg., in bottles of 100 and 1.000 
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APPROPRIATE 
ADDITIONS TO 
ANY LIBRARY 


Psychiatric Examination of Children, 
2nd ed. 


The second edition of this popular, prac- 
tical guide is expanded to include more 
data on examining pre-school children. 
Stressed is importance of assessing 
developmental levels and rates, inclu- 
sion of parents in on-going diagnosis, 
and remedial procedures to enhance 
optimal development and provide ac- 
Curate prognosis. “This handbook 
should be a part of the minimum library 
of every student and teacher of psy- 
chiatry.” — American Journal of 
Psychiatry. 


By JAMES E. SIMMONS, M.D., Indiana 
University School of Medicine, In- 
dianapolis. 239 pp. (5% x 7%), paper- 
back, 1974, $6.00. 


Clinical Aspects of Child Development: 
An Introductory Synthesis of Psycho- 
logical Concepts and Clinical Prob- 
lems. By MELVIN LEWIS, M.D., Yale 
University, New Haven, Connecticut. 272 
pp. (5% x 7%), illus., paperback, 1971, 
$4.75. 


Problems in Child Behavior and 
Development. By MILTON J. E. SENN, 
M.D., and ALBERT J. SOLNIT, M.D., 
both of the Yale University School of 
Medicine, New Haven, Connecticut. 268 
pp., 1968, $8.50. 


Textbook of Child Neurology. By JOHN 
H. MENKES, M.D., University of Califor- 
nia at Los Angeles. In consultation and 
with a contribution by MARCEL 
KINSBOURNE, M.D., Ph.D. (3 Con- 
tributors). 583 pp. (7 x 10), 130 illus., 
1974, $22.50. 


Lea & Febiger 


WASHINGTON SQUARE 
PHILADELPHIA, PA. / 19106 





An extremely valuable 


99. George E. Gardner, 
mg Ph.D., M.D., Harvard 
Medical Schoo! 
Just reissued, these newly revised trans- 
lations make available two standard works 
in the field of child psycho-analysis. 
THE PSYCHO-ANALYSIS OF CHILDREN 
describes both the Kleinian theory and 
methods, and is generally recognized as a 
classic work which revolutionized child 
analysis ($17 50). NARRATIVE OF A CHILD 
ANALYSIS is a fascinating case study of 
a ten-year-old boy, including the reproduc- 
tion and analvsis of 74 drawings made 
by the patient ($20.00). 

“One does not have to be a 'Kleinian' 
to recognize the very important place that 
Melanie Kleir holds in the history of 
psychoanalytic theory and practice and of 
theories of personality development." 
—Cecil Mushatt, M.D., M.Sc., Boston 
University School of Medicine 
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in clinically significant depression... 





penetrating 





thesymptom harti ier 


topro 





pssehothekany 





symptoms 
often interfere 
with therapy 











In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in expression, he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 


Instead of being able to concentrate on » 


the core emotional problems of the 
depression itself, he may for ex- 
ample go on at length about how . 
broken his sleep is or keep 4 
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reiterating (while the therapeutic hour slips 
by) how physically miserable he feels. 


ELAVIL 


(AMITRIPTYLINE HCI , MSD) 
to help 
penetrate the 
symptom barrier 
in depression 

requiring 
medication 

















ELAVIL, a highly effective tricyclic antidepres- 


«. Sant, will often alleviate these symptoms. With 


the help of ELAVIL, sleep disturbance— 
so common in clinically depressed 
patients and often the symptom 
that distresses them most—as 


well as other "barrier symptoms'' may be 
lessened to the point where they no longer 
come between you and the patient. 





psychotherapy 
takes 
direction 








As these preoccupying complaints are lifted, 

psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 

sume or pursue more efficiently the necessary 
activities in their personal lives. 





meeting 
therapeutic 
goals 











And as the antidepressant activity of ELAVIL 
(Amitriptyline HCI, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
times only a minimum of actual psychotherapy 
is required. The patient may experience a 
more rapid recovery—while you conserve valu- 
able time. 


Prescribe ELAVIL then, to help 
lighten the patient’s burden 





* 
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in depression—and yours in its management. 


should not be used during the acute recovery 
phase following myocardial infarction; in pa- 
tients hypersensitive to it; in those who have 
received an MAOI within two weeks; or in chil- 
dren under 12. Patients with cardiovascular 
disorders should be watched closely. Safe use 
during pregnancy and lactation has not been 
established. The drug may impair mental or 
physical abilities required in the performance 
of hazardous tasks and may enhance the re- 
sponse to alcohol. Since suicide is a possibility 
in any depressive illness, patients should not 
have access to large quantities of the drug. 
Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCl | MSD) 


helps increase 
your effectiveness 
in managing 
clinically 
Significant 
depression 



















For a brief summary of prescribing 
information, please see following page. 
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In adult outpatients 


with clinically significant depression 





LAVIL 


(AMITRIPTYLINE HCl | MSD) 






ONCE — — divided 
aday T osage 
AT BEDTIME DAILY 


25 mg (yellow) 
This tablet may prove useful 
for initial therapy in adult out- 
patients. Starting dosage is 
usually 75 mg daily in divided doses or 50 to 
100 mg once a day at bedtime. If necessary, 
this dosage may be increased gradually to a 
total of 150 mg a day. When doses are di- 
vided, dosage increases are made preferably 
in the late afternoon or at bedtime. A sed- 
ative effect may be apparent before the 
antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 
days to develop. 


50 mg (beige) 

The 50-mg tablet may be ad- 

vantageous whenever higher 

dosages are required, or when 
the single daily dose is given at bedtime. 
The 50-mg tablet may also be convenient for 
many hospitalized patients who may need 
100 mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small number 
of hospitalized patients may need as much 
as 300 mg a day. 


10 mg (blue) 
Because lower doses are gen- 
erally recommended for ad- 
olescents and elderly patients, 
the 10-mg tablets may be most serviceable. 
Ten mg three times a day with 20 mg at 
bedtime may be satisfactory in adolescent 
and elderly patients who do not tolerate 
higher doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the in- 
jectable form may be suitable 
initially. The tablets should 
replace the injection as soon 
as possible. Initial intramus- 
cular dosage is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL is ad- 
ministered intramuscularly, the effects may 
appear more rapidly than with oral admin- 
istration. 





Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCl may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. | 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. | 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 
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uiSfupted nis family... 
his teacher’s classroom 
and his own life. 


But he can’t help it. He has MBD. 





A symptom profile of the hyperkinetic child 


Marked hyperactivity; most pro- 
nounced in home or school; in 





more severe cases, the child seems 
"driven", is constantly in motion, 


in a random, purposeless way. 


Short attention span; concen- 
tration fragmented or easily 
fatigued, particularly in static 
activities such as reading or 
schoolwork. 

Distractibility; easily diverted 
from the task at hand; leaves 
work unfinished ; becomes 
impatient easily. 

Emotional lability; wide swings 
of mood, with frequent temper 
tantrums; often destructive, 
yet "can't help himself” ; 
frequently creates serious prob- 
lems in classrooms. 
Impulsivity; acts or speaks 
abruptly without consideration 
_ of the consequences. 


Impaired coordination; often 
shows in simpler motor tasks 
requiring concentration (i.e. 
drawings lack cohesion, hand- 
writing is poorly organized.) 











Learning disability; a frequent 
underachiever, though I.Q. may 
be normal or above; problems 
often relate to perceptual diffi- 
culties—poor differentiation of 
words and letters, confused 
directionality. 


As a result of his disabilities, the 
MBD child is tormented by daily 


frustrations and feelings of 
failure. “Aware that their con- 
trols are inadequate, they can 
accurately foresee that they are 
likely to act in ways that have 
resulted and will continue to 
result in rejection, rebuff, loss of 
love, and shame or guilt.''? 


Treatment of 
hyperkinetic behavior 


In treatment of MBD, the stimu- 


lant drugs often serve as an 





adjunct to other remedial meas- 
ures (psychological, educational, 
social). Specifically, they act to 
help redirect hyperkinetic behavior 
into controlled, purposeful 
activity. 


Conners observes that “‘It is 
definitely the quality of activity, 
not the total amount of energy 
expended, which is changed by 
these drugs."'!? 


According to Wender. “The 


stimulant drugs are of the greatest 


practical use in the treatment of 
the MBD syndrome.””!! 


"Because the ages of 5 to 12 are 


crucial to the child's development 


and self-image, treatments which 
permit the child to be more 
accessible to environmental 
resources are warranted and 
useful.” 


Still, it is important to recognize 


that the stimulant drugs, including 
Cylert (pemoline), have limitations 
and are intended only as adjuncts 


in an overall treatment program. 


Roughly one third of children 


treated with medication may show 


no improvement at all. In the 


remaining two thirds, the improve- 


ment may vary from marginal to 


dramatic. Drugs do not have a 
direct effect on learning ability, 


but they can serve to increase 


attention span and permit the 
child to attend more purposefully 
to the world around him. 


Long-range considerations 


Some investigators feel that failure 
to take appropriate and adequate 
therapeutic measures may pose 

a threat to the future development 
and well-being of the child. 


Wender points to two possible 
consequences: ‘‘(1) the possibility 
of long-term effects of early 
psychological deviancy on the 
child; (2) the possibility of long- 
term effects of non-treatment on 
the family.” !? 


Sixty-four hyperactive children 
were restudied five years later at 
adolescence. “While the hyper- 
activity had diminished, other 
handicaps, notably social and 
intrapsychic* difficulties, atten- 
tional, and learning disorders 
persisted.” ? 


Eisenberg observes: “The hyper- 
kinetic syndrome is no mere 
matter of developmental phase to 
be endured until it is ‘outgrown.’ 
The data from the longitudinal 
studies reviewed earlier provide 
evidence for persisting educational 
handicap and enduring behavior 
disorder.'' 
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* Within the mind 


The diagnosis of MBD 


MBD is not uncommon 


“Minimal brain dysfunction is 
probably the single most common 
disorder seen by child psychia- 
trists. Despite this fact, its exist- 
ence is often unrecognized and its 
prevalence is almost always 
underestimated."'! 


It has been reported??^*? that 

the hyperkinetic syndrome occurs 
in 3 to 10 percent of the elementary 
school population. 


MBD most frequently 
recognized in the classroom 


The teacher appears to be the 
best barometer of change in a 
school-age child with symptoms 
of MBD such as hyperactivity. 
The child, who is usually a male, 
is generally having both disci- 
plinary and academic problems. 


Patient history is 

diagnostic key 

Because the child may function 
quite normally on a one-to-one 
basis, when he is receiving extra 
attention, clinical impressions 
from a single office visit can be 
misleading. 


* ..lI want to re-emphasize that 
in the practical management—the 
diagnosis and treatment—of 
children with suspected MBD, the 
traditional (neurological) diag- 
nostic measures are of little help.’’® 


“The poor correlation of the 
neurological examination and 
electroencephalogram with the 
final diagnosis indicates that these 
procedures are of limited utility 
in assessing hyperactivity in 
childhood." 


“The diagnosis of hyperkinetic 
syndrome is based upon the 
history and the symptom profile 
rather than upon special tests or 
examinations." 
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The MBD child may not exhibit unusual behavior on the initial office visit. 
Sometimes, however, subtle signs can be revealing. Note in the photos that 
the child’s hands are in constant motion. 


“He cannot sit still for one minute... 
“He can't concentrate on a thing... 

“He is easily frustrated and explodes... 
“He just can’t be.reached for long." 


This child is not a model. In all 
the photos, as in this one, the 
children are MBD patients, and the 
adults are health care professionals. 





As anad junct in a treatment 
program for children with MBD... 


ABBOTT INTRODUCES 


Cylert 


(pemoline) € 






F An effective aid for 

4L. transforming undirected 

Ya hyperkinetic behavior into 
= purposeful activity 


Among the noteworthy properties of Cylert (pemoiine) 


B It is structurally different m |t is taken but once daily, m |t has shown minimal 

from the amphetamines and sparing the child the need of cardiovascular effects, with 

methylphenidate. mid-day doses at school. little or no effect on pulse or 
blood pressure. 

m It has shown no evidence m |t has produced significant 

of producing tolerance with improvement in behavior 

long-term administration. according to ratings by 


physicians, parents and teachers. 


Please see last page of this advertisement for Prescribing Information. 
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The place for Cylert (pemoline) 
in a treatment program for MBD 


The adjunctive use of Cylert 
As an adjunct in an overall 
treatment program, Cylert 
can increase attention span in 
the hyperkinetic child and 
enable him to gain greater 
control over his actions. 


A child successfully treated 
may show marked improve- 
ment in concentration and 
become more responsive to 
instruction and counseling. 


Typically, the parent or 
teacher will report fewer 
emotional upsets and temper 
tantrums, and far less *squirm- 
ing" and disruptive motion. 


As his attention span improves, 
the child has less tendency to 
leave things unfinished. Often 
in directed activities such as 
handwriting or drawing exer- 
cises, there will be visible 
improvement in organization. 


Cylert in itself will not 
"enhance learning" or resolve 
difficult behavioral problems. 
But it can enable the child— 
perhaps for the first time—to 
channel undirected hyper- 
kinetic behavior into 
purposeful activity. 
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How Cylert differs from 
other agents 


Cylert is a mild central 
nervous system stimulant 
which is structurally different 
from the amphetamines and 
methylphenidate. 


Onset of action 

Using the recommended 
schedule of dose titration, 
significant benefits may not 
be seen until the third or 
fourth week of drug therapy. 
Side effects may be seen prior 
to optimum clinical results. 


Dosage is taken only 
once daily 


Cylert is usually administered 
once daily, in the morning. 


The importance of single 
daily dose administration 


Among the benefits : 


The parent maintains control 
of medication; there is no 
need for the child to carry 
drugs to school. 





A — awe 
With Cylert, dosage is usually given in 
the morning, at breakfast time. There 


is no need to carry medication to school. 


The child is spared the em- 
barrassment of having to “take 
his medicine" while at school. 


There is no continuing 
reminder to his classmates 
that he is “‘different’’. 


There is no need for a nurse 
or teacher to supervise the 
taking of a mid-day dose. 


Finally, there is no interrup- 
tion in therapy caused by 
missed, forgotten or delayed 
doses. 


Cylert, alone among CNS 
stimulants used for treatment 
of hyperkinetic behavior, is 
inherently long-acting, per- 
mitting once-a-day dosage. 


When NOT to use Cylert 

Cylert should not be used for 
(and will not be effective in) 
simple cases of overactivity in 
school-age children. 


Neither should it be used in 
the child who exhibits symp- 
toms secondary to environ- 
mental factors and/or primary 
psychiatric disorders, including 
psychosis. 


The physician should rely on 
a complete history of the child 
and a thorough description 
ofsymptoms from both parents 
and teacher before postulat- 
ing a diagnosis of MBD. 


Multi-clinic study ‘shows significant 
improvement in children receiving Cylert pemoline) 








Parents and teachers reported that MBD children on Cylert got along better with others, were less restless and showed 
less tendency to leave things unfinished. Above: an MBD child (not yet on Cylert) is being given the Goodenough-Harris 
Draw-a-Person test. 

In a double-blind, placebo- 
controlled study, 238 children, 
ages six to 12, were treated 

over a nine week period. 

Global (overall) ratings by 
teachers, parents and physicians 
were performed at weeks 0, 3, 6 
and 9, Parent and teacher ratings | 
showed that Cylert effected signifi- ad 

cant improvement, compared with ' 
placebo, beginning at week three. ' 
Physician ratings showed signifi- E 
cant improvement beginning at ü a 
week six. | 


- 


Psychological tests yu 
Children on Cylert had signifi- d 
cantly higher scores than those 
on placebo on many of the tests, 
including the full scale Wechsler 
Intelligence Scale for Children 
(WISC) and its Performance IQ 
Sub-component ; the Wide *. | 
Range Achievement Test (WRAT) Part of the P PAP criteria for thë study MEE hilan to be free of hearing 
(reading and arithmetic) and or visual defects which might account for learning and behavioral difficulty. 


the Lincoln-Oseretsky Motor 1. Conners, C. K., ed., Clinical Use of Stimulant Drugs in Children, Excerpta Medica, 
Performance Test Factor Il. 1974, p. 98. 2. Page, J. G., et al., J. Learning Disabilities, 7:498, Oct., 1974. 





Please see last page of this advertisement for Prescribing Information. 
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The parameters of safety 
of Cylert (pemoline) 





FROM MULTI-CLINIC STUDIES (9 WEEKS); SAFETY DATA COLLECTED ON 407 PATIENTS 





Parameters studied: 

BIOOU DEeSSUT B, e dd van aes No difference between Cylert and placebo groups 

qr "Cm No difference between Cylert and placebo groups 

Laboratory tests................00. No difference between Cylert and placebo groups 

Neurological status..............., No difference between Cylert and placebo groups 

Other criteria: 

Adverse reactions. ................. Insomnia and anorexia most frequently seen side effects 
and often improved with continuation of treatment or 
reduction of dosage. (For other side effects, see 
Prescribing Information on facing page.) 

WERDE 1089 uat bd iiri eder aces Mean weight loss of 1.5 lbs. was demonstrated in 


Cylert group during early weeks of treatment; by 3-6 
months, the children returned to the normal weight- 
curve for their age group. 


ene, 


FROM ADDITIONAL STUDIES (LONG-TERM) ON CYLERT 
(UP TO TWO YEARS AND CONTINUING) 


—————————————— € 


Parameters reviewed: 


Mean dosage.......... lessen Essentially unchanged on mg./kg. basis from original 
effective dosage. 


Blood pressure and pulse rates.. ... . Normal in all patients. 


Laboratory examination. ........... Mild to moderate increase in transaminase (SGOT and 
SGPT) levels in a few patients (no clinical symptoms); 
levels returned to normal on withdrawal of medication. 
No clinically significant abnormalities in the other tests. 
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Cylert (pemoline) 
© 


Description: Cylert (pemoline) is a 
white, tasteless, odorless powder which is 
relatively insoluble (less than 1 mg/ml) 
in water, chloroform, ether, acetone, 

and benzene. In 95% ethyl alcohol, the 
solubility of pemoline is 2.2 mg/ml. 


Actions: Cylert (pemoline) is a central 
nervous system stimulant. The pharma- 

. cologic activity of pemoline is similar to 
that of other known stimulants but with 
minimal sympathomimetic effects. 
Pemoline is structurally dissimilar from 
the amphetamines and methylphenidate. 
Although the exact mode of pharmaco- 
dynamic action is undetermined in man, 
pemoline has been reported to increase the 
rate of synthesis of dopamine in rat brain. 

In human subjects, Cylert produces peak 
blood levels within 2-4 hours. The serum 
half-life is approximately 12 hours. Mul- 
tiple dose studies in adults at several dose 
levels indicate that serum levels plateau in 
approximately three days. Cylert and its 
metabolites are primarily excreted by the 
kidneys with approximately 75% of an 
oral dose appearing in the urine within a 
24-hour period. Approximately 43% of 
pemoline is excreted unchanged. Metabo- 
lites include pemoline dione, conjugated 
pemoline and mandelic acid. 

Cylert (pemoline) has a gradual onset of 
action in children with minimal brain dys- 
function. Using the recommended sched- 
ule of dosage titration, significant clinical 
benefit may not be evident until the third 
or fourth week of drug administration. 


indications: MINIMAL BRAIN DYS- 
FUNCTION IN CHILDREN-—as adjunc- 
tive therapy to other remedial measures 
(psychological, educational, social). 


Special Diagnostic Considerations: 


Specific etiology of minimal brain dysfunc- 
tion (MBD) is unknown, and there is no 
single diagnostic test. Adequate diagnosis 
includes the use not only of medical but of 
psychological, educational, and social 
resources, 

Characteristics commonly reported 
include: A chronic history of moderate to 
severe hyperactivity, short attention span, 
distractibility, emotional lability, and 
impulsivity. Nonlocalizing (soft) neuro- 
logical signs, learning disability, and 
abnormal EEG may or may not be present. 
The diagnosis of MBD must be based 
upon a complete history and evaluation of 
the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all 
children with MBD. In the primary therapy 
of MBD, appropriate educational place- 
ment is essential and psychosocial interven- 
tion is generally necessary. When these 
measures alone are insufficient, the decision 
to prescribe stimulant medication will 
depend upon the physician’s assessment of 
the chronicity and severity of the child’s 
symptoms. Stimulants are not intended for 
use in the child who exhibits symptoms 
secondary to environmental factors and/or 





primary psychiatric disorders, includin g 
psychosis. 


Contraindication: Cylert (pemoline) is 
contraindicated in patients with known 
hypersensitivity or idiosyncrasy to the 
drug. (See PRECAUTIONS) 


Warnings: Cylert is not recommended 
for children under six years of age since 
safety and efficacy in this age group have 
not yet been established. 

Since Cylert (pemoline) and its metabo- 
lites are excreted primarily by the kidneys, 
caution should be observed in administer- 
ing the drug to children with significantly 
impaired renal function. 

Sufficient data on safety and efficacy of 
Cylert administration for periods beyond 
two years duration in children with minimal 
brain dysfunction are not yet available. 
Although a definite causal relationship 
has not been established, some temporary 
suppression of predicted growth pattern(1.e., 
weight and/or height) has been reported 
with the long-term use of stimulants in 
children. Therefore, patients requiring long- 
term therapy should be carefully monitored. 


Drug Interactions: Interactions be- 
tween Cylert and other drugs have not 
been studied in humans. As with most 
other drugs, concurrent administration 
with other agents, especially drugs with 
central nervous system activity, should be 
carefully monitored. 


Usage in Pregnancy: Safety for use in 
pregnancy has not been established. Stan- 
dard studies of fertility,teratology and repro- 
duction were conducted in rats and rabbits. 
Daily oral doses of pemoline of 18.75 

and 37.5 mg/kg beginning at conception 
produced no abnormalities in the fetuses 
and did not affect viability at birth. Further 
studies using similar dose levels with drug 
administration beginning 14 days before 
conception demonstrated an increased 
incidence of stillbirths in these animals. 


Drug Dependence: Studies of the 

drug abuse potential of Cylert (pemoline) 
in primates have not demonstrated a 
potential for self-administration. However, 
the pharmacologic similarities between 
Cylert and other CNS stimulants with 
known abuse liability suggest that drug 
dependence of the stimulant type might 
occur. There have been isolated reports of 
transient psychotic symptoms in adults 
following long-term misuse of pemoline 
taken orally in excessive quantities. There- 
fore, caution should be observed in emo- 
tionally unstable patients considered to 
have a psychological potential for drug 
dependence. 


Precautions: Delayed hypersensitivity 
reactions involving the liver have been 
reported in 1-2% of the patients receiving 
Cylert usually after several months of 
therapy. No clinical symptomatology has 
been observed, but mild to moderate 


Prescribing Information 


increases in transaminase (SGOT and 
SGPT) levels have occurred in these 

cases. These effects appear to be com- 
pletely reversible when drug treatment is 
discontinued. Transaminase levels should 
be determined periodically during therapy 
with Cylert to detect any such reactions. 


Adverse Reactions: The most fre- 
quently reported adverse reaction with 
Cylert is insomnia. Insomnia has been 
observed prior to optimum therapeutic 
response and in the majority of cases was 
transient in nature or responded to dosage 
reduction. Anorexia with weight loss during 
the first few weeks of therapy has also been 
reported. With continuing therapy, a re- 
turn to a normal weight curve usually 
occurred within three to six months. Other 
adverse reactions reported include stomach- 
ache, skin rash, irritability, mild depression, 
nausea, dizziness, headache, drowsiness, 
and hallucinations. Mild adverse reactions 
appearing early in treatment often remit 
with continuing therapy. If adverse 
reactions are of a significant or protracted 
nature, dosage reduction or discontinua- 
tion should be considered. 


Dosage and Administration: Cylert 
(pemoline) is administered as a single oral 
dose each morning. The recommended 
starting dose is 37.5 mg per day. This daily 
dosage should be gradually increased at 
one week intervals using increments of 
18.75 mg until the desired clinical response 
is obtained. The mean daily effective dose 
ranges from 56.25 to 75 mg per day. The 
maximum recommended daily dose of 
pemoline is 112.5 mg. 

Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
not be evident until the third or fourth week 
of drug administration. Drug administra- 
tion should be interrupted occasionally to 
determine if behavioral symptoms sufficient 
to require continuing therapy recur. 


Overdosage: Cylert overdosage has 
been reported to produce symptoms of 
tachycardia, hallucinations, agitation, or 
restlessness. The treatment of acute massive 
overdosage with pemoline is essentially the 
same as that for overdosage with any drug 
having CNS stimulatory effects. Manage- 
ment is largely symptomatic and may 
include induction of emesis, gastric 

lavage or other measures as appropriate. 


How Supplied: Cylert (pemoline) is 
supplied as monogrammed, grooved 
tablets in three dosage strengths: 


18.75 mg. tablets (yellow-colored) in 
bottles of 100 (NDC 0074-6025-13) 


37.5 mg. tablets (orange-colored) in bottles 
of 100 (NDC 0074-6057-13) 


75 mg. tablets (tan-colored) in bottles 
of 100 (NDC 0074-6073-13) 
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VALIUM 


(diazepam) 


IN THE CONTEXT OF 
PSYCHOTHERAPY 











FOR PSYCHONEGROTIC 
DISORDERS 








When predominant anxiety is associated 
vith depressive symptoms in the psycho- 
ieurotic patient, the effects may be incapaci- 
ating. Feelings of self-esteem seem threatened, 
and the patient is particularly vulnerable to 
»sychophysiological symptoms affecting the 
Yeart, stomach, colon or respiratory tract. 
Ter condition may even interfere with her 
"esponse to various psychotherapeutic 
neasures. Until the excessive anxiety and its 
ttendant symptoms are relieved, the patient 
nay feel so insecure that she is unable to 
'unction. 


Often, the patient can't cope with her 
symptoms while she "works things out" 
You may decide that the psychoneurotic 
;atient can benefit from group therapy sessions. 

o However, many 
"pd s = patients are uneasy 

Se about joining a 











VALIUM 


y (diazepam) 
2-mg, 5-mg, 10-mg tablets 


can reduce predominant anxiety and its associated depressive symptoms 


group, and in the beginning your reassurance 
and understanding alone may not be enough 
to help the overly anxious patient face the 
group. Even though she realizes that she will 
eventually work through some of the under- 
lying problems, she is experiencing distressing 
symptomatology that requires more imme- 
diate relief. You frequently hear, “What do I 
do in the meantime, doctor?” 


Valium (diazepam) as an adjunct to group 
therapy—it may have an important role 
During psychotherapy for psychoneurotic 
disorders, Valium offers relief of predominant 
anxiety and reduces the depressive symptoms 
often associated with it. The patient generally 
starts to benefit as early as the first day of 
therapy, and significant improvement is usually 
evident within the first few days. Valium is 
provided in several dosage strengths, so you 
can precisely control the medication to suit 
your patient’s needs and preclude oversedation 
or ataxia. If the patient remains symptomatic 
at bedtime, an h.s. dose added to a 2- to 10-mg 
b.i.d. or t.i.d. regimen is often very effective. 
Valium is generally well tolerated and in 
recommended dosages rarely produces signif- 
icant untoward reactions, but patients should 
be cautioned about potentially hazardous 
activities requiring complete mental alertness, 


*~ such as driving. 





Please see following page for a summary of product information. 


VALIUM 


(diazepam) 
2-mg, 5-mg, 10-mg tablets 


Before prescribing, please consult complete 
product information, asummary of which 
follows: 

Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional 
factors; psychoneurotic states manifested by 
tension, anxiety, apprehension, fatigue, depres- 
sive symptoms or agitation; symptomatic relief 
of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; 
adjunctively in skeletal muscle spasm due to re- 
flex spasm to local pathology, spasticity caused 
by upper motor neuron disorders, athetosis, stiff- 
man syndrome, convulsive disorders (not for 
sole therapy). 

Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in patients 
with open angle glaucoma whoare receiving 
appropriate therapy. 

Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations requir- 
ing complete mental alertness. When used 
adjunctively in convulsive disorders, possibility 
of increase in frequency and/ or severity of 
grand mal seizures may require increased dos- 
age of standard anticonvulsant medication; 
abrupt withdrawal may be associated with tem- 
porary increase in frequency and/ or severity 

of seizures. Advise against simultaneous inges- 
tion of alcohol and other CNS depressants. With- 
drawal symptoms (similar to those with bar- 
biturates and alcohol) have occurred following 
abrupt discontinuance (convulsions, tremor, ab- 
dominal and muscle cramps, vomiting and 
sweating). Keep addiction-prone individuals 
under careful surveillance because of their pre- 
disposition to habituation and dependence. 

In pregnancy, lactation or women of child- 
bearing age, weigh potential benefit against 
possible hazard. 

Precautions: |f combined with other psycho- 
tropics or anticonvulsants, consider carefully 
pharmacology of agents employed; drugs such 
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as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may po- 
tentiate its action. Usual precautions indicated 
in patients severely depressed, or with latent 
depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic 
function. Limit dosage to smallest effective 
amount in elderly and debilitated to preclude 
ataxia or oversedation. 

Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, 
ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. Para- 
doxical reactions such as acute hyperexcited 
states, anxiety, hallucinations, increased muscle 
spasticity, insomnia, rage, sleep disturbances, 
stimulation have been reported; should these 
occur, discontinue drug. Isolated reports of neu- 
tropenia, jaundice; periodic blood counts and 
liver function tests advisable during long-term 
therapy. 

Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety and psychoneu- 
rotic states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 
10 mgt.i.d. or q.i.d. in first 24 hours, then 5 mg 
t.i.d. orq.i.d. as needed; adjunctively in skeletal 
muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunc- 
tively in convulsive disorders, 2 to 10 mg b.i.d. 
to q.i.d. Geriatric or debilitated patients: 2 to 
22 mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) 
Children: 1 to 2¥2 mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use 
under 6 months). 

Supplied: Valium? (diazepam) Tablets, 2 mg, 

5 mg and 10 mg; bottles of 100 and 500. All 
strengths also available in Tel-E-Dose® packages 
of 100. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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HOMINOLOGY : Psychiatry's Newest Frontier by C. David 
Jones, Chicago Medical School, Chicago, Illinois. A new and 
unique method of analyzing behavior through the use of 
hominology is offered not only to the psychiatrist but also 
others working in the fields of mental health and human 
relationships. After demonstrating fallacies in psychother- 
apies, the author illustrates how this new view of man can 
be applied with or in place of present psychotherapy 
methods. The history of hominology is traced from its 
beginnings in a psychiatric residency program to its current 
utilization with culturally different children in developing 
personal dignity. This book is a breakthrough in the field of 
behavior science in that it successfully combines and 
integrates mental health, moral value, self-image and socio- 
logical adaptation. From this unified approach the author 
develops new concepts relating moral values to mental 
health. '75, 216 pp., 15 iL, 2 tables, $12.50 


ABSENTEEISM IN INDUSTRY edited by Stanley F. 
Yolles, Pasquale A. Carone and Leonard W. Krinsky, all of 
the State Univ. of New York, Stony Brook, New York. (58 
Contributors) Concerned with the psychiatric/psychological 
aspects of absenteeism in industry, the first group of papers 
in- this book focuses on the roles of labor, management and 
the industrial psychologist. Motivational techniques are also 
discussed at length. The second part concerns itself with the 
medical/psychiatric viewpoint. The incidence of undetected 
mental illness is explored and the need for a mental health 
team in a large corporation is presented, giving both the 
pros and cons. The family doctor is viewed as an important 
factor in that he can both help and hinder the overall 
treatment program. '75, 164 pp., $11.50 


LEARNING DIFFICULTIES: Causes and Psychological 
Implications — A Guide for Professionals by Kurt Glaser, 
Univ. of Maryland School of Medicine, Baltimore, Mary- 
land, assisted by Susanne Glaser. Foreword by Leo Kanner. 
Intended to condense and interpret the multiple causes of 
learning difficulties to the many disciplines involved in the 
education and health care of the child. The reciprocal 
effects of physical, psychological and educational factors, 
intelligence, home and cultural environment are pointed 
out, and the role of the professional is outlined. The 
chapter “Glimpses into the Future" deals with some 
possible preventive and therapeutic approaches in years to 
come. 74, 112 pp., 2 iL, $8.75 


PATIENT POWER: The Development of a Therapeutic 
Community in a Psychiatric Unit of a General Hospital by 
Philip M. Margolis, Univ. Hospital, Ann Arbor, Michigan. 
Foreword by Maxwell S. Jones. This text charts a new 
course for inpatient psychiatric wards in general hospitals. 
The author relates the intricate details of how one 
psychiatric unit in a general hospital slowly changed from a 
traditional therapist-centered unit which stressed the single 
psychotherapy hour, to a therapeutic community which 
utilized every hour of the day and every member of the 
ward. Shared decision-making and responsibility are stress- 
ed as an important part in this evolutionary process toward 
a therapeutic democracy. '73, 176 pp., $8.95 
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NEW TREATMENT APPROACHES TO JUVENILE DE- 
LINQUENCY edited by J. L. Khanna, Univ. of Tennessee 
College of Medicine, Memphis, Tennessee. (16 Contribu- 
tors) The ideas presented reflect the latest positions held by 
eminent contributors selected from the fields of psychol- 
ogy, psychiatry, criminology and law. These papers range 
from a national perspective on juvenile delinquency to a 
description and discussion of nationally known treatment 
models as represented by the Janus House for Delinquents, 
the Achievement Place Model, the Florida Juvenile Rehabil- 
itation Project, Project ACE and the contingency manage- 
ment of delinquent behavior in the community. '75, 164 
pp., 9 il., 12 tables, $11.75 


À HANDBOOK OF NON-VERBAL GROUP EXERCISES 
by Kenneth T. Morris, Central Michigan Univ., Mount 
Pleasant, Michigan, and Kenneth M. Cinnamon. Foreword 
by Goodwin Watson. This type of manual will facilitate 
fresh inventions and suggestions. The authors emphasize 
that nonverbal exercises are not ends in themselves but 
tools to achieve improved behavior. This volume promotes 
rapid discovery of specific exercises with material organized 
under such headings as relaxation, trust, frustration, rejec- 
tion and sensory awareness. All exercises are described in a 
standardized format. Asterisks show the more dynamic 
exercises with above-average potential for achieving goals. 
The importance of the subsidiary goals of an exercise is 
stressed. '75, 324 pp., 28 il., cloth-$14. 75, paper-$10.95 


LIVING OR DYING: Adaptation to Hemodialysis edited 
by Norman B. Levy, State Univ. of New York, Brooklyn, 
New York. Introduction by Belding H. Scribner. (13 
Contributors) This book, the first devoted to the psycho- 
logical aspects of hemodialysis, presents studies by leading 
authorities on the major problems in psychological adapta- 
tion to this procedure. Included are the special psychiatric 
problems of the child receiving hemodialysis, the uncooper- 
ative hemodialysis patient, psychological factors determin- 
ing survival, and changes in sexual activity in hemodialysis 
and transplantation. Also presented are the proceedings of a 
panel held at the 1972 meeting of the American Psychiatric 
Association. '74, 164 pp., 34 tables, $10.75 


REFERRING THE PSYCHIATRIC PATIENT: A Guide for 
the Physician by Larry R. Kimsey and Jean L. Roberts, 
both of The Univ. of Texas, Dallas, Texas. This text 
provides practical and concrete information about psychia- 
try and the mechanics of referral including the intricacies, 
difficulties and techniques. The fact that psychiatric and 
clinical physicians need to work more closely is empha- 
sized, as interprofessional friction frequently arises. What 
these differences are and how they can be successfully dealt 
with is fully explained in this text. Selection of the patient 
for referral, types of available somatic and non-sommatic 
therapies, selection of the psychiatric facility, and appropri- 
ate referral techniques are discussed. '73, 100 pp., $6.95 
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Imavate tablets meet 
all the standards of 
identity, purity and 
strength stipulated in 
the United States 
Pharmacopeia (U.S.P.) 
for imipramine hydro- 
chloride tablets. 
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Your Robins Repre- 
sentative will provide 
you with a supply of 
prepaid prescriptions. 
These enable your pat- 


ients to receive a week’s 


therapy at no cost. 


Also, for selected 
depressed patients 
this booklet “Under- 
standing Depression” 
may be helpful in sup- 
porting your therapy 
and reassuring the 
patient. 
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Prescribing Information: 
indications: For the relief of symptoms of depression. En- 
dogenous depression is more likely to be alleviated than 
other depressive states. 
IContraindications: The concomitant use of monoamine 
oxidase inhibiting compounds is contraindicated. Hyper- 
ipyretic crises or severe convulsive seizures may occur in 
watients receiving such combinations. The potentiation of 
adverse effects can be serious or even fatal. When it is 
desired to substitute imipramine hydrochloride, in patients 
receiving a monoamine oxidase inhibitor, as long an interval 
should elapse as the clinical situation will allow, with a 
minimum of 14 days. Initial dosage should be low and 
ncreases should be gradual and cautiously prescribed. 
The drug is contraindicated during the acute recovery 
period after a myocardial infarction. Patients with a known 
hypersensitivity to this compound should not be given the 
drug. The possibility of cross-sensitivity to other diben- 
wazepine compounds should be kept in mind. 
Warnings: Usage in Pregnancy: Safe use of imipramine 
hydrochloride during pregnancy and lactation has not been 
sestablished; therefore, this drug should be administered to 
«women who are or who might become pregnant, or to 
snursing mothers, only when the potential benefits clearly 
outweigh possible hazards. There have been clinical reports 
of congenital malformation associated with the use of this 
drug, but a causal relationship has not been confirmed. 
“Animal reproduction studies with imipramine HCI have 
wielded inconclusive results. Oral studies in rats and mice at 
doses up to 2% times, and in rabbits at doses up to 25 times 
tthe maximum human dose, showed no clear evidence of 
teratogenic potential, but subcutaneous studies showed a 
teratogenic effect in rabbits and equivocal teratogenicity in 
mice at respective doses up to 5 and 6% times the maximum 
human dose. Increased resorptions and stillbirths and de- 
screased neonatal weights were seen in the oral as well as 
ssubcutaneous studies. 
WE xtreme caution should be used when this drug is given to: 
we patients with cardiovascular disease because of the possi- 
dility of conduction defects, arrhythmias, myocardial infarc- 
ion, strokes and tachycardia; 


we patients with increased intraocular pressure, history of 
arinary retention, or history of narrow-angle glaucoma be- 
-ause of the drug’s anticholinergic properties; 


we hyperthyroid patients or those on thyroid medication be- 
scause of the possibility of cardiovascular toxicity; 


e patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold; 


e patients receiving guanethidine or similar agents since 
*imipramine hydrochloride may block the pharmacologic ef- 
fects of these drugs. 

Usage in Children: Pending evaluation of results from 
«clinical trials in children, this drug is not recommended for 

“suse in patients under twelve years of age. 

Since this drug may impair the mental and/or physical 
sabilities required for the performance of tasks such as opera- 
«tion of an automobile or hazardous machinery, the patient 

should be cautioned accordingly. 
Precautions: Itshould be keptin mind that the possibility of 
ssuicide in seriously depressed patients is inherent in the 
Wallness and may persist until significant remission occurs. 
Such patients should be carefully supervised during the early 
phase of treatment with imipramine hydrochloride and may 
»equire hospitalization. Prescriptions should be written for 
the smallest amount feasible. 

Hypomanic or manic episodes may occur, particularly 

Win patients with cyclic disorders. Such reactions may necessi- 

“tate discontinuation of the drug. If needed, imipramine hyd- 

wwrochloride may be resumed in lower dosage when these 
episodes are relieved. Administration of a tranquilizer may 
be useful in controlling such episodes. 

Prior to elective surgery, imipramine hydrochloride 
should be discontinued for as long as the clinical situation will 

wallow. 

An activation of the psychosis may occasionally be 
observed in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
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anticholinergic drugs (including antiparkinsonism agents) in 
addition, the atropine-like effects may become more pro- 
nounced (e.g. paralytic ileus). Close supervision and careful 
adjustment of dosage is required when this drug is adminis- 
tered concomitantly with anticholinergic or sympathomime- 
tic drugs. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine hydroch- 
loride with electroshock therapy may increase the hazards; 
such treatment should be limited to those patients for whom 
it is essential, since there is limited clinical experience. 
Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not been 
reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs require 
that each of the reactions be considered when imipramine 
hydrochloride is administered. 

Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart 
block, stroke, falls. 

Psychiatric: Confusional states (especially in the el- 
derly) with hallucinations, disorientation, delusions; anxiety, 
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restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, alterations 
in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated 
sublingual adenitis; blurred vision, disturbances of accom- 
modation, mydriasis; cnstipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross-sensitivity 
with desipramine. 

Hematologic: Bone marrow depression including ag- 
ranulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever or sore throat during 
therapy: the drug should be discontinued if there is evidence 
of pathological neutrophil depression. 

Gastrointestinal: Nausea and vomiting, anorexia, 
epigastric distress, diarrhea; peculiar taste, stomatitis, ab- 
dominal cramps, black tongue. 








Endocrine: Gynecomastia in the male; brea: 
largement and galactorrhea in the female; increased : 
creased libido, impotence; testicular swelling; elevat: 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altere 
function; weight gain or loss, perspiration; flushing; t 
frequency; drowsiness, dizziness, weakness and f: 
headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative 

diction, abrupt cessation of treatment after prol 
therapy may produce nausea, headache and malais 
Dosage and Administration: Lower dosages are r 
mended for elderly patients and adolescents. Lower di 
are also recommended for outpatients as compared t 
pitalized patients who will be under close supervisior 
age should be initiated at a low level and increased 
ally, noting carefully the clinical response and any ev 
of intolerance. Following remission, maintenance rr 
tion may be required for a longer period of time, at the 
dose that will maintain remission. 
Oral: Usual Adult Dose: Hospitalized patients— li 
100 mg/day in divided doses gradually increased : 
mg/day as required. If no response after two weeks, ir 
to 250-300 mg/ day. 

Outpatients— Initially, 75 mg/day increased | 
mg/day. Dosages over 200 mg/day are not recomm 
Maintenance, 50-150 mg/day. 

Adolescent and geriatric patients— Initially. 
mg/day; itis generally not necessary to exceed 100 m 
Overdosage: Symptoms: These include drow 
stupor, tachycardia, ataxia, vomiting, cyanosis, hy 
sion, shock/coma, restlessness, agitation, hyperpyre 
vere perspiration, hyperactive reflexes, muscle - 
athetoid movements, convulsions, mydriasis. There 
cardiac arrhythmia, EKG evidence of impaired con: 
and signs of congestive heart failure. 

Treatment: There is no specific antidote. | 
emesis and gastric lavage are recommended. It i 
helpful to leave the tube in the stomach, with irrigat 
continual aspiration of stomach contents, possibly | 
ing more rapid elimination of the drug from the bo 
room should be darkened, allowing only a minimal. 
of external stimulation, to reduce the tendency to 
sions. 

1. Hyperirritability and convulsions have be« 
cessfully treated with parenteral barbiturates in sev 
stances. However barbiturates should not be emp! 
drugs that inhibit monoamine oxidase have also bee 
by the patient in overdosage or in recent therapy. Si 
barbiturates may induce respiratory depression, pari 
in children. It is therefore advisable to have equipme! 
able for artificial ventilation and resuscitation when | 
rates are employed. Paraldehyde has been used eff 
in some children to counteract muscular hypertor 
convulsions without causing respiratory depression. 
data indicate that an internuncial neuron blocker, 
methocarbamol, may be an effective treatment for 
sions and muscular hypertonus. 

2. Shock (circulatory collapse) should be trea! 
supportive measures such as intravenous fluids, : 
and corticosteroids. 

3. Hyperpyrexia should be controlled by u 
means available, including ice packs, if necessary. 

4. Signs of congestive heart failure have been 
torily treated by rapid digitalization. 

5. If an extremely large overdose has been i: 
use of the artifical kidney may be helpful in elimine 
drug from the body. However, due to low plasma 
the drug and a high rate of secretion in the stomach 
that a more efficient technique is continuous gastric 
How Supplied: Imavate Tablets, brand of Imi 
Hydrochloride Tablets, USP (film-coated), 10 mg (: 
bottles of 100 (NDC 0031-5610); 25 mg (coral) ii 
of 100 and 1000 (NDC 0031-5625); and 50 mg (fu 
bottles of 100 and 1000 (NDC 0031-5650). Jui 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 





The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 


_ 

" 

> mper 
mer. 











The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar “Collar” type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC ll—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
See us at Booth E6 at the Annual Meeting 
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First day in the hospital and 
all efforts will be directed toward 
returning her to the community. 


Mellaril has been found useful to help psychotic 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients 


Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 
Warnings: Administer cautiously to patients who have previously 
exhibited ahypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating cen- 
tral nervous system depressants (e.g., anesthetics, opiates, alcohol, 
etc.) as well as atropine and phosphorus insecticides; carefully con- 
Sider benefit versus risk in less severe disorders. During pregnancy, 
administer only when the potential benefits exceed the possible 
risks to mother and fetus. . 
Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic patients, 
anticonvulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the pos- 
sibility of its occurrence may be reduced bY remaining within recom- 
mended dosage limits. Administer cautiously to patients participating 
in activities requiring complete mental alertness (e.g., driving), and 
increase dosage gradually. Orthostatic hypotension is more common 
in females than in males. Do not use epinephrine in treating drug- 
induced hypotension since phenothiazines may induce a reversed 
epinephrine effect on occasion. Daily doses in excess of 300 mg. 
Should be used only in severe neuropsychiatric conditions. 
Adverse Reactions: Central Nervous System— Drowsiness, espe- 
cially with large doses, early in treatment; infrequently, pseudo- 
parkinsonism and other extrapyramidal symptoms; rarely, nocturnal 
confusion, hyperactivity, lethargy, psychotic reactions, restlessness, 
and headache. Autonomic Nervous System—Dryness of mouth, 
blurred vision, constipation, nausea, vomiting, diarrhea, nasal stuffi- 
ness, and pallor. Endocrine System — Galactorrhea, breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edema. 
Skin — Dermatitis and skin eruptions of the urticarial type, photosen- 
sitivity. Cardiovascular System — ECG changes (see Cardiovascular 
Effects below). Other — Rare cases described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions — Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions — Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood DysScrasias — Agranu- 
locytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A//ergic Reactions — Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity— Jaundice, 
biliary stasis. Cardiovascular Effects — Changes in terminal portion 
of electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be revers- 
ible and due to altered repolarization, not myocardial damage. While 
there is no evidence of a causal relationship between these changes 
and significant disturbance of cardiac rhythm, several sudden and 
unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes 
while taking the drug. While proposed, periodic electrocardiograms 
are not regarded as predictive. Hypotension, rarely resulting in cardiac 
» arrest. Extrapyramidal Symptoms — Akathisia, agitation, motor rest- 
lessness, dystonic reactions, trismus, torticollis, opisthotonus, 
oculogyric crises, tremor, muscular rigidity, and akinesia. Persistent 
Tardive Dyskinesia — Persistent and sometimes irreversible tardive 
dyskinesia, characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements) and sometimes 
of extremities may occur on long-term therapy or after discontinuation 
of therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all 
antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and 
syndrome may not develop if medication is stopped at that time. 
Endocrine Disturbances — Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive preg- 
nancy tests. Urinary Disturbances — Retention, incontinence. Others 
— Hyperpyrexia; behavioral effects suggestive of a paradoxical 
reaction, including excitement, bizarre dreams, aggravation of psy- 
choses, and toxic confusional states; following long-term treatment, 
a peculiar skin-eye syndrome marked by progressive 
pigmentation of skin or conjunctiva and/or accompanied 
by discoloration of exposed sclera and cornea; stellate or 
irregular opacities of anterior lens and cornea; systemic 
lupus erythematosus-like syndrome. 74.105988 SANDOZ 


SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 


THE AMERICAN JOURNAL OF PSYCHIATRY 


The Depot Fluphenazines: A Reappraisal After 10 Years’ Clinical Experience 


BY FRANK J. AYD, JR., M.D. 


The author reviews the information gathered during the 


past 10 years of clinical experience with depot 
fluphenazines. He details the types of patients who are 
most likely to benefit from therapy with injectable drugs, 
the techniques of this therapy, the therapeutic efficacy 
and side effects of the drugs, and how they interact with 
other medications. Although he concludes that depot 
fluphenazines are safe and effective, he cautions clinicians 
that the starting dose and the intervals between injections 
must be carefully selected for each patient and that such 
factors as age, physical condition, diagnosis, and drug 
history must be taken into consideration. 


PSYCHIATRY HAS EXPERIENCED a number of significant 
advances in this century, including the development of 
psychopharmacotherapy, the effectiveness of which de- 
pends on a variety of factors. One of the most important 
of these factors is the actual ingestion of adequate doses 
of pharmacotherapeutic drugs by patients. 

Unfortunately, despite ample evidence that improve- 
ment can be achieved and sustained by the taking of an 
antipsychotic such as a neuroleptic or lithium for as long 
as it is required and despite all of our efforts, a large num- 
ber of patients, particularly schizophrenic patients, will 
not take medication regularly after release from the hos- 
pital. We are therefore faced with a merry-go-round kind 
of process created by the discharges and readmissions of 
patients whose maintenance medication outside of the 
hospital has been reduced to inadequate levels or discon- 
tinued. 

In every psychiatric hospital there are patients who 
could be released if they could be relied on to take medi- 
cation. It has been estimated that 20 percent or more of 
hospitalized patients fail to take their drugs consistently 


This paper was written at the invitation of the Editor. 


Dr. Ayd is Director, Professional Education and Research, Taylor 
Manor Hospital, Ellicott City, Md., and Editor, International Drug 
Therapy Newsletter, Baltimore, Md. His address is 912 West Lake 
Ave., Baltimore, Md. 21210. 


despite supervision, thereby impeding their rehabilita- 
tion. These drug defectors constitute a large segment of 
the world’s psychiatric population. They have been and 
are a major therapeutic challenge. 

What has been needed for patients who patently re- 
quire chemotherapy but are unreliable drug takers has 
been a long-acting depot injectable neuroleptic. Such a 
preparation would remove responsibility for taking medi- 
cine from patients unable to assume it. This would assure 
physicians that patients are getting their medication and 
enable them to return more patients to the community 
and to keep them there. The development of fluphenazine 
enanthate, fluphenazine decanoate, flupenthixol deca- 
noate, perphenazine enanthate, fluspirilene, pipothiazine 
undecylenate, and pipothiazine palmitate’ has made this 
possible—a most important step forward in the treat- 
ment of certain psychiatric patients. 

The first of the depot neuroleptics were fluphenazine 
enanthate and fluphenazine decanoate. These prepara- 
tions have been administered to thousands of patients 
throughout the world during the past 10 and 9 years, re- 
spectively. Patients have had injections of various doses 
of these drugs at intervals ranging from a few hours to 
8 weeks; some patients have received depot fluphena- 
zines continuously for as long as 7 years. The information 
garnered from this vast clinical experience is the subject 
of this review. 


CLINICAL INDICATIONS 


Until the safety and efficacy of the depot fluphenazines 
could be established, the early clinical trials of these com- 
pounds were restricted to physically healthy hospitalized 
chronic schizophrenic patients between 20 and 50 years 
old who were receiving oral fluphenazine. The results of 
these trials (1-8) verified that the depot fluphenazines 
were efficacious and safe for a substantial percentage of 


'Fluspirilene, pipothiazine undecylenate, and pipothiazine palmitate are 
currently available only in Europe. They are under clinical trial in the 
United States. 
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these carefully selected patients. Consequently, pioneers 
in the use of these preparations gradually included in 
their patient populations chronic schizophrenic patients 
who had a variety of physical disorders and who were 
being treated with all types of oral neuroleptics. 

Clinical experiences with these patient populations 
substantiated that it is not absolutely necessary to treat a 
patient with oral fluphenazine before switching to a depot 
fluphenazine (1-8), that a depot fluphenazine can be 
given safely to many schizophrenic patients with diverse 
physical illnesses (9), that there are few adverse inter- 
actions between the depot fluphenazines and a large num- 
ber of other medications patients often must take (9), and 
that individuals unresponsive to or intolerant of another 
neuroleptic may respond optimally to a depot fluphena- 
zine with few or no severe side effects (1-8). Thus the 
number of potential candidates for this form of therapy 
was broadened considerably. 

Encouraged by these clinical facts, researchers then be- 
gan to administer depot fluphenazines to outpatients and 
to cautiously prescribe these drugs for hospitalized schiz- 
ophrenic patients whose ages were in the 60s and 70s. 
Initially, the group of outpatients included only those re- 
leased from the hospital after treatment with a depot flu- 
phenazine had been started and who were on main- 
tenance fluphenazine enanthate or on fluphenazine 
decanoate therapy. As experience with this population 
grew and clinicians became more secure in their use of 
these preparations, they began to give them to chronic 
schizophrenic outpatients receiving maintenance therapy 
with all oral neuroleptics. The results obtained in the two 
groups of outpatients were sufficiently satisfactory that 
the number of patients so treated increased annually. By 
1974 the majority of patients receiving depot fluphena- 
zine therapy were outpatients being treated in clinics and 
in the offices of private practitioners. 

The preliminary experiences with depot fluphenazines 
in geriatric patients suggested that many of them not 
only may respond well to these formulations but that 
they tolerate adjusted individualized doses as well as 
younger patients do. Furthermore, since a high per- 
centage of elderly schizophrenic patients also have physi- 
cal disorders that require pharmacotherapy, experience 
with them provided additional data indicating that al- 
most any drug may be prescribed with the depot flu- 
phenazines with little or no risk of harmful potentiation 
or other forms of adverse interactions. Subsequently, 
more and more geriatric schizophrenic patients, includ- 
ing a small number in their 80s, have been and are being 
treated with depot fluphenazines both in and out of the 
hospital (10-15). 

Among the schizophrenic outpatients receiving main- 
tenance depot fluphenazine therapy, some failed to return 
for further injections. The majority of these subsequently 
relapsed, some so badly that rehospitalization Was man- 
datory. At the time of readmission these patients were 
again given either fluphenazine enanthate or fluphenazine 
decanoate immediately. Experience with these patients 
quickly taught clinicians that patients usually respond to 
a depot fluphenazine in the same way they had pre- 
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viously. It also stimulated some therapists to reinstitute 
depot fluphenazine therapy promptly in relapsing out- 
patients in an effort to preclude hospitalization. These cli- 
nicians soon learned that quick readministration of 
proper doses of a depot neuroleptic can produce suf- 
ficient symptom amelioration to obviate the need for re- 
hospitalization. 

Because those patients who relapsed clinically after 
discontinuing depot fluphenazine injections became com- 
parable in many respects to acute schizophrenic patients, 
and because retreatment with a depot fluphenazine often 
produced prompt control of the most disturbing symp- 
toms, a few psychiatrists concluded that it might be pos- 
sible to treat newly admitted acutely schizophrenic 
patients with a depot fluphenazine. This was tried first 
with fluphenazine enanthate and later with the decanoate. 
However, either because of uncertainty about the efficacy 
of a long-acting injectable drug for an acute psychotic 
episode or because of the assumption that more antipsy- 
chotic effect is needed than can be provided by the depot 
neuroleptic alone during the crucial acute period, clini- 
cians treated these patients with a depot fluphenazine 
along with oral antipsychotic drugs. 

Combined depot and oral neuroleptic treatment for 
acute schizophrenia proved to be efficacious and gener- 
ally better than treatment with an oral neuroleptic alone. 
It also stimulated Chien and Cole to do an uncontrolled 
study of fluphenazine enanthate in the treatment of acute 
schizophrenic episodes. These investigators reported (16) 
that the results of their uncontrolled study led them to 
suspect that “a long-acting injectable drug, administered 
alone, is a satisfactory medication regimen for the man- 
agement of acutely psychotic patients." "To verify this, 
they designed a controlled study (16) to test the relative 
efficacy of fluphenazine enanthate alone, chlorpromazine 
alone, and a combination of the two treatments in newly 
admitted acutely psychotic patients. This study demon- 
strated that fluphenazine enanthate alone “‘is a useful and 
effective agent in the treatment of newly hospitalized 
acutely psychotic patients" (16). 

The results of this study enlarged the scope of can- 
didates for depot fluphenazine therapy because they veri- 
fied that these preparations can be used to treat not only 
chronic but acute schizophrenia as well as acute psycho- 
ses of diverse etiologies. This study did much to encour- 
age other clinicians to treat a variety of acute psychoses, 
including hypomania and mania, with depot fluphena- 
zines. The therapeutic results they have obtained have 
demonstrated further that properly selected patients with 
acute psychosis-can be treated effectively and safely with 
a depot fluphenazine without first having to be stabilized 
by one of the oral neuroleptics (10, 17-19). 

The depot fluphenazines have also been administered 
to some children and to a few adults with severe psycho- 
neuroses (20). Because of the small number of subjects 
and the short duration of treatment in this study, addi- 
tional trials in children and nonpsychotic adults are im- 
perative before a definitive assessment can be made of the 
benefits and liabilities of depot fluphenazines for these 
patients. Until these are completed, and the data from 


them are critically evaluated, the depot fluphenazines are 
not recommended for children and nonpsychotic adults 
because safe and effective conditions for their use in these 
individuals have not been established. 

To sum up the clinical indications for the depot flu- 
phenazines, it can be stated that the prime candidates for 
these compounds are chronic schizophrenic patients (not 
only those who are unreliable drug consumers) either in 
or out of the hospital, followed by newly admitted acute 
schizophrenic patients. Patients with other acute psycho- 
ses may also respond to depot fluphenazine therapy, pro- 
viding they are judiciously selected for the depot neuro- 
leptic alone or in combination temporarily with an oral 
neuroleptic. Furthermore, clinical experience to date has 
shown that just as the scope of candidates with various 
degrees of psychopathology has been extended, so too has 
the age spectrum broadened from adolescents to geriatric 
patients in their 80s. 


TECHNIQUE OF THERAPY 


During the early trials of fluphenazine enanthate and 
fluphenazine decanoate, when they were being evaluated 
in chronic schizophrenia, the majority of patients re- 
ceived an injection of 25 mg of the enanthate every two 
weeks or 25 mg of the decanoate every two to three 
weeks. These starting doses and intervals between in- 
jections produced satisfactory therapeutic results in a suf- 
ficiently large number of patients that they are now rec- 
ommended by the manufacturer of these drugs. However, 
after more than a decade of experience, it is an indispu- 
table fact that the starting dose and the intervals between 
injections must be carefully selected for each individual 
and that such factors as age, physical condition, the na- 
ture and severity of the illness, and the drug history of the 
patient and his family must be taken into consideration. 
If this is not done, the risk of over- or underdose is great. 

Although some therapists contend that all chronic 
patients should have a trial on oral fluphenazine before 
starting treatment with the depot form, as mentioned ear- 
lier, this is not absolutely necessary. What is necessary is 
that the therapist be thoroughly familiar with the 
patient's personal and family drug histories. If these re- 
veal that the patient or a first-degree blood relative has 
had a neuroleptic-induced extrapyramidal reaction, espe- 
cially one caused by one of the weaker neuroleptics such 
as thioridazine, the patient is at high risk of having a neu- 
rologic response to a depot fluphenazine. 

In the event the patient does have a positive drug his- 
tory, it is prudent to initiate depot fluphenazine therapy 
with a test dose of .] cc (2.5 mg). This dose is usually very 
well tolerated; if it 1s, the dose can be increased at short 
intervals until the individual's requirements have been 
met. For example, some therapists give .1 cc of the drug 
on days 1, 3, 5, and 8; .2 cc on day 12; .5 cc on day 19; and 
] cc on day 26. Thereafter, ] cc or more is given every 14 
days for several months. During this time clinical effects 
are weighed against side effects (10). If the patient has 
been receiving relatively high doses of an oral neurolep- 
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tic, some therapists begin depot fluphenazine therapy 
with .2 to .5 cc and gradually increase the subsequent 
doses, which are injected at varying intervals according to 
the patient's response. 

To minimize the risk of inadvertent overdose and se- 
vere side effects, especially extrapyramidal reactions, at 
the outset of depot fluphenazine therapy for chronic 
patients being switched from oral neuroleptics, it is my 
policy to first have the patient on a drug holiday for at 
least a week and then to give .1 cc of the enanthate or the 
decanoate. The risk that a patient will relapse during 
such a short drug holiday is minimal. Fortunately, re- 
lapse is seldom precipitous. Rather, it evolves slowly so 
that early detection is possible. The prompt administra- 
tion of even .1 cc of a depot fluphenazine can provide 
some symptom relief. Further symptom control can be 
obtained by additional injections of escalating doses at 
short intervals. 

In my experience, this method of initiating depot flu- 
phenazine therapy is practical and very safe because it 
seldom results in very troublesome side effects. It must be 
remembered that during oral neuroleptic treatment the 
patient's tissues have been saturated with the neuroleptic 
and that the accumulations of the parent compound and 
its metabolites are slowly released and excreted. Con- 
sequently, to start depot fluphenazine therapy without a 
drug holiday is to superimpose the fluphenazine on the 
accumulated oral neuroleptic. This can and often does re- 
sult in an extrapyramidal reaction or other symptoms of 
overdose, particularly when the first injection contains 25 
mg or more. I am convinced that a substantial number of 
the adverse reactions noted in the beginning of depot flu- 
phenazine treatment are a direct consequence of initiat- 
ing therapy with too high a dose. These reactions can be 
precluded by giving low doses of the drug initially to a 
chronically ill person for whom there should be no rush 
to achieve an optimal therapeutic response. 

Depot fluphenazine therapy for acute patients (those 
with schizophrenia, mania, etc.) should also be instituted 
with low doses (.2-.5 cc). Increasing doses can then be re- 
peated daily for several days, in some cases supplemented 
with daily doses of an oral neuroleptic. After symptom 
control has been achieved, the dose of the depot fluphena- 
zine and the interval between injections must be adjusted 
to the individual needs of the patient to avoid subsequent 
overdose and troublesome adverse reactions. 

Depot fluphenazine therapy for chronic patients over 
the age of 50 should also be initiated with a .1 cc dose. 
The older the patient, the less tolerant of oral and depot 
neuroleptics he is likely to be. The risk of neuroleptics 
causing extrapyramidal reactions is highest in the geriat- 
ric population. Consequently, it is imperative that elderly 
patients not be given high doses of a depot fluphenazine 
at the beginning of therapy. The majority of these older 
patients are best treated with low doses at short intervals, 
for example, .1—.2 cc every week or 10 days, rather than 
higher doses at two- to three-week intervals. 

In contrast to chronic schizophrenic patients who are 
responsive to low or moderate doses of a depot fluphena- 
zine are the sizable number who do not benefit from the 
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usual doses of depot neuroleptics. Many therapists, espe- 
cially in Europe, have begun to use high-dose depot flu- 
phenazine therapy for chronic schizophrenic patients who 
would be prisoners of psychosis indefinitely without such 
treatment. In recent years an escalating number of 
patients have been and are being treated with gradual in- 
crements of a depot fluphenazine to doses ranging from 
100 to 500 mg (10, 17, 21); Those experienced with high- 
dose depot fluphenazine therapy testify that it is remark- 
ably safe and that it does not cause a significantly higher 
incidence of extrapyramidal reactions than low-dose 
therapy. 

Nevertheless, high-dose therapy is not without risk. It 
should be reserved for those chronic schizophrenic 
patients most likely to benefit from it, namely, physically 
fit patients under the age of 40 with an acute onset rather 
than a slow evolution of their psychosis who have been ill 
for less than 10 years, who have had some response to 
neuroleptic therapy, and who are still reacting with affect 
to their delusions and hallucinations rather than accept- 
ing them complacently. When maximum improvement is 
reached in these patients, which may not happen for four 
to six months, the depot fluphenazine should be reduced 
gradually to the lowest effective individual maintenance 
dose. 

Short-term high-dose depot fluphenazine therapy has 
been and is being used effectively for the treatment of 
acute schizophrenic, manic, and other severely disturbed 
psychotic patients with moderate to marked agitation. 
Ropert and associates (17), for example, reported that 
they treated acute manic patients whose ages ranged 
from 27 to 62 with 75 to 300 mg of fluphenazine enan- 
thate or with 100 to 300 mg of fluphenazine decanoate. 
Bakke (10) reported that 30 acute patients were treated 
with 200 to 500 mg (usually 200 to 250 mg) of fluphena- 
zne enanthate. 

There is an art of pharmacotherapy with depot flu- 
phenazines. It includes the injection of the lowest effec- 
tive dose as infrequently as possible. This means that 
patients should not routinely receive the same dose at 
fixed intervals but progressively lower doses at widening 
intervals. Those who practice this art are administering 
adjusted individualized doses at intervals ranging from 
five days to eight weeks. 


THERAPEUTIC EFFICACY 


That depot fluphenazines are effective antipsychotic 
agents that are particularly useful for maintenance ther- 
apy was recognized over a decade ago. Nevertheless, 
some psychiatrists have questioned whether it is the ac- 
tive medication or other factors that account for benefits 
enabling patients to remain out of the hospital. It seemed 
essential, therefore, that a careful double-blind, con- 
trolled trial be carried out with prospective clinical and 
social evaluations to determine definitively whether ac- 
tive medication makes a difference in a group of chronic 
patients. Such a trial has been completed by Hirsch and 
associates (22) in England. They systematically screened 
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the notes of all outpatients on receiving fluphenazine de- 
pot injections at two London hospitals, including in their 
study all of the patients for whom there was evidence in 
their history for a diagnosis of schizophrenia. They also 
included patients with a history of paranoid delusions or 
hallucinations with depressive symptoms but no first- 
hand schizophrenic symptoms. 

On the basis of their results, these investigators stated, 


The injections of fluphenazine decanoate in small monthly 
doses confer a considerable degree of protection to chronic 
schizophrenics living in the community by preventing relapse, 
which usually means a reemergence or definite increase of 
florid schizophrenic symptoms. This is a specific drug effect 
not conferred by simply attending a "fluphenazine depot 
clinic" without getting active medication. Our sample was 
representative of the kind of patient likely to be treated in 
such a clinic. For such a group of patients already established 
on a maintenance regimen of depot fluphenazine, depression 
is no more a problem than for patients taken off the 
drug. (22) 


This is one of many controlled trials substantiating the 
therapeutic efficacy of the depot fluphenazines, which 
have also been compared in controlled trials with all 
other depot neuroleptics (10, 12, 21, 23, 24). The results 
of these studies have provided additional evidence of the 
efficacy of the depot fluphenazines. In Europe, patients 
have even been switched from other depot neuroleptics to 
the depot fluphenazines (10, 12, 21). In some cases, the 
response to the depot fluphenazines was better, in others 
equal to, and in a small number not as good as the re- 
sponse to the previous depot neuroleptic. 


SIDE EFFECTS 
Lambert and Midenet (25) aptly pointed out, 


[There] is a pathology of neu-oleptic therapy, irrespective 
of the disease treated. The side effects of depot neuroleptics 
are not ascribable to the drug alone. They also depend on the 
patient and his constitution. Multiple convergent factors lead 
to their development and make medical surveillance an indis- 
pensable supplement to the pharamcological control. 


An analysis of the published reports on fluphenazine 
enanthate and fluphenazine decanoate verifies that they 
are capable of causing minor autonomic side effects, in- 
frequent hypotensive episodes, and sporadic dermatolog- 
ic disorders. Generally, these have been mild and not se- 
vere enough to discontinue ireatment. They usually 
subside spontaneously as treatment with the same dose of 
the drug is continued or after the dose is reduced. Distur- 
bances of menstruation, including amenorrhea, and ga- 
lactorrhea have been noted during depot fluphenazine 
therapy. These endocrine effects disappear after the dose 
is reduced or treatment is discontinued. 

To date there has not been a report of jaundice or 
agranulocytosis during depot fluphenazine treatment. 
Fluphenazine enanthate and fluphenazine decanoate have 
been given to many patients with varying degrees and 


types of liver pathology without adverse consequences. 
The continuous administration of each of these depot 
neuroleptics, even in very high doses, for months and 
years has not resulted in clinical or laboratory evidence 
of hepatotoxicity. Fluctuations in the leukocyte count 
have occurred in patients receiving depot fluphenazines, 
just as they have in patients treated with oral neurolep- 
tics. These are independent of the drug. Thus it can be 
said that even prolonged administration of depot flu- 
phenazines is not likely to have adverse effects on the he- 
matopoietic system. 

Because ocular and dermatologic changes have oc- 
curred in some patients receiving certain phenothiazines 
(chloropromazine, levomepromazine, and thioridazine) 
over a long period or in very high doses, it should be 
noted that there has not been a report in the medical liter- 
ature of the depot fluphenazines causing skin or eye 
changes (9). In fact, these drugs have been administered 
to patients with lens and corneal opacities and/or skin 
pigmentation caused by other phenothiazines without 
worsening either condition. 

Depending on dose and individual susceptibility, some 
patients experience varying degrees of drowsiness and 
lethargy after an injection of the enanthate or the deca- 
noate. As a rule these reactions occur after the initial in- 
jection. Generally they are mild, do not require counter- 
acting medication, and abate spontaneously within a 
week. Should these pharmacologic effects be pronounced, 
they can usually be mitigated or abolished by 10 or 20 mg 
of methylphenidate once or twice daily for a few days af- 
ter the injection of fluphenazine. Sometimes several cups 
of coffee provide enough stimulant to overcome these re- 
actions. 


Extrapyramidal Reactions 


Among the neurophysiologic effects of oral and depot 
neuroleptics are diverse signs and symptoms of extra- 
pyramidal reactions, such as akinesia, dyskinesia, aka- 
thisia, tasikinesia, oculogyric crises, belphorospasm, and 
parkinsonism. It is widely believed that fluphenazine 
enanthate and fluphenazine decanoate (and all other de- 
pot neuroleptics) have a greater tendency to evoke vari- 
ous extrapyramidal reactions than oral neuroleptics. This 
is an erroneous assumption. It has not been proved by 
well-designed, rigidly controlled, and well-executed com- 
parative studies. 

The published studies comparing the depot fluphena- 
zines with oral antipsychotic drugs, when analyzed in to- 
tal, indicate that these drugs are no more liable to evoke 
striopallidal symptoms than other potent oral or depot 
neuroleptics. However, data from comparative studies by 
Itil and Keskiner (26) in the United States and by Van 
Praag and Dols (27) in Europe suggest that the incidence 
of neurologic reactions caused by the decanoate 1s some- 
what less than that caused by the enanthate. Likewise, the 
relationship between the sex and age of patients and the 
incidence of the different types of neurologic side effects 
caused by fluphenazine enanthate and fluphenazine deca- 
noate is the same as it is with the oral neuroleptics. 

The time of onset of each of the extrapyramidal reac- 
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tions induced by fluphenazine enanthate and fluphena- 
zine decanoate differs significantly from the time of onset 
of these same reactions elicited by the potent oral neuro- 
leptics. Whereas 90 percent of the dyskinesias, 90 percent 
of the cases of parkinsonism, and 90 percent of the aka- 
thisias caused by oral neuroleptics develop in the first 4⁄2 
days, 72 days, and 73 days, respectively, 90 percent of 
each of these reactions due to fluphenazine enanthate or 
decanoate appear as follows: dyskinesia, 12 to 24 hours 
after injection; akathisia, one to four days after injection; 
and parkinsonism, two to five days after injection (9). 

Because of the dramatic onset of depot-neuroleptic-in- 
duced striopallidal reactions, especially the dyskinesias, 
some clinicians think these are more severe than those 
caused by the oral neuroleptics. Whether this is factual or 
not is uncertain at this time. I am unaware of any study 
that provides data permitting a definitive conclusion 
about this. 

Since the depot fluphenazines can evoke extra- 
pyramidal reactions, can they be prevented or modified 
by the prophylactic administration of an antiparkinson 
agent? The answer is no. In the study by Chien and Cole 
cited earlier (16), five days of antiparkinsonian medica- 
tion following each injection of fluphenazine enanthate 
was prescribed because of the common clinical observa- 
tion that most of the extrapyramidal episodes occurred 
during the first few postinjection days. The results ob- 
served, however, did not suggest any useful prophylactic 
effect. These investigators reported (16) that they had 
also compared three groups who were all receiving flu- 
phenazine enanthate. One of these groups received anti- 
parkinsonian medication daily, one received antiparkin- 
sonian medication for five days after each injection of 
fluphenazine enanthate, and one received antiparkinson- 
lan medication as needed. The authors concluded that 
"this study also failed to support the validity of prophy- 
lactic use of antiparkinsonian medication." 

The results of these and other studies confirming that 
antiparkinsonian drugs do not have a prophylactic effect 
against neuroleptic-elicited extrapyramidal reactions ar- 
gue against giving these drugs to patients receiving a de- 
pot neuroleptic. They should be prescribed only to treat 
emergent extrapyramidal symptoms. 

Akinesia. When treatment with fluphenazine enan- 
thate or fluphenazine decanoate is started, some patients 
develop mild to moderate degrees of akinesia, character- 
ized by weakness and muscular fatigue. This causes the 
patient to be almost constantly aware of fatigue in a limb 
used for ordinary repetitive motor acts, such as walking 
or writing. In the advanced form of the reaction, the 
patient complains of aches and pains in the musculature 
of the affected limb. This may be associated with joint 
pains, most often in the shoulder, and limitation of mo- 
tion. Patients with akinesia seem apathetic; they are dis- 
inclined to initiate or expend the energy to complete a 
task. There is thus a reduction in their voluntary activity. 
This can mimic the drug-induced lethargy and drowsiness 
discussed above. 

This neurologic reaction is not relieved by methyl- 
phenidate, but it is very responsive to antiparkinsonian 
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medication (e.g., 2 mg of biperiden). Should medication 
be indicated, it usually has to be prescribed for only a few 
days because even untreated akinesia tends to wane pro- 
gressively in the first week after injection of the depot flu- 
phenazine. This syndrome tends to be most pronounced 
during the first months of treatment and to fade out grad- 
ually as injections are continued. Because akinesia can in- 
terfere with work and other activities, it is advisable that 
whenever possible a depot neuroleptic should be adminis- 
tered late in the day preceding the day(s) the patient does 
not have to work. 

Akathisia. Some patients develop mild akathisia im- 
mediately after an injection. This manifests itself by 
muscle cramps and some insomnia. Since this 1s a strio- 
pallidal reaction, it can be managed easily by an antipar- 
kinsonian drug. It also can be eased by the administra- 
tion of an antihistamine such as diphenhydramine 
hydrochloride, which has both antiparkinsonian and hyp- 
notic effects, at bedtime. Seldom is it necessary to pre- 
scribe counteracting agents for more than a week after 
the injection of fluphenazine. 

Akathisia is often described by the patient as the jit- 
ters. Moderate to severe forms of this neurologic reaction 
cause the patient to feel compelled to walk or pace the 
floor. When sitting he constantly shifts his legs or taps his 
feet and complains of feeling jittery or anxious. When 
standing the patient may continuously rock his body for- 
ward, backward, and from side to side, or he may con- 
stantly shift his weight from one foot to the other. There 
may be simultaneous chewing movements of the jaw, 
rolling or smacking of the tongue, and twisting of the fin- 
gers. 

Most patients are annoyed by akathisia and will not 
tolerate it long. Relief can be achieved by giving an anti- 
parkinsonian drug orally twice daily; often there is no 
need to lower the dose of subsequent fluphenazine in- 
jections. Sometimes only partial relief can be obtained 
with moderate doses of an antiparkinsonian drug. Larger 
doses are inadvisable, however, because antiparkinsonian 
agents exert psychotropic effects; their coadministration 
in large doses with depot fluphenazines may precipitate a 
toxic psychosis. Safer control of severe akathisia can be 
secured by the simultaneous prescription of moderate 
doses of an antiparkinsonian agent and small doses of a 
barbiturate, a sedative phenothiazine such as chlor- 
promazine, or an antihistamine. 

Dyskinesia. Dyskinesia or dystonic reactions are char- 
acterized by the abrupt onset of retrocollis, torticollis, fa- 
cial grimacing and distortions, dysarthria, labored 
breathing, and involuntary muscle movements. These 
may be accompanied by scoliosis, lordosis, opisthotonos, 
tortipelvis, and the characteristic gait of dystonia. 

Another form of dyskinesia is oculogyric crisis. The at- 
tack begins with a fixed stare that lasts for a few mo- 
ments. Then the patient’s eyes are rotated upward and 
laterally and fixed in that position. The patient is barely 
able to move his eyes. At the same time, his head is tilted 
backward and laterally, his mouth is open wide, his 
tongue is protruded, and his facial expression suggests 
pain. 
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Dystonic reactions can be relieved promptly by the in- 
travenous administration of diazepam or by the intra- 
venous or intramuscular injection of 1 to 2 mg of biperi- 
den or | to 2 mg of benztropine mesylate, which may be 
repeated in a half hour if necessary. Thereafter, oral anti- 
parkinsonian medication should be prescribed every four 
to six hours for three or four doses. As an alternate ther- 
apy, the patient could be given a quick-acting barbitu- 
rate, 25 or 50 mg of chlorpromazine given intra- 
muscularly, or an antihistamine. Recovery can also be 
expedited by having the patient lie down in a quiet, dark- 
ened room. After recovery, depot fluphenazine can be 
continued in lower doses or concomitantly with an anti- 
parkinsonian drug because dystonic reactions are not a 
contraindication to further therapy with these drugs. 

Parkinsonism. Depot-fluphenazine-induced parkinson- 
ism is manifested by varying degrees of intensity and 
combinations of loss of associated movements, rigidity of 
limbs, the cogwheel phenomenon, tremors, facial rigidity, 
poverty of movement, gait and posture disturbances, and 
drooling. These are usually relieved by adequate doses of 
an antiparkinsonian agent. 

Tardive dyskinesia. It is now well established that any 
neuroleptic, especially when administered in high doses 
or continuously for months or years, may cause a neuro- 
logic syndrome called persistent or tardive dyskinesia, 
comprehensive descriptions of which have been written 
by myself (28) and by Crane (29). When this disorder de- 
velops, it continues unmodified or worsens as long as the 
patient receives the same dose of the causal drug. When 
medication is discontinued or the dose 1s reduced sub- 
stantially, there may be some modification of symptoms, 
but as a rule symptoms persist for months or years; in 
most cases they appear to be irreversible. 

Persistent dyskinesia has been detected in patients 
treated with depot fluphenazines; however, each patient 
had a history of previous treatment for varying lengths of 
time (usually several years) with different doses of one or 
more oral neuroleptics (more often the latter) (28). Treat- 
ment with a depot fluphenazine alone may cause per- 
sistent dyskinesia. However, I believe that the risk of this 
neurological complication is low. There are several rea- 
sons for this. The majority of patients responsive to this 
form of therapy need relatively low doses initially, sub- 
stantially lower than if they were treated with the same 
drug orally. In addition, most patients who are respon- 
sive to injectable neuroleptics can often be given progres- 
sively lower rather than increasing doses of their medica- 
tion and still maintain their drug-induced improvement. 

Despite these facts, therapists using depot fluphena- 
zines should carefully monitor their patients to avoid this 
neurologic complication or to lessen the risk of its occur- 
rence. The art of pharmacotherapy with depot fluphena- 
zines includes the administration of the lowest effective 
dose as infrequently as possible. This means that patients 
should not routinely receive the same.dose at fixed inter- 
vals but progressively lower doses at widening intervals. 


Convulsions 


Convulsions may be sparked by any neuroleptic, espe- 


cially in epileptics. They may occur in nonepileptics if 
large doses are given, particularly in patients with or- 
ganic brain damage or patients who have had many 
courses of ECT. However, seizures are a rare side effect 
of oral and depot fluphenazines. These drugs have been 
administered to many seizure-free epileptics without pro- 
voking convulsions as well as to many partially con- 
trolled epileptics without affecting the frequency or sever- 
ity of their fits. 

Examples of seizures induced by long-acting injectable 
neuroleptics in nonepileptic patients have been cited by 
Capstick (30) and by Neal and Imlah (31). Capstick de- 
scribed a postlobotomy patient who had a grand mal 
seizure five months after the first injection of fluphena- 
zine enanthate. Neal and Imlah described a patient who 
had a seizure two days after the first injection of 25 mg of 
fluphenazine decanoate, following which the patient be- 
came overactive and physically aggressive. Eleven days 
later this patient was given a second injection of 25 mg of 
fluphenazine decanoate without adverse consequences. 

On the basis of personal experience as well as informa- 
tion from colleagues with extensive experience with po- 
tent neuroleptics, I believe that the precipitation of a 
convulsion by any of these drugs (oral or long-acting in- 
jectable) is not an absolute contraindication to further 
treatment with the neuroleptic. In most instances, contin- 
ued neuroleptic therapy does not cause a recurrence of 
convulsions. 


Depressive Reactions 


Benassi and associates (32) reported depressive symp- 
toms occurring in patients receiving fluphenazine enan- 
thate in 1966. A year later Lambert and associates (33) 
also called attention to this phenomenon. It was not until 
1969, however, when Alarcon and Carney (34) published 
their report on severe depressive mood changes in 
patients treated with either the enanthate or the deca- 
noate, that affective reactions during treatment with de- 
pot neuroleptics began to receive widespread recogni- 
tion (35-40). There is now general agreement that mild to 
severe depressions that may lead to suicide may happen 
during treatment with any depot neuroleptic, just as they 
may occur during treatment with any oral neuroleptic. 
These depressive mood changes may transpire at any 
time during depot neuroleptic therapy. Some clinicians 
have noted depressions shortly after the initiation of 
treatment; others have observed this months or years af- 
ter treatment was started. 

The melancholia that may occur during depot neuro- 
leptic therapy is most often an affective manifestation of 
an extrapyramidal reaction. It may be a true endogenous 
depression, but this is rare. All neuroleptics may produce 
a syndrome that closely resembles an endogenous depres- 
sion (early waking, morning retardation, self-reproach- 
fulness, and depressed mood) (41). Quite frequently this 
affective reaction is associated with akinesia and some- 
times with a more complete extrapyramidal syndrome. 
When this type of affective reaction occurs during depot 
neuroleptic therapy, it most often appears in the first 
week after injection, as do the extrapyramidal reactions 
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induced by these compounds. Usually, this type of de- 
pression remits spontaneously as the intensity of the ex- 
trapyramidal reaction wanes. [ts occurrence is not pre- 
vented by the prophylactic administration of an 
antiparkinsonian drug or a tricyclic antidepressant. 

When a patient treated with a depot neuroleptic be- 
comes melancholic, it is important to determine if this 1s 
a drug-induced affective reaction or a true endogenous 
depression. This can be done promptly by giving an anti- 
parkinsonian drug intravenously. If the depressive symp- 
toms are drug induced, they subside, often within a half 
hour after the intravenous administration of the antipar- 
kinsonian medication. If they are not drug induced but 
manifestations of a true endogenous depression, the anti- 
parkinsonian drug is of no benefit. Depot-neuroleptic-in- 
duced depressive symptoms that remit temporarily after 
the intravenous injection of an antiparkinsonian agent 
can usually be abolished completely within a week by 
daily doses of oral antiparkinsonian medication. Thus the 
recognition and immediate treatment of depot-neurolep- 
tic-induced melancholia is important, not only to mini- 
mize patient suffering and the risk of suicide, but also to 
ensure that the patient will not discontinue treatment be- 
cause of drug-provoked inhibition, lassitude, and loss of 
drive. 

It is an established clinical fact that acute endogenous 
melancholia occurs during the course of schizophrenia 
and other severe psychiatric illnesses. It should not sur- 
prise anyone that occasionally this occurs during depot 
neuroleptic therapy. Experience has taught that depres- 
sive symptoms can be treated with either a tricyclic anti- 
depressant or ECT and that the depot neuroleptic ther- 
apy can be continued (38). If depot neuroleptic therapy is 
suspended while the endogenous depression is being 
treated, it may be restarted after the melancholia has 
ceased without grave risk of a recurrence. 


Malignant Syndrome 


Delay and Deniker (42) described a rare and some- 
times fatal complication of oral phenothiazine therapy 
that they named the neuroleptic "malignant" syndrome. 
This syndrome is characterized by hypertonicity with 
various dyskinesias, pallor, hyperthermia (101-105 F), 
and pulmonary congestion. This syndrome has occurred 
in five patients treated with fluphenazine enanthate, one 
of whom died (43-45). 

Meltzer (46) reported the occurrence of extra-pyrami- 
dal and hypothalamic symptoms 24 hours after a sub- 
cutaneous injection of 25 mg of fluphenazine enanthate 
in a 21-year-old woman with acute schizophrenia. She 
first became mute, immobile, and incontinent. During 
the next 48 hours, rigidity, hyperpyrexia (103 F), hy- 
pertension, tachycardia, and coma occurred. These 
symptoms subsided after treatment with intravenous 
benztropine, parenteral fluids, and oxygen. Shortly there- 
after, because of severe psychotic behavior, further phe- 
nothiazine therapy became necessary. Because 2.5 mg of 
fluphenazine enanthate was tolerated well, increasing 
doses were injected every three days until a total dose of 
25 mg was given over a two-week period. This produced 


Am J Psychiatry 132:5, May 1975 497 


DEPOT FLUPHENAZINES 


clinical improvement with mild extrapyramidal symp- 
toms and no hypothalamic symptoms. Twenty-five mg of 
fluphenazine enanthate every two weeks produced steady 
clinical improvement so that the patient was discharged 
from the hospital after two months. During the next six 
months, 25 mg of fluphenazine enanthate every two 
weeks was continued, and the patient showed such 
marked improvement that she was able to return to col- 
lege. 

Meltzer (47) reported later that this same patient was 
treated with 25 mg of fluphenazine enanthate every two 
weeks for a year and a half and then with 12.5 mg every 
two weeks for six months. She 1s now receiving | mg of 
oral fluphenazine twice a day. She is still in college, and 
despite some periods of depression and anxiety, she has 
never had a further psychotic decompensation. There are 
no neurologic impairments present. 


INTERACTION WITH OTHER DRUGS 


The fear that adverse interactions might occur between 
fluphenazine enanthate or fluphenazine decanoate and 
any other drugs a patient may require has proved to be 
groundless. Ten years of experience with the enanthate 
and 9 years with the decanoate have shown that almost 
any drug can be prescribed with them with little or no 
risk of harmful potentiation or of other forms of adverse 
interaction. Even the potentiation of barbiturates, seda- 
tives, and alcohol by a neuroleptic declines rapidly, so 
that after a few weeks most people being treated with a 
neuroleptic can take a barbiturate or a sedative or drink 
alcohol with minuscule risk of any serious potentiation. 

The extensive clinical experience to date with fluphena- 
zine enanthate and fluphenazine decanoate indicates that 
there is little reason to fear adverse interaction of other 
drugs with these drugs. Many patients treated with depot 
fluphenazines have taken regularly or intermittently one 
or more of the following medicines psychoactive com- 
pounds, including lithium, sedatives, barbiturates, and 
nonbarbiturate hypnotics; analgesics; antiarthritics; anti- 
biotics; anticoagulants; anticonvulsants; antispasmodics; 
antituberculosis agents; cardiovascular preparations; 
central nervous system stimulants; anorexics; oral con- 
traceptives and other hormones; diuretics; hypoglyce- 
mics; muscle relaxants; and innumerable ‘over-the-coun- 
ter remedies. 

Over 100 different drugs have been taken along with 
fluphenazine enanthate or fluphenazine decanoate with- 
out untoward interactions. [t appears that depot flu- 
phenazines can be combined safely with the majority of 
drugs physicians commonly prescribe. 


COMMENTS AND CONCLUSIONS 
One prevalent concern about depot neuroleptics is 
based on the fact that once the substance is injected it 


cannot be removed from the body. This is true not only 
for long-acting injectable neuroleptics but also for oral 
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neuroleptics after a few doses. An oral neuroleptic cannot 
be removed any more quickly than an equivalent dose of 
the same substance in injectable form. Clinical experi- 
ence has shown that serious adverse reactions to depot 


-fluphenazines are no more frequent, and usually less so, 


than similar reactions to potent oral neuroleptics. Reac- 
tions to oral neuroleptics have usually occurred only after 
multiple doses have been absorbed into the body, have 
acted on receptor sites, and have resulted in the drug 
and/or its metabolites being bound to proteins, so that 
rapid excretion is most unlikely, if not impossible. Prag- 
matically, this does not differ from what happens when a 
depot neuroleptic is injected. Consequently, clinicians 
have no more reason to be concerned about the possible 
consequences of injecting a depot neuroleptic than they 
have to be concerned about the consequences of adminis- 
tering oral neuroleptics. 

The data on the safety of fluphenazine enanthate and 
fluphenazine decanoate are convincing and consoling. 
These drugs are as safe as any potent oral neuroleptic, if 
not more so. The local tolerance of these preparations is 
very good. Even after years of use, resorption of succes- 
sive injections is most satisfactory, without any occur- 
rence of inflammation or local induration. 

The safety of depot fluphenazines can never justify 
their indiscriminate or improper use. There is no sub- 
stitute for accurate diagnosis preceding treatment or for 
a knowledge of the correct indications and the pharma- 
cologic and clinical effects of a medicine. Sometimes 
complications are unavoidable, but the best way to mini- 
mize the risk of adverse effects is the proper prescription 
of a drug and close supervision of the patient. 

Some physicians are more skilled than others in the art 
of pharmacotherapy with long-acting injectable neuro- 
leptics. This accounts for the divergent results and com- 
plications reported by different therapists. Many of the 
unusual successes with these drugs must be credited to 
the ability of therapists whose persistence in the face of 
difficulties and willingness to take legitimate risks ac- 
count for the patient’s recovery. It is very easy to apply 
treatment indiscriminately or to err on the side of over- 
easy discouragement, attributing therapeutic failures and 
unpleasant complications to the drugs alone. 

It is quite likely that the safety of the depot fluphena- 
zines is in part attributable to the fact that the injectable 
dose is only a fraction of the oral dose of the same drug. 
The less of any chemical to which patients are exposed 
the better. This fact alone is one of the true advantages of 
depot neuroleptics. Another advantage of these prepara- 
tions is the reduction in the cost of treatment they make 
possible. DiMascio (48) stressed, 


This means [fluphenazine enanthate and fluphenazine 
decanoate] of assuring drug intake averages out—for the rel- 
atively standard | cc-25 mg bi-weekly injection—to a medi- 
cation cost of 10¢ per day (and since nursing time is not re- 
quired for daily drug administration considerable savings 
result). 


To this saving must be added the substantial reduction 
in the hospital readmission rate and in the duration of in- 


patient stay. The economic importance of preventing re- 
lapse, desirable as it is, cannot be compared to the bene- 
fits to the patient whose relapse is obviated. We cannot 
overemphasize that each acute exacerbation of schizo- 
phrenia leaves the patient with progressively greater defi- 
cits and that each relapse increases the problems of reha- 
bilitation. 

Despite the many advantages of depot neuroleptic 
therapy, this mode of treatment is not the treatment of 
choice for all patients, including some who would seem to 
be ideal candidates. Some patients discontinue treatment 
because they dislike receiving injections, others stop be- 
cause it is too inconvenient to return for regular in- 
jections, and others have to have their injections termi- 
nated because they develop severe intolerable side effects 
(chiefly extrapyramidal) or because they deteriorate 
while receiving the injections. Some of these problems 
will be overcome as the art of treating patients with depot 
neuroleptics and the organization of aftercare services 
are improved. It is crucial that clinicians appreciate the 
full potential of manipulation of the medication, both of 
dose administration in one injection and the interval be- 
tween injections. Grozier's guidelines (49) should help 
physicians master the art of depot fluphenazine therapy. 
Marriott and associates (50) described the organization 
and operation of a special clinic for depot neuroleptic 
treatment. 

Since the comparisons of fluphenazine enanthate with 
the decanoate indicate that the latter has a somewhat 
longer duration of action and possibly a somewhat lower 
propensity to elicit extrapyramidal effects, it could ap- 
pear unnecessary to have two depot forms of the same 
neuroleptic. However, it must be stressed that the differ- 
ences just cited are true only for groups of patients and 
not necessarily for individual patients. There is a place 
for each of these esters. 

Clinicians who have used the enanthate and the deca- 
noate have learned that for some as yet unknown reason 
the following comparisons are true: 1) certain patients 
who have responded well to the enanthate relapse or re- 
spond less optimally when switched to equivalent doses of 
the decanoate, 2) some patients refractory or partially re- 
sponsive to the enanthate respond much better to the 
decanoate, 3) some patients refractory or only partially 
responsive to the decanoate respond much better to the 
enanthate, 4) most patients respond equally well to either 
the enanthate or decanoate, and 5) the enanthate can be 
used more readily to control acute psychotic reactions. 

That these clinical facts have not been gathered from 
controlled clinical trials but from the experience of clini- 
cians does not detract from their validity or importance 
to the welfare of individual patients. The history of psy- 
chopharmacology contains innumerable instances of 
clinical observations by individual therapists being vali- 
dated subsequently by well-designed, well-controlled, and 
well-executed trials. It also contains many examples of 
the limitations of controlled trials. 

That the enanthate and the decanoate are quite similar 
in their effectiveness for many patients should not mask 
the truth that for many patients one is unquestionably 
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better than the other and that an undetermined number 
of patients respond to only the enanthate or the deca- 
noate. For these patients the unavailability of the one to 
which they are responsive could mean that they may be 
not only prisoners of psychosis indefinitely but subjected 
to the potential hazards of exposure to less effective med- 
ications. Hence, despite their many similarities, there is 
at present a need for both the enanthate and the deca- 
noate. 

The depot fluphenazines were the first representatives 
of new drug delivery systems in psychiatric therapy. In 
1970 I predicted (51) that more long-acting injectable 
neuroleptics would be developed and that this form of 
treatment would be used more extensively. Eleven years 
ago, not one patient was being treated with a depot 
neuroleptic. Today, an estimated 400,000 patients have 
been and are being treated worldwide with one of the 
seven available depot neuroleptics. Cognizant of these 
facts, some pharmaceutical companies are making addi- 
tional depot neuroleptics. 

The available data on trends in psychopharmacother- 
apy suggest that in the future more and more psychiatric 
patients will be treated with long-acting oral and in- 
jectable preparations. This is understandable not only for 
scientific reasons but also because of the mounting pres- 
sure to provide mental health care outside of the hospital 
in the most expeditious, safe, and economical way pos- 
sible. An increase in this pressure is an inevitable and in- 
extricable accompaniment of national health insurance, 
which soon will be a reality in the United States. 

National health insurance will automatically increase 
the workload of health care professionals, the number of 
whom in the mental health field is not likely to rise sub- 
stantially. Of necessity, mental health care professionals 
will resort to pharmacotherapeutic regimens that enable 
them to care for the largest number of patients in the 
most convenient, expeditious, and economical way fea- 
sible. There is every reason to predict that pharma- 
cotherapy with long-acting oral and injectable drugs will 
escalate and that the use of short-acting oral compounds 
will decline proportionately. It is conceivable that by the 
year 2000, the latter preparations will be prescribed spar- 


ingly. 
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Dangerousness and Civil Commitment of the Mentally Ill: Some Public 


Policy Considerations 


BY SALEEM A. SHAH, PH.D. 


The author discusses " dangerousness to others" as a 
ground for involuntary civil commitment of the mentally 
ill, suggesting that there is often a confounding of legal/ 
public-policy concerns and mental health concerns in 
issues related to this concept. The questionable nature of 
the presumption of dangerousness in mental patients and 
the overprediction of dangerous behavior for this group 
indicate that such commitment processes may 
circumvent legal safeguards designed to ensure due 
process. The author recommends that psychiatrists and 
other mental health professionals assume greater 
responsibility for the ways in which their services are 
used in these proceedings. 


CONCERN ABOUT THE ALLEGED dangerousness of an indi- 
vidual is raised in a variety of contexts, e.g., involuntary 
civil commitment of the mentally ill, sexual psychopathy, 
confinement and release of persons acquitted of criminal 
responsibility by reason of insanity, and sentencing and 
release of “dangerous” offenders. The issues and prob- 
lems pertaining to dangerousness have been the subject of 
much discussion. Often, however, these issues might best 
be viewed in reference to a specific area of psychiatric 
and legal decision making. This presentation will focus 
on the use of the concept of dangerousness to others in 
the involuntary civil commitment of the mentally ill. 
Commitment criteria phrased in terms of dangerousness 
to self, grave disablement, or the need for care and treat- 
ment will not be addressed. 

At present, there are 15 jurisdictions in the United 
States that authorize commitment only if the individual 
is menially ill and dangerous to himself and others or is 
unable to care for his physical needs. Fourteen other 
states provide for such commitment of the mentally ill 
person if the individual is dangerous or is in need of care 
or treatment. Various other jurisdictions require that 
commitment be necessary to protect the welfare of the in- 
dividual or the welfare of others; still other states permit 
involuntary commitment when the individual is in need of 
care and treatment or in need of hospitalization because 
of mental ilIness (1, 2). 


Revised version of a paper read at the 127th annual meeting of the 
American Psychiatric Association, Detroit, Mich., May 6-10, 1974. 


Dr. Shah is Chief, Center for Studies of Crime and Delinquency, Na- 
tional Institute of Mental Health, 5600 Fishers Lane, Rockville, Md. 
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DEFINING DANGEROUSNESS: PUBLIC POLICY AND 
SOCIOPOLITICAL FACTORS 


Since involuntary civil commitment represents an ex- 
ercise of state power that may deprive an individual of his 
liberty and may also compel him to undergo psychiatric 
treatment, it raises public policy and legal questions re- 
garding the circumstances which justify such coercive 
state action (1). According to a basic principle in com- _ 
mon law, restraint of insane persons without the usual le- ` 
gal process is justified when the use of such restraint 
is limited to situations involving imminent danger to 
persons or property (2). This inherent power to protect 
the safety and welfare of the public is referred to as the 
police power of the state. Thus involuntary civil com- 
mitments that are justified by reference to a broad socie- 
tal interest rather than to protection of the interests of the 
mentally ill person constitute an exercise of police power. 
There are various restrictions, including Constitutional 
provisions, that govern and regulate the proper exercise 
of this power. 

Historically, the sovereign, as father of the country, 
was also responsible for the care and custody of persons 
who were incompetent to care for themselves. This pa- 
rens patriae function may be viewed in its current use as a 
power that citizens have granted to the state for their per- 
sonal protection. Even though they are less closely regu- 
lated or restricted than police power actions, the benevo- 
lent intentions and actions of the state have to conform to 
a number of Constitutional restrictions, e.g., that such ac- 
tions are reasonably related to a valid state goal (1). 

The initial and fundamental question that must be 
asked when the state wants to use its power and authority 
to involuntarily confine an individual is, What potential 
harms to society or to the individual are sufficiently seri- 
ous to justify resorting to coercive confinement (3)? 

Clearly, this question involves public policy, sociopo- 
litical, and legal considerations. It is not in this context a 
medical, psychiatric, psychological, or mental health 
question. However, determination of dangerousness is of- 
ten left to representatives of these professions, who may 
testify as expert witnesses, as a function of the vague stat- 
utory language that typifies civil commitment and related 
laws and of the failure of courts to make explicit judicial 
determinations and findings of fact (4, 5). This situation 
leads to a confounding of public policy and legal issues 
with psychiatric and mental health concerns (6). 

Thus two interacting questions are involved in the issue 
of dangerousness. The first asks, What kinds of behavior 
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are sufficiently threatening to society to be officially de- 
fined as dangerous? This is fundamentally a public policy 
question. The second question is, With what degree of 
certainty can one say that an individual will in the future 
engage in dangerous behavior and, if so, over what period 
of time? This question is essentially empirical and poses a 
most difficult challenge to the predictive and prognostic 
skills of mental health professionals. 


SOME OFFICIAL DEFINITIONS AND CRITERIA 


Despite the frequent use of the concept of dan- 
gerousness, there are few specific and clear official defini- 
tions as to the precise behaviors it encompasses. The 
vague statutory language referring to “danger to self and 
others" barely addresses this need. However, even a 
quick review of some of the relevant case law during re- 
cent years, especially that which has developed in the 
United States Court of Appeals for the District of Co- 
lumbia, indicates that the courts have tended to move 
away from their earlier and very global notions of dan- 
gerousness and toward narrower definitions. 

In the case of Overholser v. Russell (7), for example, it 
was stated that competent evidence that the individual 
may commit any criminal act was sufficient to indicate 
the likelihood of dangerousness to the community. In this 
particular case, the criminal charge for which the individ- 
ual had received an insanity acquittal was writing a check 
against insufficient funds. Similarly, in the case of United 
States v. Charnizon (8), a defendant who had been in- 
voluntarily confined to a mental hospital following an in- 
sanity acquittal (on two counts of false pretenses) was de- 
nied release from the hospital because he was judged to 
be likely to pose a danger to himself or to others *'in the 
sense of writing bad checks." 

However, in Millard v. Cameron (9), a case involving 
the District of Columbia sexual psychopath law, the 
court ruled that the statute required that “dangerous con- 
duct be not merely repulsive or repugnant but must have 
serious effect on the viewer." Later, in Millard v. Har- 
ris (10), the court stated that the possible harm from the 
patient's exhibitionism to "very seclusive, withdrawn, 
shy, sensitive" women was insufficient in regard to the 
"limits on the extent to which the law can sweep the 
streets clear of all possible sources of occasional distress 
to such women." Similarly, in Cross v. Harris (11), the 
court pointed out that “a mere possibility of injury is not 
enough; the statute requires that harm be likely.” The 
court also emphasized that decisions pertaining to the 
dangerousness of an individual must consider both the 
likelihood of harm and the magnitude of the anticipated 
harm. 

The quest by the courts for more limited and carefully 
defined uses of the dangerousness criterion points to the 
need for mental health professionals to begin to seriously 
reexamine their uses of this concept and criterion. In the 
past, there has been a tendency on the part of many phy- 
sicians and psychiatrists to behave as though there were 
no particular difficulties in assessing dangerousness. Re- 
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grettably, fairly brief, conclusory statements about a 
patient's mental illness and potential dangerousness— 
based on equally brief examinations—have often typified 
involuntary civil commitment proceedings in many juris- 
dictions (12, 13). 


THE CONCEPTUALIZATION OF BEHAVIOR 


A major problem in efforts to assess, predict, prevent, 
and treat dangerous and deviant behavior pertains to the 
way behavior is conceptualized. Behavior—be it socially 
defined as dangerous, peaceful, social, or antisocial—is 
often viewed as stemming largely (if not entirely) from 
within the individual, i.e., as deriving from his person- 
ality. From this perspective, behavior tends to be viewed 
as a fairly enduring and consistent characteristic of the 
individual. Moreover, a specific behavioral act may not 
only be assessed and labeled as dangerous, but the as- 
sumption may be made that such samples of behavior are 
fairly representative of the individual. Hence, through a 
conceptual shortcut, certain aspects of the individual's 
behavior are defined as dangerous and then the individual 
himself comes to be viewed and labeled as dangerous. 
This, of course, may be misleading and unnecessarily 
stigmatizing, since violent and dangerous behaviors are 
often not representative of the individual's typical behav- 
ioral repertoire (5). 

It is most important that behavior be understood in 
reference to its social, situational, and environmental 
context. In other words, behavior should be viewed as in- 
volving an interaction between an individual and a partic- 
ular physical and social environment. This environment 
may exert major influence on the form, frequency, and 
range of possible behaviors. Some situational and envi- 
ronmental factors may tend to elicit, facilitate, and even 
provoke certain behaviors; other factors may tend to 
have an inhibiting and suppressive effect (14, 15). 


WHY THE LINK BETWEEN MENTAL ILLNESS AND 
DANGEROUSNESS? 

The behavioral characteristic of dangerousness often 
tends to be linked with mental illness not only in refer- 
ence to civil commitment statutes but also in regard to is- 
sues of exculpatory insanity, sexual psychopathy, and 
even the sentencing of so-called dangerous offenders (16). 
Typically, an individual cannot be involuntarily confined 
to a mental institution simply because of his/her antici- 
pated—or even demonstrated—dangerousness. There 
has to be a finding first of mental disorder and then of an 
associated propensity or predicted likelihood for engag- 
ing in dangerous behavior. 

It is somewhat difficult to discern how this link be- 
tween mental illness and dangerous behavior came about 
and why it continues to be maintained with such enduring 
zeal with regard to the entire group of persons officially 
defined as mentally ill. As noted earlier, to protect the 
community against dangerous individuals, the state typi- 


cally uses its police powers. However, the criminal proc- 
ess is invoked after the individual has engaged in some 
harmful act, i.e., is alleged to have committed a criminal 
act. The Constitution has generally been interpreted as 
prohibiting the use of preventive detention against per- 
sons who are expected or presumed to be dangerous but 
have not yet engaged in a criminal act. How far this inter- 
pretation carries is illustrated by a case which involved a 
39-year-old man who had a criminal history that included 
successive convictions for manslaughter, shooting with 
intent to kill, assault with intent to kill, assault with a pis- 
tol, assault and robbery, assault and battery, and at- 
tempted robbery (17). On the expectation that the man 
would again resort to a violent crime, steps were taken to 
involuntarily commit him to a mental institution on the 
ground of his being potentially dangerous to others. 

In upholding a writ of habeas corpus that freed the 
man from the hospital, the Court of Appeals stated, 


However commendable was the court's purpose to protect 
the public from the release to society of a man “‘potentially 
dangerous to others," there is no District of Columbia statute 
or inherent equity power permitting commitment to any in- 
stitution upon that showing alone. Many persons who are re- 
leased to society upon completing the services of sentences in 
criminal cases are just as surely potential menaces to society 
as is this petitioner, having a similar pattern of antisocial be- 
havior, lack of occupational adjustment, and absence of re- 
morse and anxiety; yet the courts have no legal basis of order- 
ing their continued confinement on mere apprehension of 
future unlawful acts, and must await until another crime 
against society is committed or they are found insane in 
proper mental health proceedings before confinement may 
again be ordered. (18, p. 876, emphasis added) 


The reader is invited to ponder the implications of this 
comment. The court ruled that dangerousness alone, 
without the commission of some new criminal act or a 
finding of mental illness, was not sufficient ground for the 
involuntary confinement of an individual with a clear— 
even blatant—history of violent and dangerous acts. If, 
on the other hand, a finding of mental illness had been 
forthcoming, indeterminate and involuntary hospital- 
ization could have been effected. It would appear, there- 
fore, that (at least in part) the linking of dangerousness 
with mental illness enabled society to utilize preventive 
detention against certain groups of individuals, a practice 
which would otherwise run afoul of the Constitution. 


HOW DANGEROUS ARE THE MENTALLY ILL? 


As Nunnally (19) found several years ago, there are 
fairly stereotyped public impressions of the mentally ill 
as "relatively dangerous, dirty, unpredictable, and worth- 
less." Mental patients appear to have taken the place of 
lepers as the targets of public dislike and rejection (20). 

Mental health professionals, particularly those who 
testify in courts as expert witnesses, have a clear obliga- 
tion to inform themselves, the courts, and lawyers, as well 
as the general public, on the extent to which the behav- 
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ioral characteristic of dangerousness is associated with 
mental illness. There have been several studies on this 
subject that have examined arrest records of patients re- 
leased from mental institutions. These studies, although 
not free from methodological problems, do not support 
the public stereotype of the mentally ill as highly dan- 
gerous and unpredictable. 

Several of the earlier studies found that discharged 
mental patients had lower arrest rates than the general 
population (21-23). More recent studies, however, have 
tempered this picture somewhat. For example, Rappe- 
port and Lassen (24, 25) found higher rates of arrest for 
robbery and rape among male ex-patients and for aggra- 
vated assault among female ex-patients than among the 
general population. Their studies also found that patients 
with alcohol problems were most heavily represented in 
both pre- and posthospitalization arrests. 

Giovannoni and Gurel (26) obtained results that were 
rather similar to those of Rappeport and Lassen in a fol- 
low-up of 1,142 Veteran's Administration patients, all of 
whom were functionally psychotic men. These investiga- 
tors used several indices of "socially disruptive behavior" 
(namely, time spent in jail or other penal detention, ar- 
rests by police, and all instances of socially disruptive be- 
havior, including criminal activity that may not have 
come to the attention of the police). They found that ar- 
rest and detention rates for patients were higher for cer- 
tain crimes against persons but lower for crimes against 
property than among the general population. 

Alcohol abuse was a serious problem among these VA 
patients, 65.8 percent of whom had had some type of al- 
cohol-related problem. Of these, 20.6 percent had an ar- 
rest only for drunkenness and 45.2 percent had an offense 
other than drunkenness and were rated as having trouble 
with alcohol. It is important to note that alcoholism was 
not the primary diagnosis for any of these patients; they 
had all been admitted into the study as functionally psy- 
chotic, with 95 percent diagnosed as schizophrenic. 

It would seem likely, therefore, that ex-mental patients 
(i.e., those who have been hospitalized) are not necessar- 
ily less dangerous, as a group, then the general popu- 
lation. However, it also seems necessary to consider fac- 
tors such as the high prevalence of alcohol problems and 
the probability that psychotic patients would be more 
likely than other offenders to attract attention to their be- 
havior. Moreover, as Giovannoni and Gurel (26) pointed 
out, it is quite likely that arrest rates among released hos- 
pital patients differ considerably as a function of differing 
admission, retention, and discharge policies and practices 
of various jurisdictions and mental hospitals. They 
pointed out that “none of the data cited [in our study] 
would suggest any accuracy in the distorted view of the 
average mental patient as an unusually and pre- 
dominantly dangerous person." 

Thus even though persons diagnosed as suffering from 
serious mental illness (i.e., those likely to be hospitalized) 
may not be any less dangerous than persons not so diag- 
nosed, the available evidence points strongly to the con- 
clusion that the mentally ill do not constitute one of the 
most dangerous groups in our society. Indeed, compared 
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to groups of criminal offenders, ex-felons, or even per- 
sons convicted of drunken driving, it seems very probable 
that the mentally ill would not constitute the most dan- 
gerous group. 


PREDICTION OF DANGEROUS BEHAVIOR 


Given the numerous court proceedings in which the 
dangerousness of a mentally ill person is at issue and the 
very serious decisions affecting life and liberty that must 
be made, one might assume that some reasonably accu- 
rate means of predicting dangerous behavior are avail- 
able. This assumption would be false. No instrument has 
yet been developed that can predict violent and other 
dangerous behavior in a reasonably accurate and satis- 
factory manner. Indeed, as Megargee (27) noted, no psy- 
chological test has been developed that can adequately 
identify such behavior retrospectively—let alone predict 
it. 

Despite the absence of an adequate prediction in- 
strument, one might still assume that psychiatrists and 
other mental health professionals who typically make as- 
sessments and predictions of dangerousness would have 
some demonstrated skills in this regard. Once again, the 
assumption would be false. The available studies indicate 
quite clearly and consistently that psychiatrists and other 
professionals overpredict dangerousness to an extraordi- 
nary degree. In other words, the overwhelming majority 
of mentally ill persons who are committed to mental in- 
stitutions or are denied release from such facilities be- 
cause of their presumed dangerousness do not engage in 
dangerous behavior following release (4, 28-31). 

It should, however, come as no surprise that very high 
rates of error are often associated with efforts to predict 
infrequent events (i.e., events with very low base rates). 
Nearly two decades ago, Rosen (32) explained on statisti- 
cal grounds why attempts to predict behaviors with low 
base rates are invariably associated with very high rates 
of false positives (in this case, persons who are identi- 
fied as likely to be dangerous but who in fact do not dis- 
play such behaviors). Using suicide among psychiatric in- 
patients as his example, Rosen demonstrated that there 
would be between 50 and 99 false positives for every I 
correct prediction. 

Moreover, given the particular kinds of social and po- 
litical consequences that attend the two types of error 
possible in predictions of an individual's dangerous be- 
havior, it is quite understandable that the error to be 
avoided is the one which would incur undesirable public- 
ity when a released mental patient later displayed violent 
behavior in the community. Thus the number of false 
positives would tend to be further increased in efforts to 
avoid such societal responses. 

Psychiatrists and other mental health professionals are 
thus presented with some very perplexing decisional 
problems as well as related public policy questions in the 
assessment and prediction of dangerousness. These basi- 
cally difficult problems become more complicated when 
differing—or conflicting—decision rules enter the pic- 
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ture (6, 33). For example, in the criminal process, rather 
elaborate safeguards have been instituted to ensure due 
process for the accused. In addition, in criminal trials a 
decision rule is used that requires proof of guilt beyond 
a reasonable doubt—to ensure that any error will be con- 
sistent with the values of our society, i.e., will result in er- 
roneous acquittals—not erroneous convictions. Medical 
decision rules, which obviously are concerned with very 
different types of consequences, appear to be quite differ- 
ent. The cautious physician operates on the rule “When 
in doubt, suspect illness.” Certainly, the social values and 
consequences to be avoided are quite different from those 
in criminal trials. 

However, in view of the fact that involuntary civil com- 
mitment of the mentally ill pertains, fundamentally, to 
public policy and legal questions and involves the state in 
coercive intervention in the lives of individuals, legal 
rather than medical decision rules would seem to be 
clearly indicated. Stated differently, when the individual 
faces involuntary confinement in a situation that involves 
legal and judicial decisions, as contrasted with the typical 
physician-patient relationship, mental health profes- 
sionals need to be very cautious about their decisions. 
There are already rather clear indications that the rela- 
tively weaker decision rules of various civil proceedings 
(e.g., preponderance of the evidence) are moving toward 
stricter burden of proof requirements (34—36). 


SOME PUBLIC POLICY IMPLICATIONS 


Issues of dangerousness and the involuntary com- 
mitment of the mentally ill exemplify rather strikingly 
the manner in which public policy and legal questions 
have been translated into psychiatric and mental health 
terms. Stated differently, what would appear essentially 
to be issues relevant to the state's use of its police powers 
seem to have been rephrased and shifted to the exercise of 
parens patriae functions. It is almost as though the reci- 
tation and announcement of benevolent societal in- 
tentions is necessary for the justification (rational- 
ization?) of practices that suggest social control rather 
than therapeutic concerns. 

By blurring and obscuring the findanientally moral 
and public policy issues intrinsically imbedded in the bal- 
ancing of competing societal interests and values and 
turning them into mental health questions, it has been 
possible to justify societal practices that infringe griev- 
ously upon the rights and liberties of the mentally ill. 

It is not surprising, therefore, that some of the most 
predictably and demonstrably dangerous persons are not 
preventively detained (as in the case discussed earlier) or 
handled with greater concern for public safety. For ex- 
ample, numerous studies have provided rather consistent 
evidence that about 50 percent of all fatal accidents in- 
volve drunken drivers. It also appears that less than 10 
percent of the driving population (namely, those with se- 
rious drinking problems) account for almost two-thirds 
of all alcohol-related traffic fatalities (37, 38). However, 
our society demonstrates a truly astonishing tolerance for 


this group of demonstrably dangerous persons. It is likely 
that more persons are killed and seriously injured by 
drunken drivers during the course of a single week than 
by all combined categories of psychotic individuals over 
an entire year—perhaps even several years. 

In view of the very vague definitions of ‘“‘dan- 
gerousness," the very low predictive accuracy and the 
glaring overpredictions of such behavior, and the in- 
voluntary and indeterminate loss of liberty that follows 
civil commitments, the labeling of the mentally ill as dan- 
gerous could in itself be regarded as a rather dangerous 
activity. One might well wonder whether, in the various 
civil and parens patriae proceedings in which psychiatric 
concepts are invoked and mental health professionals are 
involved, the societal practices seem to be more con- 
cerned with using these professionals as agents of social 
control rather than as individuals functioning in their 
usual and traditional therapeutic roles (29). In the final 
analysis, we must assume greater responsibility for the 
ways in which our services are used—or misused. 
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Milieu Process During the Residency Turnover: The Human Cost of 


Psychiatric Education 


BY KENT RAVENSCROFT, JR., M.D. 





The author describes the stresses inevitably brought 
about by the turnover of large numbers of psychiatric 
residents in ward communities involved in milieu 
therapy. He presents recommendations to ease the stress 
felt by patients, staff, and trainees during the three phases 
of the turnover process—anticipatory, acute reactive, and 
reintegrative. Basic to the working through of these 
stressful periods is an understanding of the turnover 
process and the availability of experienced staff for 
support and guidance. 


IN PSYCHIATRIC HOSPITALS involved in staff and resi- 
dency training, the end of the training period and the re- 
sulting turnover of personnel inevitably set certain milieu 
processes in motion (1-5). While necessary for training 
purposes, this institutionalized turnover, which involves a 
significant number of staff, has its human costs for 
patients and permanent staff alike, since they must con- 
tinue the hard work of treatment while dealing with im- 
portant losses and adjusting to new trainees. 

The most significant turnover in teaching hospitals in- 
volves the first-year residents and chief residents (6-8). 
This residency turnover always sparks powerful inter- 
related milieu processes involving everyone on the 
ward—nursing staff, residents, social workers, and 
patients (9). Observed longitudinally, these milieu proc- 
esses reveal a complex and dynamic set of group proc- 
esses with a natural pace and sequence. Although resi- 
dencies and psychiatric ward structures vary from 
hospital to hospital, certain major dimensions of the 
turnover process are sufficiently recurrent and universal 
to permit general description and conceptualization. 

For analytic purposes, the process of residency turn- 
over can be divided into the three following phases: 1) 
the anticipatory phase, which begins about three months 
before the actual turnover; 2) the acute reactive phase, 
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which occurs around and about the actual turnover and 
lasts only a few weeks; and 3) the reintegrative phase, 
which follows the turnover and involves working through 
the difficulties and readjusting during the following three 
months. 


SETTING AND METHOD 


This research was carried out on a 50-bed inpatient 
ward at the Massachusetts Mental Health Center (10- 
12). In order to have access to the multiple groups of the 
ward milieu, | became a nonparticipant observer, sitting 
in on or tape-recording all of the formal and many of the 
informal staff, resident, and patient meetings over the 
course of a clinical inpatient year. The data gathered in 
this study are presented in an annotated narrative form. 


THE ANTICIPATORY PHASE 


About 10 to 12 weeks before July, as the turnover ap- 
proaches and the departure of first-year residents and the 
chief resident becomes imminent, the permanent staff, 
who know how things go on the ward, begin slowly to 
turn some of their attention and energy away from the 
patients and the treatment process. They begin to face the 
impending loss of the first-year residents, who will be 
relocating themselves in offices off the ward and assum- 
ing other duties in addition to treating their remaining in- 
patients. 

The permanent staff are thus faced with both the affec- 
tive task of grieving the departing residents and the prac- 
tical task of temporarily assuming an increasing share of 
the psychiatric management of patients. The residents 
are progressively deinvesting themselves of ward life and 
preparing for their new outpatient responsibilities else- 
where. 

Because the head nurse knows what is coming, she of- 
ten sits down with the departing chief resident and urges 
him to review which patients have overstayed their time 
on the ward, often for teaching purposes, and which 
patients could possibly be pushed enough to be ready for 
discharge before the first-year residents depart. When the 
residents, and sometimes the patients, get wind of these 
high-level decisions generated by turnover pressure (1.e., 
because of ward calendar and system needs), they begin 
to react, and the effects ripple down through the ward. 

Since patients have the least amount of power in the 


system and are the least aware of the implications of the 
impending turnover, they are left with an ill-defined and 
disconcerting sense that something is shifting in their 
relationship with the staff. They are subtly but progres- 
sively left more on their own or even pushed toward 
"progress," apparently because their nurses and doctors 
expect or somehow need it. 

Well before the residents actually depart, they and the 
nursing staff begin to make formal and informal prepara- 
tions for the turnover. The depth of the bonds between 
nursing staff and residents is often profound because of 
the unique pressures and responsibilities on the ward and 
the nature of the teaching and learning experience. Al- 
though it is never fully acknowledged, the nurses and at- 
tendants have had a major influence on the personal and 
professional development of the first-year residents as 
well as the chief resident. As the time approaches for the 
change, prominent swings can be observed between ideal- 
ized friendliness and nostalgic reminiscences on the one 
hand and frustration, alienation, and recrimination on 
the other. Near the turnover date, the residents take part 
in a ritualized rite of passage by making formal retro- 
spective presentations during staff meetings, which be- 
come noticeably diverted from their usual patient focus. 

In spite of iheir attempts to maintain clinical work, the 
residents and staff turn progressively into themselves as 
they invest the separation process and begin to work 
through the parting. During this period, the nursing staff 
as a group, like the residents, draw aífectively more into 
themselves, turning to each other for the support avail- 
able only from their own in-group. They swing ambiva- 
lently between praising and criticizing the departing chief 
and first-year residents, who are, in a sense, their unac- 
knowledged professional offspring. Put another way, the 
residents are their most ideal patients and most success- 
ful ward milieu products. 

Ironically and yet understandably, it is at about this 
time that nurses begin to talk privately about lousy pay, 
long hours, poor privileges, and greener pastures else- 
where. Later, talk of quitting begins and a strikingly in- 
creased pattern of sick leave emerges among the nursing 
and attendant staff. Although the prevalence of actual 
resignations is low all year, a higher incidence clearly 
clusters around the time of turnover. The staff 1s under 
mounting stress during this period: they experience the 
double burden of losing the group of old first-year resi- 
dents and chief resident and then breaking in the new 
crew. 

The oldtimers on the staff seem to schedule their vaca- 
tions for this period; they have found a way to survive the 
stressful period by avoidance through planning and se- 
niority. Newcomers to the permanent staff, who often 
last only a year or two, sometimes quit at this time, not 
having established a regular vacation schedule. The ac- 
tual peak for staff sickness and resignations, however, oc- 
curs during the reintegrative phase. 

It is only during the last week or so before the turnover 
occurs that speculation about the incoming residents be- 
gins in earnest, taking on suddenly the proportions of 
messianic hope with an undercurrent of apprehension 
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and foreboding. Meanwhile, the patients, revolving 
around this spectacle (which has upstaged treatment to a 
fair degree), are thrown into group disarray and con- 
fusion. They do not quite know what is happening on the 
ward, let alone what to expect next. Community ward 
meetings, which in general serve to clarify ward and ad- 
ministrative reality and to work through relevant com- 
munity issues, always take up turnover-related topics and 
troubles, and the focus is usually on the erratic and prob- 
lematic behavior of the patients. This patient behavior is 
repeatedly attributed to their group and individual pa- 
thology; the impact of object loss during turnover on the 
patients collectively and individually is only partially rec- 
ognized. 

What is usually conspicuously missing from these 
meetings is an honest acknowledgment of the erratic and 
problematic behavior of the staff during this period, 
which necessitates major coping maneuvers on the part of 
the patients, who have variable resources and limited so- 
cial awareness. In essence, because of the overdetermined 
and conflictual staff pressures and problems during the 
turnover, there is a recurrent and observable tendency on 
the part of the staff to lose their objectivity, overlook 
their own emotional and behavioral contributions to 
patient behavior, and displace their problems onto the 
patients. By externalizing these issues, the staff disown 
their contributions to and compound the burden.of the 
patients; the staff also work on their own problems by 
means of this process of temporary displacement onto 
the patients. 

During this period, it is manifestly difficult for the staff 
to help the patients deal with issues that are so consuming 
and so difficult for the staff themselves to deal with. Only 
later, when the staff are progressively able to recognize 
their own problems, take responsibility for them, and 
work them through themselves, does this process of dis- 
placement lessen in the community ward meetings, per- 
mitting the staff to help the patients settle down and work 
through their turnover-related problems. 


THE ACUTE REACTIVE PHASE 


After the actual turnover occurs, most of the patients 
still belong to the now departed residents, who have en- 
tered their second year. Admissions come slowly to the 
new first-year residents. The permanent staff begins to 
miss the second-year residents, who are suddenly absent 
from all ward meetings and are seldom seen except for 
periodic, momentary visits and informal stops by the 
nursing station. The nurses become angry and impatient 
because the second-year residents are so hard to contact 
for the practical business of patient management—let 
alone for emotional and intellectual support. 

The permanent staff members are faced with increased 
responsibility for managing inpatients whose doctors are 
virtually absent. This burden is only partly eased by the 
incoming chief resident, who is new to his job, and by the 
visit of the staff psychiatric consultant, who is more re- 
moved from the ward. During this period, therefore, anx- 
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iety and tension are high, not only on each ward but 
throughout the hospital. 

Until the nurses and second-year residents reestablish 
a satisfactory system of communication and emotional 
exchange, the nursing staff must assume, with the new 
chief resident, what amounts to a tacit or covert thera- 
peutic-administrative split. The second-year residents 
continue individual therapy while leaving much of the mi- 
nor and some of the major administrative decision mak- 
ing to the nursing staff. In a functional sense, during this 
period a great deal of role blurring is evident. Because of 
the increase in physical, social, and emotional distance 
between residents and patients and between residents and 
staff, acute signs of disorganization appear. 

The nursing staff are also assuming their greatest 
teaching challenge of the year in the new first-year resi- 
dents, who are relatively inexperienced in psychiatric 
management. While the new residents are given a great 
deal of authority, the nursing staff see themselves as hav- 
ing to take more of the administration and teaching into 
their own hands at first—a situation requiring a great 
deal of tact and skill. 

Although the new residents are generally bright, com- 
petent, fast to learn, and fairly aware of their lack of spe- 
cific psychiatric knowledge and clinical judgment, their 
sense of self-esteem and adequacy is at stake. They are 
therefore understandably anxious and defensive. This 
colors their perceptions and interferes with their read- 
iness to seek staff advice. In addition, their medical ward 
mind-set is to see nurses, social workers, and attendants 
as below them. The residents are therefore prone to make 
errors in clinical judgment. They have difficulty collabo- 
rating with and learning from the staff, especially nurses 
and attendants who know the patients best (10-12). Con- 
flicts inevitably develop, and much emotional and prac- 
tical work is consumed within the staff, withdrawing time 
and emotional energy from investment in patients. 

The patients themselves suddenly discover that their 
doctors have virtually disappeared from routine ward life 
and an invasion of new, inexperienced doctors has oc- 
curred. At the same time that they are experiencing the 
partial loss of the accustomed proximity and availability 
of their own doctors, they are subjected to adjustment to 
a new chief resident, who runs their ward meetings and 
makes management decisions. They are also required to 
accept closeness to strange new residents in their ward 
life. Because the nurses and attendants, who are usually 
closest to the patients, are preoccupied with loss, change, 
new administration, and increased teaching, they are less 
available for intimacy and support. 

Under these circumstances, individual psychotherapy, 
which is now conducted off the ward in a strange new of- 
fice, tends to become a retreat from the ward confusion. 
Patients find themselves working with second-year resi- 
dents who are also going through similar major emo- 
tional adjustments to leaving the ward. The residents are 
assuming challenging new responsibilities in the emer- 
gency walk-in clinic and outpatient department. Since the 
residents are struggling for a new staff relationship, their 
receptivity to patient difficulties with the nursing staff of 
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the ward they left is reduced because this is an acute con- 
flict area for the residents. Although empathy may even- 
tually be the result of shared experiences in the turnover 
process, defensiveness and unavailability are often major 
obstacles to therapy during the acute reactive phase. 

Thus patients experience a great deal of stress individ- 
ually and collectively because their doctors are less avail- 
able and the ward staff is more preoccupied. In general, 
since patients have the least status and power in the ward 
system and are the most inexperienced in ward policy and 
process, they find themselves at a serious social dis- 
advantage. They lack orienting information on what Is 
happening around them; it is as if an unwritten social 
treatment contract were being unilaterally altered or bro- 
ken (13). As a result, individual and group disintegration 
slowly develops. 

Patients’ emotional needs are great, their coping re- 
serves are low, and their patterns of reaction are more 
characteristically pathological. Depending on the ward 
population, certain patients (“barometer patients") begin 
to react to the mounting turnover stress. Some become 
anxious, angry, and active; others become depressed, de- 
pendent, or distant. Some patients begin to manipulate or 
act out, contagion can occur, and the incidence of angry 
confrontations, escapes, and suicidal gestures may in- 
crease (14-17). 

During this period, staff are less available to receive af- 
fects, especially anger and depression, and are less able to 
give structure and support (18). As their feeling of aban- 
donment mounts, some patients become demanding of 
both staff and other patients. The staffs definition of 
what is demanding changes, their tolerance for intense 
dependency needs and difficult challenges diminishes, and 
their capacity and patience for anger and acting out de- 
crease. As things get tighter and tighter on the ward and 
trust and communication decrease between individuals 
and between groups, the ward can get high, low, or very 
tense. [ncidents with individuals or groups can occur. 
This is the picture of thé turnover in the acute reactive 
phase. 


THE REINTEGRATIVE PHASE 


No sharp lines can be drawn as to when the acute re- 
active phase blends into the reintegrative phase; regres- 
sive and progressive movements develop in individuals 
and groups. The subsequent process of reintegration 
and working through has antecedents in both previous 
phases of the turnover process, yet it gathers momentum 
now. This involves an interplay among all ward groups 
and follows a natural sequence. 

Since the turnover creates distance and difficulties be- 
tween second-year residents and the nursing staff, they 
become angry and rebellious with each other or sad and 
withdrawn. Splitting of affect and attitude between the 
nursing staff and the second-year residents can occur: 
nurses can idealize some residents and scapegoat others 
or idealize all of the second-year residents and denigrate 
all of the first-year residents. Second-year residents, for 


their part, can go through the same process of splitting 
with the nurses. 

Although these trends rarely occur in a pure form, they 
do occur and represent shared reactions of either an 
idealized or paranoid variety. This permits initial intra- 
group cohesion and eventual reintegration. Such trends 
may result in various transient pathological side effects 
for those targeted or outside of the momentary “love- 
ins" or "hate-ins," even though the establishment of in- 
groups represents the beginnings of ward group recon- 
stitution and milieu healing. Later, as feelings become 
tolerable, ambivalence becomes manageable, and atti- 
tudes become reasonable, intergroup cohesion emerges, 
and the milieu reintegrates. 

For example, individual and group conflicts can 
emerge between staff and all residents to some degree, 
and with certain residents to an even greater degree, de- 
pending on how smoothly these residents and staff work 
through their adjustment. If resolution is blocked, 
patients can be caught in a crossfire between remote sec- 
ond-year residents and permanent staff members that 
goes beyond the average therapist-administrator split. 

In some instances this can lead to the phenomena de- 
scribed by Stanton and Schwartz (19), who hypothesized 
that pathological excitement of psychiatric patients is of- 
ten associated with hidden staff disagreement about 
patient treatment and management. The patient gets 
caught in a crossfire of confusing staff messages and reac- 
tions, resulting in heightened conflict and tension within 
the patient, who eventually becomes excited or even acts 
out the hidden staff conflict. These phenomena are, in a 
sense, built into the social system of ward structure and 
derived from the turnover pressure itself. 

In other words, to the degree that these conflicts re- 
main intense, covert, and unresolved among staff, espe- 
cially while the administrative situation remains loose 
and unintegrated, the patients may act out staff conflicts. 
Some patients can make use of the unresolved conflicts 
and poor communication to actively manipulate staff 
members during these periods. 

The pressures of this phase of the turnover process can 
result in group phenomena on the ward, including ward 
highs and lows and an increase in acting out, escapes, and 
even suicides (20, 21). Group contagion, based on high 
levels of stress within the entire ward, underlies these e- 
ruptive epidemic phenomena, which appear in clusters 
during the turnover. Such staff behaviors as increased 
sick leave, personal and group conflicts, and resignations 
reflect the turnover pressure; they are staff counterparts 
to turnover-related patient morbidity and mortality. 

Staff members with high status or more seniority take 
annual leave during both the acute reactive and the rein- 
tegrative phase, thus avoiding some of the pressure for 
themselves but clearly increasing it for the remaining 
staff and patients. Traditionally, the psychiatric adminis- 
trative and supervisory staff also take off during this pe- 
riod—usually for the entire month of July or August. 
This leaves only a skeleton crew for ward coverage. (The 
choice of words here is intentional, for the first-year resi- 
dents are perhaps most in need of support, and the sec- 
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ond-year residents only somewhat less so; the group ex- ` 
odus of medical supervisory support places an additional 
burden on the residents.) The stress gets transmitted to 
the patients and nurses through the first- and second-year 
residents, setting up a vicious circle. 

The feeling of abandonment by staff and residents is 
eventually verbalized by the patients in ward meetings, 
after initially appearing within patient groups serving as 
in-group enclaves for comfort and complaint. The sense 
of deprivation often leads to an anxious, dependent, or 
depressive patient stance in individual therapy and ward 
meetings. Eventually this turns into an angry, defiant, 
and challenging posture. 

Open confrontation about staff unfairness or neglect 
erupts at times at ward meetings, often over seemingly 
trivial issues. This eruption takes the staff by surprise 
with its intensity and apparent inappropriateness. Of 
course, no matter how myopically the staff perceive and 
interpret the situation, it is a cumulative one, highly over- 
determined and very real and important to the patients. 

Telltale antecedents to patient contagion and con- 
frontation are the initial depressive stance and com- 
plaints about dirty conditions, poor food, lousy rules. 
When these complaints heard in patient cliques and ward 
groups give way to more collective and outwardly fo- 
cused anger toward staff about unfairness and neglect, in- 
dividual and collective action is not far away. Passive de- 
pression shifts to hostile dependency and then to 
collective feelings of impatience and anger with the ab- 
sent doctors and withdrawn staff. This patient reaction of 
self-assertion, in a real sense, contributes to curing the 
ward of its turnover syndrome, provided that it is recog- 
nized as potentially healthy patient initiative and is even- 
tually faced and harnessed constructively by the staff. 

Initially, however, the nurses are tired, overworked, 
and depressed. They begin to gripe to each other and at 
each other in their private groups and informally around 
the ward. They complain about salaries, the number of 
days off, the amount of work, the second-year residents, 
the departed chief resident, and the troublesome, in- 
competent new residents. 

The new residents are described as “bulls in a china 
shop" or as “too lazy and passive." As the nurses get 
themselves together they begin to make more open com- 
plaints and invidious comparisons between the new and 
the old residents—remarks that are cryptically inter- 
spersed among tactful supportive and educational efforts. 
These remarks are usually made first to the head nurse, 
then more directly to the residents and their chief. A sim- 
ilar cycle of depression and then aggression can be seen 
among the attendants. 

A. major staff-patient confrontation in a ward meeting 
or other serious incident usually shocks the staff out of 
their withdrawn state and interrupts the staff-resident in- 
fighting and polarization—uniting them and refocusing 
their attention on the patients and the treatment work to 
be done. There is customarily an overreaction out of guilt 
and concern for the patients and a tightening of restric- 
tions. The staff attempt to understand what 1s going on. 
This is translated into careful, conservative, and tight ad- 
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ministration with compulsive individual and group atten- 
tion. 

Barring such serious and disruptive events—especially 
if the prodromal signs and symptoms of a turnover crisis 
are recognized early enough and intervention and man- 
agement are undertaken—the period of working through 
usually continues at a more leisurely pace. The nurses fi- 
nally stop griping at each other and in private about the 
patients and residents. About two months after the turn- 
over the nurses feel the residents have had enough of a 
honeymoon in terms of teaching and support. They feel 
the residents should come of age and start giving and 
being more independent and active about management 
and staff relations. 

Eventually, the head nurse confronts certain residents 
at a staff meeting with their lack of assertion and poor 
communication. This is usually done first individually 
with the second-year residents. After mutual resolution 
with this group, it occurs with the first-year residents. The 
first-year residents then complain that the nurses have 
not been carrying out their orders well and do not tell 
them enough about their patients. 

With such individuating encounters, lines of authority 
and responsibility are redrawn, rank is pulled, and the 
level of trust and intimacy becomes sufficiently high to 
permit more open mutual assertion and criticism. The 
nurses begin to relinquish more and more of their tempo- 
rarily increased management, teaching, and support 
functions, and the residents give up their dependency and 
defensiveness as their individual and collective com- 
petence and professional identity are consolidated. 

After a series of such reciprocal encounters, which usu- 
ally take place about two to three months into the resi- 
dency, the residents noticeably begin to take more initia- 
tive. Collaboration becomes the rule rather than the 
exception. As staff relationships progressively normalize, 
the nurses, residents, and attendants become increasingly 
relaxed and available to the patients. Reciprocally, the 
patients feel themselves to be under less stress. Finally, 
the major work of treatment progressively takes center 
stage once again after this annually recurring turnover 
drama resolves. Thus at about the three-month mark the 
ward has essentially come back into normal equilibrium. 


CONCLUSIONS 


Psychiatric education is obviously critically important 
in order to provide continuing excellence of clinical care 
and research and to supply increasing personpower to 
meet our country’s urgent needs. Moreover, psychiatric 
training and educational activities in many ways clearly 
contribute to the overall high level of psychiatric care 
seen in teaching hospitals. Nevertheless, given the nature 
of a psychiatric ward system and the processes set in mo- 
tion by the turnover of psychiatric residents, there is an 
equally clear human cost to psychiatric education for 
permanent staff members and patients alike. 

In order to set the stage for effective treatment, most 
psychiatric wards are structured to create deep and in- 
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tense emotional involvement as well as powerful, task- 
oriented dependency between and among staff and 
patients. The residency turnover radically interrupts this 
clinically created ward process for reasons that are inde- 
pendent of patient treatment needs. Since the turnover 
process is initiated iatrogenically for training purposes 
and follows a natural time course, it is incumbent upon 
the staff in psychiatric hospitals to know the turnover 
syndrome well, for the sake of their patients and for their 
own sakes—in order to minimize patient and staff mor- 
bidity and, sometimes, mortality. 

Kahne (20) documented the higher incidence of patient 
suicides during the period of highest staff and patient 
turnover. Although I have stressed the correlation of 
other less serious but still important forms of patient 
morbidity, I would also emphasize staff morbidity and 
mortality. Although no systematic study of staff suicide 
has come to my attention, my own informal data suggest 
a small but impressive clustering of staff suicides around 
the turnover time, including residents, supervisors, train- 
ing directors, and other administrative staff. 

It should also be mentioned that there are other high- 
risk periods for both staff and patients during the year, as 
with the population in general. Such religious and secular 
holidays as the Christmas-Hanukkah-New Year season 
and the Passover-Easter season create emotional and 
physical separations between inpatients and staff and rep- 
resent institutionalized treatment interruptions. The 
morbidity and mortality that attend these separations are 
similar to those which occur during the turnover, with the 
added component of family and cultural stress. 

For consultants and staff serving institutions other 
than psychiatric hospitals, it is crucial to keep in mind 
that the principles of administration and management 
discussed here are applicable generally for all institu- 
tions, such as schools and general hospitals, in which 
staff, student, client, or patient turnover and holiday sea- 
sons create separations and interruptions of intense rela- 
tionships. 

The first rule of medicine is primum non nocere, first of 
all do no harm. As Santayana observed, “Those who can- 
not remember the past are condemned to repeat it." AI- 
though the residency turnover cannot be avoided, it is my 
contention that the more we know about it the better it 
can be structured, managed, and worked through. To- 
ward this end, I would like to offer the following recom- 
mendations, recognizing full well that many other op- 
tions exist for specific institutions once the nature of the 
turnover syndrome is clearly understood. 


RECOMMENDATIONS 


At the institutional and programmatic level, hospital 
and ward administrators could introduce such preventive 
policies as the following: 

l. Stagger the entry and departure of residents and 
other trainees during their inpatient rotations. 

2. Provide transitional structure and support for per- 
manent staff members and patients by means of a period 


of overlap for residents phasing in or phasing out of the 
ward system. 

3. Require new first-year residents to assume responsi- 
bility gradually during their phasing-in orientation and 
observation period. 

4. Schedule new chief residents to come three or four 
weeks ahead of the new resident groups, and have the new 
chiefs overlap with the old, with an interim period of 
coadministration of the ward. 

5. Insist that permanent senior supervisory and ad- 
ministrative staff of all disciplines (head nurse, team lead- 
ers, chief social worker, head attendant, training director, 
clinical director, superintendent, etc.) not take their vaca- 
tions during the high-risk period beginning one month 
before to two months after the turnover, or carefully 
stagger necessary absences to avoid having a skeleton 
crew just when the most experienced support and guid- 
ance is needed. For respecting this preventive policy and 
assuming the additional crucial responsibility, senior 
staff should receive special recognition or incentive pay 
or compensation (e.g., extra leave days for vacations 
taken at lower-risk times). 

At the ward or clinical level, senior staff could imple- 
ment the following procedures: 

1. Hold educational and experiential group and in- 
tergroup workshops before and during the turnover, in- 
cluding staff and trainee groups and interdisciplinary ex- 
ercises using Tavistock (22) and A.K. Rice Institute (23) 
methods. These workshops would provide conceptual 
tools for acknowledging the issues and affects of the turn- 
over, for following the process throughout its course, and 
for working through the fantasies, feelings, and facts in- 
volved. 

2. Communicate their stable, enduring presence, as 
well as their seasoned familiarity with the turnover pres- 
sures and problems, directly to the permanent staff and 
the rotating residents. Experienced senior staff who are 
normally integrated with the ward or acting specially as 
consultants during this period should continue their pivo- 
tal role throughout the turnover period. 

3. Review or teach the prodromal signs of increasing 
turnover pressure. The more familiar the permanent staff 
and residents are with the premonitory signs of turnover 
pressure within themselves and the patients, the more 
prepared they will be to intervene early and manage it 
constructively. This could prevent morbidity and some- 
times mortality among the patients and among staff 
members. 

4. Make use of regular ward disciplinary and inter- 
disciplinary staff meetings to monitor and supervise the 
turnover process as it unfolds, clarifying turnover issues 
and advising staff on clinical administration and thera- 
peutic management within their own groups and with 
their patients. 

5. Supervise frontline staff in formal work with patient 
groups and in psychotherapy, with an ear for turnover 
complications in therapeutic work and administrative de- 
cisions. 

6. Remind staff members to be on the alert for infor- 
mal patient group formation (24-26) and group processes 
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that often happen while staff are preoccupied with turn- 
over. Support creative intervention and constructive 
working through focused on spontaneous turnover-re- 
lated group initiatives. Similar intervention focused on 
spontaneous turnover-related issues and themes appear- 
ing within formal ward groups should be encouraged. 
This kind of intervention can harness patient awareness 
and initiative, minimize morbidity, and maximize thera- 
peutic gain from the inevitable turnover experience. 

It has become clear over years of milieu observation 
that while the physical absence of certain staff members, 
especially large numbers of key members, can be very 
difficult for patients, the emotional absence of staff mem- 
bers actually present on the ward can be even more dev- 
astating. Patients turn, of necessity, to these remaining 
staff members for support, for venting anger, and for sol- 


.ace, only to find that they, too, are absent. From this ob- 


servation it becomes clear that during the entire high-risk 
period of the residency turnover the more available and 
aware the staff are among themselves as well as with the 
patients, the better for all concerned. This depends on ac- 
tive, healthy working through of the turnover by the staff 
under expert support and guidance, so that they may, in 
turn, do the same with their patients. 
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The Selection of a Psychiatric Curriculum for Medical Students: 


Results of a Survey 


BY WARNER JOHNSON, M.D., AND JOHN SNIBBE, PH.D. 


A survey of 131 psychologists, psychiatrists, and 
nonpsychiatrist physicians taken to determine what 
doctors of medicine should know about psychiatry 
revealed that of the 21 topics assessed, there was a 
significant intergroup agreement on the 10 most 
important and the 5 least important topics. Interviewing, 
suicide evaluation, the chronically ill or dying patient, 
and psychiatric referral received high ratings by each 
group, and psychoanalytic theory, psychodynamics, and 
mental retardation received uniformly low ratings. The 
authors believe that these findings provide useful 
information for planning an undergraduate curriculum in 
psychiatry. 


IN RECENT YEARS many papers have been published per- 
taining to psychiatric curricula as taught in medical 
schools (1-5). Most of these have been concerned with 
the development of innovative teaching methods or 
single, specialized courses. Few studies have dealt with 
the problems encountered in the attempt to define and se- 
lect an entire curriculum. In this paper we will examine 
current recommendations about psychiatric course work 
and propose a curriculum based on a consensus of 131 
physicians and mental health professionals. 


CURRICULUM SELECTION 


Most medical educators agree that medical students 
should learn something about the discipline of psychiatry 
and the application of its principles to patient care. It is 
reasonable to assume that there is a core of psychiatric 
knowledge and skills about which all medical students 
should be taught. However, up to the present time no 
consensus has been reached about what the composition 
of this core curriculum should be. Furthermore, limita- 
tions in time and faculty often dictate that only the most 
relevant material be taught, but frequently it is difficult to 
separate psychiatric information that is essential for stu- 
dents to learn from that which is useful and interesting. 


The authors are with the University of Southern California School of 
Medicine, 1934 Hospital Place, Los Angeles, Calif. 90033, where Dr. 
Johnson is Assistant Professor of Psychiatry and Director of Under- 
graduate Psychiatric Education and Dr. Snibbe is Assistant Professor 
of Psychiatry (Psychology). 


The choice of appropriate topics may be complicated fur- 
ther by the presence of departmental or theoretical 
biases. It is likely that course selection would be facili- 
tated if a more objectively derived and generally agreed- 
upon curriculum guide were available. 


The Literature 


There is evidence which suggests that psychiatric 
educators have thus far not succeeded in selecting rele- 
vant curricula for their students. In an evaluation of un- 
dergraduate psychiatric education, Castelnuovo-Tedes- 
co (6) surveyed recent graduates from a cross-section of 
American and Canadian medical schools to determine 
their attitudes toward their psychiatric training. Forty- 
nine percent of the 110 respondents felt that the course 
content did not adequately prepare them to deal with 
psychological problems encountered in medical practice. 
These findings led Castelnuovo-Tedesco to conclude, 
"Further evaluation of the results of teaching and closer 
scrutiny of the curricula (with emphasis on what the stu- 
dent finds useful) appear in order." The results of this 
study imply that modifications in psychiatric curricula 
and review of psychiatric course material are needed. 

A review of published curricula representative of vari- 
ous psychiatric educators offers insight into some of the 
dissatisfactions expressed with psychiatric teaching. In 
one of the few published attempts to achieve a consensus 
about the composition of a core curriculum, the Ameri- 
can Psychiatric Association (7) conducted a survey of 48 
psychiatric departmental chairmen. The chairmen were 
asked to state their opinions about what essential subjects 
should be covered during the psychiatric education of 
medical students. The most frequently mentioned topics 
included community psychiatry, interviewing skills, 
the doctor-patient relationship, psychology, psycho- 
pharmacology, genetics, and drug abuse. Zolik and Mil- 
ler(8), Fink and Hicks(9), Pritchard (10), and Ro- 
mano (11-13) are representative of individual educators 
who have made specific proposals. Fink and Hicks em- 
phasized the importance of teaching sociology, anthro- 
pology, psychodynamics, and interviewing techniques to 
medical students. Pritchard gave a high priority to teach- 
ing about human development; disturbances of memory, 
cognition, and perception; and the doctor-patient rela- 
tionship. Zolik and Miller recommended that a wide 
range of subjects be taught, including such topics as prin- 
ciples of psychosomatic medicine, psychiatric diagnosis, 
and psychoanalytic theory. 


Am J Psychiatry 132:5, May 1975 513 


PSYCHIATRIC CURRICULUM FOR MEDICAL STUDENTS 


Limitations 


These proposals, singly or in combination, are limited 
as a guide for other educators. The various curricula ap- 
pear relevant and interesting when each is considered sep- 
arately. Viewed collectively, however, they show a con- 
siderable diversity in subject material. It is improbable 
that many medical schools have the faculty or time to in- 
struct effectively in all, or even most, of the topics listed. 
Thus the task still remains to select the most pertinent 
subjects from many worthwhile ones. 

Perhaps the most serious deficiency of the proposed 
curricula is the lack of any “in the field" appraisal of 
their clinical applicability and relevance. Aside from 
Castelnuovo-Tedesco’s survey (6), there has been little or 
no meaningful evaluation of the usefulness of psychiatric 
instruction from the perspective of the consumer, i.e., the 
nonpsychiatrist physician. Curricula designed by even the 
most experienced psychiatrists or psychiatric educators 
may not be attuned to the actual needs of their non- 
psychiatrist colleagues. Unless the psychiatric knowledge 
and skills acquired are usable and are felt to be of value 
by the practicing physician, they soon will be forgotten. 
The usefulness of a psychiatric course is ultimately best 
judged by the practitioners who apply it clinically, and 
their evaluations about course content should be taken 
into consideration when planning a curriculum. 

Another point deserving comment is that none of the 
recommended curricula have been ranked according to 
their relative importance. This may lead the reader to be- 
lieve that the topic listed last is as necessary to teach as 
the one listed first. It is a distinct advantage for the 
educator to be able to discriminate readily between 
teaching topics that have a greater or lesser relevance. If 
a hierarchy of subject importance were available, it 
would greatly facilitate the curriculum selection process. 
Course material especially pertinent for the student could 
be expanded or contracted according to its assigned pri- 
ority and the time available. 


METHOD 


We at the University of Southern California School of 
Medicine felt that a more satisfactory core curriculum 
could be defined if it met the following criteria: 1) it 
would be derived by consensus of many health care pro- 
fessionals rather than individual or even small groups of 
psychiatrists, 2) it would contain a hierarchical rank of 
topic importance, and 3) it would include judgments by 
practicing physicians about the usefulness of psychiatric 
subject material. In order to accomplish these goals, a 
survey was developed to assess the opinions of a cross- 
section of mental health professionals, medical educa- 
tors, and practicing physicians. They were asked to com- 
plete a questionnaire that posed the question, ‘What spe- 
cific psychiatric information and skills should a 
nonpsychiatrist physician have?" It was hypothesized 
that a list of the most essential teaching topics could be 
derived from the data obtained, and from these topics a 
core curriculum could be constructed. 
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The questionnaire was designed to provide the follow- 
ing data: 1) an overview of current opinion regarding the 
contents of a psychiatric curriculum, 2) a consensus (in 
contrast to the opinions of individuals) about topics that 


. Should be included in a psychiatric curriculum, 3) a rank- 


ing of psychiatric subjects according to their relative 1m- 
portance, 4) impressions from nonpsychiatrist physicians 
about the psychiatric skills and information that they be- 
lieve are important to know, and 5) a comparison of the 
curriculum topics proposed by psychologists, psychia- 
trists, and nonpsychiatrist physicians. 

The respondents were requested to identify themselves 
as being a psychologist, psychiatrist, or nonpsychiatrist 
physician. They were then asked to evaluate 21 psychiat- 
ric subjects commonly taught to medical students. The 
subjects were chosen from those suggested in the litera- 
ture and from courses previously offered by our depart- 
ment at the University of Southern California School of 
Medicine. Each of the topics encompassed a general area 
of psychiatry and was stated in a brief but descriptive 
fashion. Spaces were provided for the respondents to add 
and rate topics of their own if they so desired. 

The respondents were asked to rate the relative impor- 
tance of the topics by assigning one of the following des- 
ignations to each: 1) not at all important, 2) moderately 
important, 3) very important, and 4) essential. The forms 
were completed and returned anonymously. 

A concerted effort was made to obtain opinions from a 
representative cross-section of professional disciplines 
and individuals. A total of 150 questionnaires were sent 
to faculty members at the University of Southern Cali- 
fornia School of Medicine, the school's Department of 
Psychiatry and Division of Psychology, and to the staff of 
two local psychiatric hospitals. In addition, 35 question- 
naires were completed by the staff members of a private 
general hospital. Approximately two-thirds of the non- 
psychiatrist physicians surveyed were pediatricians, inter- 
nists, and family physicians. The remainder practiced 
various surgical specialties. All but two of the non- 
psychiatrist respondents were regularly involved in pro- 
viding direct or indirect patient care. Approximately two- 
thirds of the group participated in the education of medi- 
cal students and/or residents. One-third of the total num- 
ber of respondents were in full-time private practice. The 
psychologists and psychiatrists surveyed represented a 
wide variety of theoretical orientations. 


RESULTS 


We received completed questionnaires from 18 clinical 
psychologists (all had Ph.D. degrees), 48 psychiatrists, 
and 65 nonpsychiatrist physicians. The data were tabu- 
lated and statistically evaluated. 

Table | presents the mean questtonnaire scores for 
each of the three professional groups and the results of 
correlated t tests comparing their mean ratings. The ex- 
act wording of the questionnaire is included. 

The ranking of topics by the three groups showed re- 
markable similarities. Each rated interviewing as the 


TABLE 1 


Mean Questionnaire Scores and Comparison of the Ratings of the Three Professional Groups 


Information and Skills 
That a Nonpsychiatrist 
Physician Should Have 


The ability to talk with patients 
about their personal problems 

The ability to distinguish between 
psychosis, neurosis, organic brain 
conditions, and character disorders 

A working knowledge of the community 
resources available for the care of 
emotionally disturbed individuals 

An awareness of psychodynamic 
principles in evaluating a patient’s 
behavior 

The ability to evaluate a patient’s 
potential for suicidal or destructive 
behavior or need for psychiatric 
hospitalization 

An awareness of when and how to refer 
a patient to a psychiatrist 

The ability to do brief psychotherapy 

A basic knowledge of current 
psychiatric treatment modalities 

An understanding of normal personality 
development 

An understanding of the principles of 
psychoanalytic theory 

The ability to diagnose and treat family 
and marital disturbances 

A working knowledge of common 
psychopharmacologic medications 

An understanding of sexual problems 
and their management 

The ability to diagnose and manage 
the mentally retarded 

A familiarity with the principles 
of behavior modification 

An understanding of the physiological 
concomitants of emotional stress 

A familiarity with the dynamics of 
the doctor-patient relationship 

An understanding of the emotional 
aspects of the chronically ill 
or dying patient 

A familiarity with the major types 
and uses of psychological tests 

An understanding of the common 
behavior disorders of children and 
adolescents 

A basic knowledge of alcohol 
and drug abuse 


*The rating system is as follows: | - not at all important, 2 moderately important, 3= very important, and 4 essential. 


Psychologists 
(N = 18) 
Mean SD 
3.50 .70 
2.88 .96 
2.61 .69 
1.72 .66 
3.38 77 
3.11 .90 
1.7 7 
2:34 .76 
2.66 .68 
1.27 42 
1.44 89 
3.30 50 
2-72 .89 
1.88 .67 
2.33 97 
3.22 .64 
3.05 .80 
3.27 .82 
1.94 .53 
2.55 51 
3.00 .59 


Scores* 
Psychiatrists 
(N =48) 
Mean SD 
3.62 .64 
2.93 .80 
2.68 .80 
2.08 .67 
3.39 73 
3.47 .65 
2.16 .83 
2.10 .66 
2.43 .74 
1.50 .58 
2.12 .69 
3.14 7) 
2.75 .69 
1.91 .79 
1.54 .54 
3.02 .66 
3.31 .81 
3.41 .57 
1.41 53 
2.31 .62 
2.97 75 


most important skill to be learned. The 10 highest rated 
topics, although differing slightly in rank order, were the 
same in each group. The 10 included interviewing, suicide 
evaluation, psychopharmacology, the chronically ill or 
dying patient, psychophysiologic disorders, psychiatric 
referral, the doctor-patient relationship, drug and alcohol 


Nonpsychiatrist 
Physicians 
(N =65) 
Mean SD 
3.61 72 
3.12 .85 
2:53 .83 
2.46 .86 
3.06 .89 
2.86 .89 
2.20 .90 
2.70 19 
2.38 84 
1.72 83 
2.66 .85 
2.84 .85 
2.66 85 
1.87 89 
2.01 .83 
2.90 .93 
3.13 .80 
3.10 .81 
1.98 .80 
2.4] .86 
2.84 .73 
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t Values 


Psychologists-  Nonpsychiatrist 


Psychiatrists 


0.69 


0.2] 


0.36 


1.93 


0.07 


1.83 
2.081 


1.20 
1.14 
1.84 
3.09*** 
1.32 
0.13 
0.13 
4.19*** 
1.10 


1,25 


0.74 


3,54*** 


1.47 


0.11 


Physicians 


0.07 


1.16 


0.96 


25 ptt 


1.981 


4.04*** 
0.20 


0.68 
0.35 
1.58 
3,617 ** 
1.98f 
0.59 
0.24 
3.42*** 
0.72 


1.19 


2:451 


4.25*** 


0.70 


0.94 


Psychiatrists- Nonpsychiatrist 
Physicians- 
Psychologists 


0.60 
1.00 
0.34 


3,2977 * 


1.40 


1.04 
242r 


0.63 
1.30 
2.44** 
5.76*** 
2,57** 
0.26 
0.05 
1.38 
1.34 


0.39 


0.77 
0.20 


0.66 


0.82 


abuse, differential diagnosis, and sexual problems. The 
three groups agreed that child and adolescent disorders, 
community resources, and personality development were 
subjects of intermediate importance. All of the groups 
ranked mental retardation and psychoanalytic theory 
among the 5 least important subjects. Both the psycholo- 
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gists and the psychiatrists felt that the topic of psycho- 
dynamics was unimportant. Psychiatrists and non- 
psychiatrist physicians indicated that it was "not at all 
important” for a physician to know about psychological 
testing and behavior modification. 

Some statistically significant differences appeared 
when ratings by the three professional groups were 
compared. Psychiatrists felt that it was more important 
for nonpsychiatrist physicians to know about brief psy- 
chotherapy and family and marital problems than did the 
psychologists. Psychologists, on the other hand, felt that 
it was more important for nonpsychiatrist physicians to 
know about behavior modification and psychological 
testing than did the psychiatrists. 

Psychiatrists and nonpsychiatrist physicians also 
differed to a significant degree on several items. The psy- 
chiatrists assigned more importance to the subjects of 
suicide evaluation, psychiatric referral, psychopharma- 
cology, and the chronically ill and dying patient than 
did the nonpsychiatrist physicians. Nonpsychiatrist phy- 
sicians rated marital problems, psychodynamics, and 
behavior modification and psychological tests slightly 
higher than did their psychiatric colleagues. 

There were also several significant differences between 
psychologists and nonpsychiatrist physicians. Non- 
psychiatrist physicians were more likely to rank psycho- 
dynamics, brief psychotherapy, psychoanalytic theory, 
and family and marital problems as important subjects to 
know. Psychologists believed that a knowledge of psy- 
chopharmacology was a more important subject than did 
the nonpsychiatrist physicians. 

In addition to these findings, 28 respondents wrote in | 
or more additional topics that they felt were important. 
Seven suggested that physicians should be taught more 
about their own feeling responses to patients and physical 
illnesses. Three felt it important to be able to work 
closely with a psychiatrist in caring for certain types of 
medical patients. The remaining responses covered a 
range of topics. 


DISCUSSION 


An analysis of these survey data produced some note- 
worthy findings. Prominent among them was the degree 
of concurrence shown by the three groups in ranking the 
21 topics. The same 10 subjects were given the highest 
ratings by each group and could quite suitably be desig- 
nated as the core of any undergraduate psychiatric cur- 
riculum. Psychoanalytic theory and psychodynamics re- 
ceived uniformly low ratings. While the reasons for this 
unexpected finding are not clear, it appears that such the- 
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oretical concepts no longer hold the position of promi- 
nence in the medical school curricula that they did in 
former years. 

In spite of the similar ratings given to many topics by 
the three groups, some significant interprofessional dif- 
ferences did appear. The data suggest that psychiatrists 
and psychologists manifested biases complementary to 
their particular disciplines that influenced their selection 
of topics. 

This survey clearly designates the specific subjects that 
are suitable for inclusion in a psychiatric curriculum, but 
additional studies will be required. The physician's need 
to possess particular psychiatric knowledge or skills must 
be periodically reevaluated for relevance. 

The uniformly low ratings given to some traditionally 
taught topics, i.e, mental retardation, psychoanalytic 
theory, and psychodynamics, deserve special consid- 
eration. The ratings suggest that either these subjects 
should be deleted from the undergraduate psychiatric 
curriculum or that special educational planning will be 
needed to make them more relevant for the practicing 
physician. Medical students may first have to be educated 
to need particular psychiatric knowledge before being 
formally taught it. 
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Alternative to the Hospital: A Controlled Study 


BY LEONARD I. STEIN, M.D., MARY ANN TEST, PH.D., AND ARNOLD J. MARX, M.D. 


The authors describe the evaluation of a treatment model 
that makes use of the community to help mentally ill 
patients acquire necessary coping Skills. This approach is 
based on the assumption that deficiency in coping skills 
and aggressive dependency are primarily responsible for 
high read mission rates to mental hospitals and that 
coping skills and autonomy are best learned in the 
community, where the patient will be needing and using 
them. The treatment model is evaluated by comparing it 
with progressive in-hospital treatment and follow-up 
care. The results suggest that the model described can 
successfully treat patients with a high level of 
symptomatology in the community rather than in the 
mental hospital. 


IT IS EVIDENT that psychiatry is not successfully meeting 
the treatment needs of a substantial number of patients 
who come to public mental hospitals. In spite of recent 
innovative and intensive approaches, such as novel in- 
hospital programs (1-3), dramatic shortening of patients’ 
hospital siay (4-6), and attempts to make use of commu- 
nity agencies for treatment (7), a sizable percentage of 
patients continue to spend considerable time in mental 
institutions, function poorly between admissions, and ex- 
perience high readmission rates. 

It is our contention that this persisting high rate of 
"treatment failures" is caused by the fact that existing 
models of treatment do not effectively ameliorate certain 
disabilities shared by many of these patients. These dis- 
abilities, which have been mentioned frequently in the lit- 
erature (8-11), can be described in two ways: as a limited 
repertoire of instrumental and problem-solving behav- 
iors to meet the goals and demands of life, leading to per- 
sisting difficulties with work habits, socialization, leisure- 
time activities, etc., and as powerful dependency needs, 
frequently expressed as an aggressive dependency on 
family or institutions. 
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These problems lead to a tenuous community adjust- 
ment, keeping patients on the brink of rehospitalization. 
Patients thus disabled carry various diagnoses, ranging 
from schizophrenia to dependent personality. However, 
these disabling characteristics cut across diagnostic cate- 
gories and can, in fact, represent the rock upon which 
treatment often founders. For example, the manifesta- 
tions of an acute schizophrenic episode are managed rela- 
tively easily by means of phenothiazine drugs; however, if 
either a deficiency in coping skills or an aggressive de- 
pendency is also present, the problems of discharging and 
maintaining the patient in the community can be 
enormous. 

In this paper we describe the evaluation of a clinical re- 
search program that is a radical departure from the 
present system of short-term, hospitalization plus after- 
care. The program, titled "Training in Community Liv- 
ing," was designed to help patients acquire the coping 
skills and autonomy necessary for a reasonable commu- 
nity adjustment. The model uses the community as a 
treatment arena; hospitalization is virtually eliminated. 
The rationale for this approach is based on theoretical 
and empirical work suggesting that the hospital itself fre- 
quently has a debilitating influence on patients (12-14) 
and, more importantly, that the community has much to 
offer as an arena for treatment of this population (15- 
17). The community, in contrast to the hospital, has 
stronger demand characteristics for appropriate behav- 
ior, has more healthy role models for the patients to emu- 
late, and requires much less generalization to implement 
what is learned in treatment. 

This new model for treating severely disturbed patients 
is being rigorously evaluated by comparing patients 
treated in the community with a control group receiving 
the presently available model of progressive in-hospital 
treatment of short duration plus aftercare services in the 
community. The relative success of the two models is 
being considered in terms of a number of patient out- 
come variables and in terms of social and economic costs. 
This paper outlines the clinical and research procedures 
and reports the results of the study to date. 


METHOD 
Subjects 


The subjects for this ongoing study include all patients 
seeking admission for inpatient care at Mendota Mental 
Health Institute who meet the following criteria: 1) resi- 
dence in Dane County, Wis., which consists of the city of 
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Madison and the surrounding area; 2) age of 18 to 62; 
and 3) any diagnosis other than severe organic brain syn- 
drome or primary alcoholism. 


Experimental Design 


Patients meeting the above criteria are randomly as- 
signed to either the community treatment group or the 
control group by the admission office staff. Control 
patients are treated in the hospital for as long as deemed 
necessary and then linked with appropriate community 
agencies. Experimental patients do not enter the hospital. 
They are treated according to the training in community 
living approach for 14 months, after which the staff are 
no longer available to them. Assessment data on all 
patients are gathered at baseline (time of admission) and 
every 4 months for a period of 36 months by means of 
personal interviews by a research staff. This staff operates 
independently of both clinical teams. 


Control Treatment 


Patients assigned to the control group are screened 
upon admission by a member of the hospital’s acute 
treatment unit serving Dane County. The patients are 
usually, although not necessarily, admitted to the hospi- 
tal, where they receive progressive treatment aimed at 
preparation for return to the community. The Dane 
County unit serves as a stringent control for the experi- 


mental program because it has a high staff-to-patient ra- 


tio and offers a wide variety of services, including in- 
patient treatment, partial hospitalization, and outpatient 
follow-up. It is by no means a custodial unit; its median 
length of stay is only 17 days. This unit also makes liberal 
use of the aftercare services available in Madison for dis- 
charged patients. 


Experimental Treatment 


Work with patients. Patients assigned to the commu- 
nity program are interviewed upon admission by a mem- 
ber of the experimental staff. They are then taken from 
the admission office to the community to begin their 
treatment program. Every effort is made to avoid hospi- 
talization, which is used only for patients who are immi- 
nently suicidal or homicidal or who are so severely psy- 
chotic that they require high doses of medication that can 
be given only in the hospital's structured environment. 
In the rare instances when hospitalization is used, it is of 
short duration so that community treatment can begin 
with minimal delay. 

The community treatment approach focuses directly 
on an in vivo teaching of coping skills as well as on treat- 
ing the acute problem that precipitated the patient's com- 
ing to the hospital. The patient's treatment consists of 
participation in a full schedule of daily living activities in 
the community. Pharmacotherapy is used when appro- 
priate. 

The therapeutic input from the staff consists of moti- 
vating, supporting, and often being with the patients day 
and evening. More specifically, staff members, who are 
"on the spot" in patients' homes and neighborhoods, 
teach and assist them in such daily living activities as 
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laundry upkeep, shopping, cooking, going to restaurants, 
grooming, budgeting, and use of transportation. Patients 
are also given sustained and intensive assistance in find- 
ing a job or placement in a sheltered workshop. Staff then 
continue daily contact with patients and their supervisors 
or employers to help with on-the-job problem solving. 

Patients are aided in the constructive use of leisure 
time and the development of effective social skills by staff 
prodding and supporting their involvement in relevant 
community recreation and social activities. This fre- 
quently involves staff members' accompanying patients 
to such functions on a regular basis. In all of these activi- 
ties, a "can do" philosophy is transmitted from staff to 
patient, the assets of the patients are stressed, and their 
symptomatology is played down. Daily, even hourly con- 
tact of staff with patients is emphasized initially and then 
gradually diminished according to each patient's 
progress in the treatment program. | 

The staff. To carry out the program, we retrained a 
mental hospital ward staff, which consisted of a psychia- 
trist, a psychologist, a social worker, an occupational 
therapist, nurses, and aides. These staff members spend 
their time dispersed throughout the community working 
with patients in such settings as their homes, their places 
of work, supermarkets, and recreational facilities. They 
help the patients learn the requisite skills to sustain a sat- 
isfactory community adjustment. Twice a day the staff 
members gather at the project's headquarters, a rented 
house in downtown Madison, to share information, revise 
treatment programs as necessary, and plan the next 
shifts work schedule. There are two shifts, so that the 
program is well staffed from 7 a.m. until 11 p.m., seven 
days a week. A member of the professional staff remains 
on call at night to give 24-hour-a-day coverage for 
patients as well as for community agencies. 

Making use of mental hospital personnel in this kind of 
extro-hospital program has advantages as well as dis- 
advantages. The advantages include the experience of 
mental hospital personnel in and commitment to working 
with severely ill patients and their orientation toward 
working with patient behaviors as well as feelings and 
cognitions. These workers are also experienced with a 
team approach; they are willing to rotate shifts so that 
the program can be operational at all times. The major 
disadvantage lies in the transition from work in a highly 
structured hospital setting, where little is required in the 
way of individual decision making, to work in the inevita- 
bly unstructured setting of the community, where a great 
deal of initiative and willingness to make decisions on the 
spot is vital. Fortunately, with training and support this 
transition was possible and the staff members increas- 
ingly welcome greater responsibility. 

Community agencies. A program of this nature cannot 
survive unless the community is carefully prepared for its 
implementation. Before we conducted the pilot study (18) 
upon which this program is largely based, we held confer- 
ences with every relevant community agency to establish 
the closest of working relationships. Our major goal was 
to influence them to respond to the patients in a manner 
that would promote responsible behavior rather than re- 


inforce maladaptive modes of coping with stress. For ex- 
ample, if a patient’s behavior was disruptive to other ten- 
ants in his apartment building, we would encourage the 
landlord to talk to the patient directly about his behavior 
and tell him he would be evicted if it continued. This is in 
contrast to the community’s usual response, which is to 
see to it that the patient’s disruptive behavior leads to re- 
hospitalization. That action implicitly gives the patient 
the message that he is not responsible for his behavior, 
teaches the patient a maladaptive mode of coping with 
stress, and reinforces the chronic patient role. 

The manner in which we gained and maintained the co- 
operation of the supporting agencies in the community in 
relating to patients as described above is most clearly 
communicated by the following illustration: 

The local sheltered workshop is an agency that we use 
frequently; we regard its cooperation as essential. Early 
in Our work in community treatment, therefore, we met 
with the administrative staff of the workshop to discuss 
our philosophy of treating patients as responsible individ- 
uals and to obtain their sanction for our sending highly 
symptomatic patients to the workshop. After this was ac- 
complished we enrolled several patients in the workshop 
and gradually developed effective techniques for main- 
taining the cooperation of this agency. We soon learned 
that even though we had gained support from the work- 
shop administration, daily contact with floor supervisors 
was a necessary and useful endeavor because these indi- 
viduals were relating directly to our patients. Throughout 
these contacts we urged workshop personnel to operate 
only in the area of their own expertise, rather than to re- 
late to the patients as if they were therapists. 

Our contacts with personnel at the workshop took the 
following forms: 1) structured meetings were held to re- 
view patient progress and to solve problems collabora- 
tively, 2) a member of our staff frequently worked along- 
side our patients in the workshop as a model for the 
workshop staff and to discuss with them techniques use- 
ful in relating effectively with our patients, and 3) our 
staff was available on a round-the-clock basis to aid in 
the handling of crises and to provide assistance in any 
matter relevant to our patients. While such crisis contacts 
were usually initiated by a telephone call from workshop 
personnel, we often found it helpful to go immediately to 
the site of the problem to demonstrate our willingness to 
help. 

Our assistance most often took the form of consulting 
with workshop personnel on how they might handle a 
patient rather than our directly intervening with the 
patient. Repeated supportive contacts such as these grad- 
ually assured the workshop staff that we were not dump- 
ing our work on them and provided valuable opportuni- 
ties for training and problem solving. The result was that 
many workshop personnel became highly skilled in our 
training in community living techniques, and the number 
of crisis calls from this agency greatly diminished. 

Modifications of these techniques of constant avail- 
ability, modeling, support, and collaborative problem 
solving were successfully used to gain the active coopera- 
tion of a wide variety of individuals and agencies in the 
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community. These included landlords, employers, social 
and recreational leaders, restaurant owners, vocational 
counselors, mental health workers, the staffs of local 
emergency rooms, the police, and the district attorney's 
office. 

Summary of guidelines. The community treatment ap- 
proach focuses directly on the patient disabilities dis- 
cussed and thus adheres to the following guidelines: 

In-hospital treatment, even with extremely symptom- 
atic patients, is virtually eliminated so as not to reinforce 
dependency and to prevent institutionalization. 

Treatment concentrates primarily on teaching coping 
skills necessary to live in the community and enjoy a rea- 
sonable quality of life. The learning of these skills takes 
place solely in the community. 

Work with families and significant others is primarily 
directed toward the breaking of pathologically dependent 
relationships. 

Staff members relate to patients as responsible individ- 
uals and make maximal efforts to expose them to the nat- 
ural contingencies of living in society. 

A close relationship 1s maintained with an exceptional 
variety of community facilities, from agencies to individ- 
uals, to ensure the consistency and continuity of our ap- 
proach. 

Staff members are assertive in their approach, not only 
to minimize the possibility of patients dropping out of 
treatment, but to maximize their engagement in respon- 
sible, independent community living. 


Measuring Instruments 


At the time of their admission to the study, we admin- 
ister the following measuring instruments to the patients 
in each group: 

Demographic data form. We devised this form to col- 
lect standard demographic data on the patients’ life situ- 
ation and economic status. 

Short Clinical Rating Scale (19). This scale measures 
symptomatology. We used a summary scale of this mea- 
sure, the global symptomatology rating, which is a 9- 
point scale in which 0- none and 8 =severe. 

Community adjustment form. We devised this form to 
assess the patient's living situation, how much time he 
had spent in institutions, his employment record, his 
social relationships, the quality of his environment, his 
subjective satisfaction with life, and what leisure-time 
activities he participated in. 

Family Burden Scale. At one month, the Family Bur- 
den Scale is administered to the most significant other in 
the patient's family if that person lives in Dane County. 
We devised this 3-point scale to assess whether or not 
the experimental approach of treating the patient in the 
community places more of an emotional and economic 
burden on family members than does the control ap- 
proach. A score of 1 on this scale indicates that the 
family feels no extra burden; a score of 3 indicates severe 
burden. 

Every four months, the global symptomatology rating, 
the community adjustment form, and the Family Burden 
Scale are readministered. 
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TABLE | 
Demographic Characteristics of Experimental Group ( N 260) and Con- 
_ trol Group (N 260) at Time of Admission to the Study 





Experimental Control 
Characteristic Group Group Significance 
Sex n.s.* 
Male 33 34 
Female 27 26 
Marital status n.s.* 
Single 30 28 
Married 14 16 
Divorced or separated 16 16 
Mean age 31.3, SD=10.4 30.6,8D=11.5 ns.** 
Mean number of months 15.3, SD=26.6 11.3, SD=26.3 n.s.** 
spent in psychiatric 
institutions before 
admission to study 
Mean global symptom- 
atology rating 4.7,SD=1.6 3.9,SD=1.6 p<,01** 


* By chi-square test. 
** By two-tailed t test. 


TABLE 2 
Living Situations of Experimental Group (N=52) and Control Group 
(N=53) During First Four Months of Study* 


Experimental 
Group 


Control Group 
Mean SD 


Living Situation Mean SD Significance 
Psychiatric institution — 1.77 5.77 22.00 21.10 p<.001** 
Medical institution 1.15 5.33 0.96 2.93 n.s.** 
Penal institution 5.25 16.70 3.52 10.87 n,s.** 
Supervised setting*** — 7.17. 18.03 12.34 22.36 fs, ** 
[Independent setting 84.65 2540 61.09 3275 p«<.001** 


* Expressed as mean percent of four-month period + SD; the Ns represent 
the number of patients in each group on whom interviews were completed. 
** By two-tailed t test. 
*** Refers to such places as semisheltered boarding homes, halfway houses, 
and family care homes. 


RESULTS 


The results presented here represent data collected on 
the first 60 patients in each group during their first four 
months in the study. These results are important primar- 
ily as a measure of the feasibility of implementing our 
model as an alternative to treatment in a mental hospital. 


Characteristics of the Sample 


Relevant characteristics of patients in the two treat- 
ment groups at the time of admission to the study are 
presented in table 1. From this table it can be seen that 
the sample was relatively young, that most patients 
(approximately 75 percent) were either single, separated, 
or divorced, and that the patients had accumulated a 
substantial amount of time in psychiatric institutions 
before admission to this study. 

The only variable on which patients in the experimen- 
tal group differed significantly from the patients in the 
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TABLE 3 
Employment Situations of Experimental Group (N «52) and Control 
Group (N=53) During First Four Months of Study* 





Experimental Control 

Group Group 
Employment Situation Mean SD Mean SD Significance 
Unemployed 36.81 34.42 65.74 32.39 p«.001** 


30.99 39.96 4.13 10.98 p«.001** 
32.32 38.19 30.04 32.05 ns" 


Sheltered employment 
Competitive employment 


* Expressed as mean percent of four-month period + SD; the Ns represent the 
number of patients in each group on whom interviews were completed. 
** By two-tailed t test. 


control group was global symptomatology: the experi- 
mental patients were somewhat more symptomatic than 
the control patients. This difference is viewed as con- 
servative bias. 


Decision To Hospitalize 


Only 6 of the 60 experimental patients were hospital- 
ized in comparison with 54 of the 60 control patients 
(p<.001 by chi-square test). The 6 experimental patients 
spent a mean of 13.83 days in the hospital (SD = 15.60), 
and the 54 control patients spent a mean of 22.87 days in 
the hospital (SD=20.35). Of the 54 control patients who 
were hospitalized, 14 were readmitted after being dis- 
charged within the first four months of the study, repre- 
senting a readmission rate of 33 percent in four months. 


Living Situation 


Table 2 summarizes where patients lived during their 
first four months in the study. The amount of time spent 
in psychiatric hospitals was, of course, strikingly differ- 
ent in the two groups. There was no significant difference 
between the groups in the amount of time spent in medi- 
cal or penal institutions. There was also no significant dif- 
ference between the two groups in the amount of time 
spent in sheltered living situations. There was, however, a 
significant difference in the amount of time spent in inde- 
pendent settings: the experimental patients spent more 
time in independent settings than the control patients. 


Employment Situation 


The employment situation of patients in both groups 
during the first four months of study is shown in table 3. 
It can be seen that experimental patients spent signifi- 
cantly less time unemployed and significantly more time 
in sheltered employment than did control patients. There 
was no significant difference between groups in the 
amount of time spent in competitive employment. Fol- 
low-up data will show whether or not time spent in shel- 
tered employment leads to competitive employment. 


Other Measures 


As was shown in table 1, both groups scored high (be- 
tween "moderately" and “markedly” ill) upon entry into 
the study on the global symptomatology rating. By the 
end of four months patients in both groups revealed a sig- 


nificant decrease in symptomatology, with no significant 
difference between groups on amount of improvement. 
Preliminary measures of social relationships, leisure-time 
activities, quality of environment, and subjective satis- 
faction with life also revealed no significant differences 
between groups at the end of four months. 


Family Burden Scale 


One month after entry into the study the burden felt by 
the families of both groups was almost identical. The 18 
relatives of patients in the experimental group had a 
mean rating of 1.89 (SD=.76), and the 16 relatives of 
patients in the control group had a mean rating of 1.81 
(SD=.75). At four months there was a significant de- 
crease in the burden felt by families of experimental! 
patients; their mean rating was 1.44 (SD =.70) (p<.01 by 
two-tailed t test), However, there was no such decrease in 
the burden felt by control families; their mean rating re- 
mained 1.81 (SD=.75). These results indicate that our 
community treatment approach did not place excessive 
stress on the families of experimental patients in com- 
parison with the traditional approach (p<.05 by two- 
tailed t test). 

The relatively small numbers of 18 and 16 for the fam- 
ilies of experimental and control groups, respectively, re- 
flect the fact that a high percentage of our patients do not 
have family living near them. 


DISCUSSION 


The above results clearly indicate that our extro-hospi- 
tal model is a feasible alternative to mental hospital 
treatment. While other studies have demonstrated suc- 
cessful alternatives to the mental hospital for selected 
populations such as patients with families close-by (20- 
22), we used a randomly selected group of patients 
presenting for admission to a public hospital. Patients 
were included in the study regardless of symptomatology 
and regardless of the presence or absence of social re- 
sources. 

While the longer range data currently being collected 
are certainly needed to assess the overall effectiveness of 
the model, the four-month data demonstrate that, in the 
new model, hospital stays were virtually eliminated, 
thereby reducing the disruption to life, the social stigma, 
and the reinforcement of dependency that result from 
hospitalization. The psychiatric hospital was used less, 
but there was no increase in the amount of time spent in 
` penal institutions by our experimental patients, and no 
"mini-hospital" was created in the community. Rather, 
experimental patients spent most of their time in inde- 
pendent living situations, and the amount of time spent in 
overall productive functioning was increased. This was 
accomplished without reducing the individual patient's 
quality of life or his personal satisfaction with life. It is 
also important to note that this was accomplished with- 
out increasing the burden felt by the patient's family. 

These results may be viewed as tautological: i.e., reduc- 
tion of time in the hospital ‘“‘creates” increased time in 
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productive community living. To some extent this is true; 
however, the existence of third-rate boarding houses and 
hotels crowded with discharged mental patients makes it 
clear that simply being out of the hospital does not neces- 
sarily ensure satisfactory community functioning (23). 

A cost-benefit analysis comparing the new model with 
traditional treatment is in progress to determine the eco- 
nomic feasibility of the program. Data from the eco- 
nomic study as well as data regarding the future clinical 
outcome of patients will be reported at a later time. Al- 
though the primary significance of the current data is in 
demonstrating that the training in community living 
model is a feasible alternative for patients who would 
otherwise be treated in public mental hospitals, it is our 
hope that the follow-up data will show that this model 
also enhances the long-range community adjustment of 
these patients. 
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Token Programs in an Acute Psychiatric Hospital 


BY THOMAS J. CROWLEY, M.D. 


The author has used individually prescribed token 
economies with about 5 percent of his acute psychiatric 
inpatients. Previous reports have dealt primarily with 
chronic patients. Case reviews indicated that patients 
chosen for these programs fell into four categories 
(which are illustrated by case histories): depressed 
complainers, apathetic and withdrawn patients, agitated 
psychotics, and impulsive, acting-out nonpsychotics. 
The author recommends techniques for patient selection, 
goal setting, and determination of reinforcers, and 
suggests that use of token programs may forestall 

the social breakdown syndrome in very disturbed 
patients. 


DESPITE THE VARIETY of treatment modalities available 
in acute psychiatric hospitals, some patients still respond 
poorly. Token economy programs may provide a more 
intensely focused therapeutic milieu to forestall these dif- 
ficult patients’ continued regression into the “‘social 
breakdown syndrome” (1). 

Such programs have been used primarily with chroni- 
cally hospitalized patients who are paid tokens (poker 
chips, plastic scrip, etc.) as soon as they complete pre- 
scribed healthy behaviors. The tokens, which are redeem- 
able for meals, passes, or other privileges, constitute im- 
mediate positive reinforcement for the behavior. Such 
programs focus on the successes rather than the failures 
of patients, they parallel the monetary reward system of 
society outside the hospital, and they provide a context 
for interpersonal treatment for relatively nonverbal 
patients who respond poorly to more traditional psycho- 
therapy (2). Token economies have decreased psychotic 
behaviors and increased productivity and dignity for 
many chronically hospitalized patients (3-7). 

There appear to be no reports of individualized token 
economy treatment in acute 24-hour hospitals, and I 
know of only one report of a ward-wide program in this 
type of hospital (8). This report retrospectively reviews 
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the use of token programs in an acute hospital, suggest- 
ing criteria for patient selection and for choice of target 
behaviors and reinforcers, while providing impressions of 
outcome. 


METHOD 


About 5 percent of the patients on a well-staffed ward 
in a university psychiatric hospital were selected for 
treatment in token programs. With experience, the ward 
staff developed some consensus as to which patients 
might respond to the treatment. This paper reviews 20 
such cases treated over a 2-year period, comparing them 
with a sample of 50 consecutive admissions from the 
same period and attempting to retrospectively define the 
criteria that were used to select the patients. Techniques 
used in establishing the programs are outlined. 


PATIENT CATEGORIES 


The patients treated in the token programs fell into 
four general categories, which will be described and illus- : 
trated by case histories. 


Complaining, Depressed Patients 


Of the 20 patients, 8 were chronically somatizing, help- 
less acting, inactive, depressed people. They were older 
than patients in the comparison group of 50 consecutive 
admissions (means = 57 and 33 years, respectively), and 
three-fourths had diagnoses of neurotic or psychotic de- 
pressions. Half had recently lost a spouse or other close 
relative and were alone or were having significant prob- 
lems with remaining relatives. 


Case 1. A 54-year-old woman who had been a widow for 1 
year was living with a son who was arrested for drug dealing. 
Her lifelong cranky, pessimistic, complaining, and helpless be- 
havior increased acutely, and she was admitted with agitation 
and depression. Previous depressions had responded to elec- 
troconvulsive therapy (ECT), but myocardial scleroderma with 
congestive heart failure now contraindicated ECT and tricyclic 
drugs. She responded little to other measures. Twenty days af- 
ter admission, a token program was initiated to reward her for 
active, independent behaviors inconsistent with depression (see 
table 1). She earned poker chips for such behaviors and paid for 
certain privileges and for engaging in certain depressive behav- 
iors on the ward. The family maintained the program when she 
was home on passes. Her complaints diminished and her posi- 
tive behaviors increased, as is illustrated in figure 1, and she was 
discharged to a halfway house about a month later with her de- 
pression significantly improved. 
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TABLE | 
Token Program in Case 1,a Complaining, Depressed Patient 





Number of Tokens 


Target Behaviors Earned/Paid 





Initial Program 
Patient earns tokens 


Listing personal positive attributes | per item 
Talking positively about herself 2 per 5 minutes of 
conversation 


Attending and participating in ward 


activities 2 per activity 
Eating a meal with meat, milk, and 

vegetables | per meal 
Playing cards | per game 

Bonus for winning | per game 


Initiating and supervising ward 
cooking projects 
Discussing problems constructively 


3 per project 

| per 5 minutes of 
conversation 

Patient pays tokens 
Time on bed 
Time with visitors 


2 per 15 minutes 
| per 15 minutes 


Time with resident 

Complaints to staff 

Passes 

Missing scheduled ward activities 


Added later 
Patients earns tokens 


Fixing hair and make-up 

Taking a walk 

Setting table and washing dishes when 
on a pass 

Discussing moving to halfway house 


Getting application for halfway house 

Getting help to make phone call to 
halfway house 

Patient pays tokens 

Complaints about program 


2 per 15 minutes 
| per complaint 
2 per hour 

3 per activity 


| each time 

] per 10 minutes 

] each time 

| per 5 minutes 
conversation 

10 per phone call 


| per request 


| per complaint 


Saying, “You won't send me to the 


state hospital, will you?" } per question 


Withdrawn, Apathetic Patients 


The 4 patients in this group averaged 26 years of age. 
Three had been diagnosed as having schizophrenia. 


Case 2. A 21-year-old single woman who had been recently 
hospitalized once for a serious suicide attempt and once for pos- 
turing, ruminating, and social withdrawal was readmitted for 
depression. A home visit revealed that the patient could prepare 
food, sew curtains, etc., but received less attention from her par- 
ents for these activities than for her symptoms. She controlled 
the family through her symptoms; they felt that they had to do 
her bidding lest she attempt suicide again. Phenothiazines were 
continued, and 1 month after admission a token program was 
started to reward and encourage the healthy behaviors that her 
family had ignored. She earned tokens for 1) initiating conver- 
sations and speaking in group therapy, 2) occupational therapy 
projects, 3) listing her positive attributes, and 4) planning and 
taking steps toward school enrollment. She paid tokens for 
daytime spent on her bed, time with her doctor, and passes 
home. The family enthusiastically followed the program in the 
home when she was on passes and for several months after dis- 
charge. Her parents paid her tokens for studying, sewing, cook- 
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FIGURE | 
Token Transactions in Case 1, a Complaining, Depressed Patient* 
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THREE-DAY BLOCKS 


*The patient earned tokens for making positive self-references and discussing 
solutions to problems and paid tokens for complaints. Data for the first 3-day 
block are deleted because of staff inconsistencies in payments and charges. 


ing, shopping, attending and socializing at school, etc. She 
could redeem the tokens for a cash allowance or for time to iso- 
late at home watching TV, listening to records, or resting on 
her bed during the day. Two years after discharge she was in 
college making good grades and dating, and she had made 
several friends. 


Agitated, Hyperactive Psychotic Patients 


The 4 agitated, hyperactive psychotic patients had a 
mean age of 27. The group included | excited schizo-af- 
fective patient, 1 paranoid schizophrenic patient, and 2 
manic patients. 


Case 3. A 17-year-old boy whose parents had viewed him as 
peculiar for 10 to:12 years often locked himself in his bedroom 
or bathroom at home to avoid school, never ate with the family, 
and sometimes stayed away for days. He was arrested for 
swinging a baseball bat at cars in the middle of a busy street and 


was angry, uncooperative, and apparently hallucinating on ad- 
mission to the hospital. Antipsychotic medications were of no 
immediate help and because of increasing threats, com- 
bativeness, and disrobing, he eventually spent much of his time 
in a seclusion room. He sometimes said that he did not want to 
return to his parents, and he seemed to use the hospital and se- 
clusion room to avoid them, as he had used the bathroom at 
home. A program was designed to serve three functions: 1) to 
permit him to be away from others without having to be 
“crazy,” 2) to make human contact more pleasant, so that he 
would more often choose to be with others, and 3) to reestablish 
healthy behaviors that would help him in his contacts with 
people. He was to stay in seclusion except when he used tokens 
to buy half-hour blocks of time for activities he enjoyed such as 
ping-pong, reading, eating snacks, etc. He forfeited the pur- 
chase price if he was returned early to seclusion for threats or 
screaming. He earned tokens for being quiet in seclusion, for 
various personal hygiene activities, and for eating and taking 
medications regularly. The family agreed to visit briefly each 
night and to bring him a small gift whether he was in seclusion 
or not. He enjoyed the program and was observed hoarding, 
counting, and playing with his tokens. However, after 9 days of 
improvement, his parents missed two visits and he again be- 
came abusive and wild, increasing his seclusion time. He threw 
his tokens away, saying, "I'll teach my parents a lesson they'll 
never forget!" 

When the parents were reenlisted in the program, the patient 
was systematically reinforced for slow but steady steps back 
into contact with ward staff and family. He eventually chose to 
return home, went there on passes, and was discharged after 104 
hospital days. Seven months later he was making a marginal 
adjustment at home, neither working nor attending school. 


Impulsive, Acting-Out Nonpsychotic Patients 


These 4 patients, who averaged 26 years of age, had 
character or behavior disorders. Three eloped, two just 
before planned discharge. 


Case 4. An 18-year-old mildly retarded girl was admitted 
when her father demanded placement out of the home after she 
had a "seizure" on the first day of a school year. She suffered 
seizures of both organic and psychological origin, and for 
months had had uncontrolled temper tantrums and staggering 
gait and refused to eat or maintain personal hygiene. 

Raised initially in taverns by her mother, she was placed in a 
state school until her father took her home at the age of 14. She 
did well in special education classes, but during two years of 
regular school she cried and fought with her parents until she 
was physically restrained. This disturbed, antisocial behavior 
apparently gained considerable attention from the family and 
permitted the patient to avoid overly demanding classes. 

After 5 hospital days of continued regressed behavior, a pro- 
gram was developed to selectively provide attention for useful, 
healthy social behaviors she would need in order to take special 
education classes. She earned tokens for attending ward activi- 
ties, being up and dressed by 8 a.m., for personal hygiene activi- 
ties, etc. She paid tokens to spend time on her bed, eat in her 
room, increase her privileges, use the TV or phone, etc. As her 
activity and mood improved, very structured family contacts 
were arranged. Eventually, she was earning tokens for going to 
special education classes, taking successful passes home, and 
applying for a work-study job. Four months after discharge she 
was attending school, working, and dating, but she had been put 
out of her father's house after a temper outburst and was living 
with a friend. 
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PATIENT SELECTION CRITERIA 


Many patients who might have fit into the four cate- 
gories I have described were not treated with token pro- 
grams. The case reviews suggest that other factors also 
operated in the selection of the patients who were chosen 
for token programs. 

First, the patients treated with token programs were 
quite disturbed. Psychotic affective and schizophrenic 
diagnoses were two times more common among them 
than among the comparison group (x? = 6.34, p«.02). 
Duration of stay, which correlates strongly on this ward 
with various indices of psychopathology (9), was 46 days 
versus 24 days for the comparison group (p<.001). 

Second, the disturbed behaviors of these patients were 
usually acute exacerbations of long-standing habits. The 
complaining, depressed woman in case 1 had always been 
pessimistic. The agitated, psychotic boy's seclusion-seek- 
ing behavior (case 3) was an exaggerated form of his 
long-time habit of locking himself in the bathroom. Nat- 
ural reinforcers in the patients’ environments had main- 
tained these chronic behavior patterns. The token pro- 
grams reversed the contingencies to reinforce healthier 
activities. Nonhabitual behaviors that apparently arose 
de novo with the acute episode (e.g., acute hallucinations) 
were treated differently. For instance, stressful stimuli 
such as family pressures were reduced, while the patient’s 
stress responses were altered with medications. 

Third, token programs were used with patients whose 
affective behavior changed under various stimulus condi- 
tions. If an inactive depressed patient cheered up dramat- 
ically during family visits, for instance, we might pay the 
patient for daytime hours out of bed and charge him for 
visits with the family. Patients who were depressed under 
all conditions appeared to respond better to somatic 
treatments with a supportive, nondemanding milieu, as is 
illustrated by the following case example. 


Case 5. A 64-year-old widow hospitalized with a psychotic, 
retarded depression responded excellently to 6 ECTs, but her 
symptoms returned when she had passes home with an angry, 
rejecting daughter who would not join in the treatment. I mipra- 
mine and triiodothyronine (10) were begun simultaneously with 
a token program to reinforce activity and improved family con- 
tacts. Symptoms progressed for 1 week, eventually appearing to 
be independent of immediate stimulus conditions. Four more 
ECTs resulted in improvement and discharge. This woman's to- 
ken transactions (and general output of behavior) increased af- 
ter the ECTs; the operant program seemed ineffective before 
ECT. Improved operant performance after physiological treat- 
ments has been reported previously (11). 


Fourth, token programs were prescribed for patients 
whose environment reinforced them for staying "sick." 
Some patients-use hospitalization not to solve problems 
but to avoid them. Impulsive or crazy behavior pays off 
by separating these patients from unpleasant outside en- 
vironments. The girl in case 4 escaped from her rejecting 
parents into a relatively pleasant hospital where contin- 
ued sick behavior could earn a continued stay. Programs 
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for such patients, who do notoriously poorly in short- 
term hospitals (12, 13), were designed to say, "You must 
work on your problems and act sane to stay here. You 
may buy the various privileges of hospitalization (a meal, 
use of a bed, TV, etc.) with tokens, and you can earn to- 
kens only for specified healthy behaviors that will later 
help you overcome your problems on the outside." These 
patients had a clear choice: work on problems and “‘pay 
their way" with tokens, or don't work, don't earn, and be 
discharged, either to the home or (if there was dangerous 
behavior) to a chronic hospital. No patients chose the lat- 
ter course. 

Fifth, token programs were used with patients whose 
wild, impulsive hyperemotional or unpredictable behav- 
ior disrupted the usually empathic, warm, positively rein- 
forcing behavior of the staff. When the staff started using 
angry, aversive methods of control, they put themselves 
on a program. They systematically reinforced the 
patient's healthy behaviors with tokens, while responding 
to wildness in an orderly way that was well thought out 
and explained in advance to the patient. These patients, 
who were often the products of unpredictable and aver- 
sively controlling environments, were now in an environ- 
ment that attended actively to their successes and limited 
their uncontrolled behavior reasonably and in a highly 
predictable way. 

Sixth, some residents preferred the preplanning and or- 
derliness of token programs and prescribed them more 
often than did others. 


SELECTION OF TREATMENT GOALS 


The patients treated with token programs had not 
functioned well in the community before hospitalization. 
The hospital treatment goals were accordingly limited: to 
return patients to approximately their prehospital func- 
tional level, forestalling a progressive social breakdown. 
This general goal was usually met. Of these 20 very dis- 
turbed patients, 95 percent went home, to halfway 
houses, day treatment, or other outpatient dispositions. 
Only one was referred for long-term hospitalization. 

Beyond this general goal, the programs were pre- 
scribed to reinforce progress toward the individual goals 
of specific patients. In the chronically hospitalized, it is 
difficult to know what behaviors to reinforce, for there is 
little to be done on back wards that is worth rein- 
forcing (4). In acute patients, however, the history gives a 
behavioral baseline, and the current behavior can be 
viewed as a deviation from that baseline. The therapist 
and patient can develop a program to successively rein- 
force small changes in behavior toward the baseline. 

Of the various symptoms—the various deviations from 
the behavioral baseline— which should be approached 
first, and how? Most "symptoms" can be defined either 
as an excess of one behavior or as a deficit of another, 
e.g., as an excess of isolation in bed or as a deficit in so- 
cial interactions with others. The patient could be 
charged for isolating or paid for socializing; the latter is 
probably preferable in most cases. 
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Reinforcement can only increase the frequency of be- 
haviors that are already occurring to some degree; behav- 
iors that do not occur at all cannot be reinforced. Thus, 
reinforcement must begin “where the patient is at" be- 
haviorally, and proceed stepwise from there. A patient 
who isolated in bed might first be reinforced for talking 
with staff from the bed, then for talking in the bedroom 
while out of bed, and finally for talking in the ward day- 
room. This process of "shaping" behavior requires a 
clear final goal (e.g., talking with staff in the dayroom) 
and a clear understanding of the patient's current behav- 
ioral repertoire (e.g., only able to talk while lying in bed). 
The final goals would be those behaviors the patient 
would need in order to return to his prehospital function- 
ing. The initial behaviors for systematic reinforcement 
should be those which are in the current behavioral reper- 
toire of the patient and which are first steps toward the fi- 
nal goals. 

The steps should be small. The “shaping” of the behav- 
ior of the impulsive girl (case 4) began with tokens for 
personal hygiene activities, getting up in the morning, etc. 
She was then paid for washing and ironing her clothes in 
addition to the personal hygiene activities and, even- 
tually, for specific steps toward school. She remained at 
each level until she was performing well and with pride 
and at the next step was reinforced for doing just a little 
more. 

The shaping procedure ends when the patient again be- 
haves in ways that will permit him to live outside the hos- 
pital. However, patients need not be mechanically di- 
rected back to their prehospital situations. The depressed 
woman in case 1 chose to go to a halfway house rather 
than to return home. She was then successively rein- 
forced with tokens for small steps toward this goal: get- 
ting off her bed, calling for application forms, planning a 
move, etc. | 

Skinner (14) recommends making better environments 
to make better men. The disturbed behavior of these 
patients was often unwittingly maintained by their fam- 
ilies. Family therapy was directed at increasing the fam- 
ily's reinforcement of healthy behavior while decreasing 
their reinforcement for disturbed behavior, an approach 
that was especially successful with the family of the with- 
drawn girl (case 2). When token programs ignore family 
realities that militate against change, the patient may be- 
come dysphoric and perform poorly. Depression and 
anxiety are not "the reason" why the patient works 
poorly. Rather, the dysphoria and poor performance to- 
gether indicate that mixed and conflicting reinforcement 
programs are operating in the patient's total environment 
of hospital and outside life. Few patients can change their 
entire lives in a brief hospitalization, but most wish to re- 
turn to those activities and situations which formerly 
gave them pleasure. Treatment programs should help 
patients recover those pleasurable aspects of their lives, 
without requiring changes in the hospital that conflict 
with major reinforcement systems in the patient's outside 
life. 

Circumstances precipitating hospitalization may pre- 
vent a return to the prehospital baseline. The depressed 


patient's life (case 1) was irrevocably changed by her hus- 
band's death, and her efforts to live with various relatives 
failed. Her hospitalization was aimed at finding a reward- 
ing living situation. The token program reestablished be- 
haviors that would help her enter the halfway house she 
chose. A token program to change her in-hospital com- 
plaining behavior would probably have failed if it was not 
coupled with a plan to find a new living situation. 


SELECTION OF REINFORCERS 


What reinforces seriously disturbed behavior? In part, 
"craziness" may be defined as performing work to obtain 
very unusual reinforcers, such as being locked away (case 
3 is an example). In one case a chronic patient who was 
offered discharge responded, “‘You’re not going to rail- 
road me out of here!" (15). Ludwig and associates (11) 
commented, “Our a priori conceptions of punishments 
have been accepted as rewards by patients, while rewards 
are taken as punishments.” 

Fortunately, Premack’s principle (16) specifies what 
will reinforce behavior. It may be stated as follows: the 
opportunity to engage in a high-frequency behavior will 
reinforce a low-frequency behavior. In case 1, the de- 
pressed woman often stayed in bed or received family 
visits; these were high-frequency behaviors. She did little 
productive work in occupational therapy—a low-fre- 
quency behavior. Therefore, she was paid for OT work 
with tokens redeemable for bed-rest time or family visits. 
The purpose obviously was not to eliminate family visits, 
or even bed rest (which was excessive), but rather to 
effectively reinforce low-frequency behaviors of activity 
and self-reliance. 

Most of the reported programs for chronic patients 
have been set up on a wardwide basis. The programs I 
have described were individually prescribed to help 
patients reach their personal goals and were based on an 
understanding of individual patients that came from an 
analysis of the particular behavioral frequencies in the 
baseline and current state of each patient. Appendix 1 
lists behaviors for which these 20 patients earned or paid 
tokens. Many behaviors appear in both lists. Some 
patients who frequently requested passes home have pur- 
chased passes with tokens earned through important low- 
frequency behaviors, such as arranging for a job. But 
patients who avoided outside problems through hospital- 
ization earned tokens for successful passes home; they 
could then purchase time for specified high-frequency be- 
haviors on the ward, such as watching TV. 

Many of these patients surprisingly continued to earn 
tokens even after building up a sizable "bank account." 
Several patients literally broke the bank, exhausting the 
staff's supply of poker chips. These patients, who had of- 
ten been treated as failures by those around them, ex- 
pressed pleasure with the tokens as concrete evidence 
that they were seen as successful by the staff. It is prob- 
able that the social interactions with staff members who 
gave the tokens came to be a significant reinforcer, and 
staff members were careful to provide smiles and con- 
gratulations for progress when giving tokens. 
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SUMMARY AND CONCLUSIONS 


This review of our work suggests certain steps in estab- 
lishing a token program for an acute psychiatric in- 
patient. 

l. Ascertain that the patient responds poorly to a less 
structured therapeutic milieu and fits a category and 
some of the additional criteria given earlier in this paper. 

2. Assess his past history and prehospital baseline 
functioning. 

3. Determine what changed in his life to cause a 
change in his baseline behavior. 

4. Set with him a general goal to help him return to or 
near his baseline. If permanent losses precipitated hospi- 
talization, aim to help him find a satisfactory replace- 
ment for what he lost. 

5. To set specific goals, begin by counting his current 
behaviors. Determine which important ones occur in ex- 
cess, and which in deficit, compared to the baseline. 

6. Systematically pay him tokens whenever he per- 
forms important behaviors that are in deficit. 

7. Permit him to redeem these tokens for the opportu- 
nity to engage in his high-frequency behaviors, whether 
or not they seem "healthy." 

8. Charge tokens for behaviors occurring in excess 
over his baseline rate. 

9. Begin by reinforcing him reasonably for his present 
level of functioning; change the program gradually to re- 
inforce small steps back toward the behavioral baseline. 

10. Prescribe family interactions to reinforce a return 
to the baseline. 

11. Discontinue the program when more natural social 
reinforcers are again maintaining baseline behavior. 

Many of these same steps, of course, are implicit in the 
milieu treatment of any acute psychiatric patient. But 
the token exchanges require greater clarity, consistency, 
and precision in the staffs definition of the treatment 
plan. This provides the patient with a clearer view of 
treatment goals and techniques, permitting him to partic- 
ipate more actively in shaping the course of the treat- 
ment. 

This uncontrolled report on techniques for developing 
token programs cannot really establish their efficacy in 
treating acute psychiatric inpatients, but the method does 
appear promising. The return of 95 percent of these 
rather disturbed patients to the community suggests 
value for token programs in forestalling the social break- 
down syndrome. 
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APPENDIX 1 
Behaviors for Token Transactions 


BEHAVIORS FOR WHICH PATIENTS HAVE EARNED TOKENS 


I. Personal Hygiene 


Get up in morning, dress, brush teeth, make bed, wash and iron 
clothes. 


2. Ward Activities 


Attend occupational or recreational therapy groups, talk there, 
be quiet there. Eat out of seclusion, eat in cafeteria. Use day- 
room, stay out of bedroom, quiet on ward, cleaning, cooking. 


3. Physical Care Activities 


Cooperate in medical work-up, in taking antipsychotic drugs 
or disulfiram, requesting prescribed medications. In bed at 
night. Eat well. Exercise. 


4. Attitude-Changing Behaviors 


Discuss a solution while discussing a problem. List positive at- 
tributes of self, others. List advantages, disadvantages of work 
versus welfare. Hopeful talk. Compliment or do things for 
others. Chart mood changes. 


5. Self-Control Behaviors 


Stay out of seclusion, stick to privileges. Refrain from fighting. 


6. Social Behavior on Ward 


Socialize with staff, patients. Converse without arguing, com- 
plaining, or acting confused. 


7. Family Interactions . 


Cail family. Arrange family visit in hospital, pass, activities at 
home. Eye contact with family. Avoid arguments with family. 


8. Leaving Hospital 


Walk outside, request more privileges, request changes in be- 
havior program. Accomplish personal business on pass. Social- 
ize away from hospital. Accomplish steps toward job, work, liv- 
ing situation. Go to work. 
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BEHAVIORS FOR WHICH PATIENTS HAVE PAID TOKENS 


Select street clothes, shower. 


Attend groups, individual therapy. Talk with nursing staff. Eat 
in ward rather than cafeteria. Time to isolate self. Bowling. 
Use of favorite chair, TV, cigarettes, stereo. One day of hospital 
stay. 


Use of home remedies, sedatives, stimulants. Eat meals, skip 
meals, snacking, drink coffee. Forget medications. Refuse rec- 
ommended rest. 


Complaining, discuss physical symptoms, manipulative suicide 
talk. 


Hurt self, have matches. 


Pass home, family visit. Call family to complain; call to family 
if patient doesn't say “thank you” during conversation. 


Passes, more privileges, walks outside. 


TOPICAL PAPERS: Drug Side Effects 





Cardiovascular Malformations with Lithium Use During Pregnancy 


BY MORTON R. WEINSTEIN, M.D., AND MICHAEL D. GOLDFIELD, M.D. 


The 143 cases of lithium use during pregnancy collected 
by the Register of Lithium Babies show that infants 
exposed to lithium appear to have a higher than expected 
ratio of cardiovascular anomalies to all anomalies and 
may have an increased risk of congenital heart disease. 
The authors believe that these findings justify a 
conservative policy on the use of lithium with fertile 

and pregnant women. 


IN COLLABORATION WITH colleagues in Denmark and 
Canada, we have for several years been soliciting infor- 
mation about infants exposed to lithium carbonate in 
utero. A total of 150 such reports have now been re- 
ceived; of these, 143 met the following criteria and have 
been incorporated into the Register of Lithium Babies: 1) 
lithium ingestion by the mother at least some time during 
the first trimester of pregnancy, and 2) the availability of 
the infant or fetus or sufficient fetal tissue to permit iden- 
tification of significant anomalies. 

Through a series of reports (1-6), the register has been 
brought to the attention of those likely to encounter 
"lithium babies." Also, all hospitals with AMA-ap- 
proved obstetrical and pediatric internships and resi- 
dencies were contacted twice in the last two years with in- 
formation about the register and forms for reporting 
lithium babies to it. Each hospital department was also 
asked to designate a staff member to serve as liaison with 
the register. 


The authors are with the Department of Psychiatry, University of Cali- 
fornia, San Francisco, Calif. 94143, where Dr. Weinstein is Associate 
Professor in Residence and Dr. Goldfield is Assistant Clinical Profes- 
sor. Dr. Weinstein is also Senior Psychiatrist, Langley Porter Neu- 
ropsychiatric Institute, San Francisco, Calif. 


This work was supported by Langley Porter General Research Support 
grant FR 72-6 and by grants from Smith Kline & French Laboratories 
and the J.B. Roerig Division of Pfizer Pharmaceuticals. 


Several articles have described the work of the register 
since its inception (3, 6, 7). These earlier reports ac- 
knowledged that data gathered by a register of this kind 
could not generate reliable information about the in- 
cidence of anomalies in infants exposed to lithium. How- 
ever, they noted that a register could give early warning if 
the alarming frequency (30 to 60 percent) of fetal anoma- 
lies and maternal and fetal deaths reported in rodents ex- 
posed in utero to lithium also occurred in human fetuses 
exposed to the drug (8, 9). It became reassuringly clear 
early in the work of the register that this was not the case, 
but on the basis of earlier analyses of material in the reg- 
ister we recommended a conservative approach to the use 
of lithium in fertile women, discontinuation of lithium in 
the first trimester if possible, and avoidance of breast- 
feeding by lithium-treated mothers (5, 7). However, we 
did not believe the evidence then at hand warranted ter- 
mination of pregnancy because of lithium exposure 
alone, and we did not feel that lithium treatment should 
always be interrupted when a pregnancy occurred. 


INCIDENCE OF.CARDIOVASCULAR;ABNORMALITIES 


However, recent .additions to the register have sup- 
ported the view that:there is an unexpectedly high pro- 
portion of major cardiovascular abnormalities among the 
malformed infants reported. The characteristics of the 
malformed lithium babies are presented in table 1, which 
shows that there are 13 malformed infants among the 143 
in the register (9.1 percent). 

Two of these babies (subjects 3 and 4) had anomalies 
of the central nervous system and of the external ears, re- 
spectively. The 11 other infants were born with signifi- 
cant malformations of the cardiovascular system (7.7 


. percent of all register entries and 85 percent of all of the 


malformed infants). Of the 11 with cardiovascular anom- 
alies; 10 had major abnormalities of the heart and great 


The papers in this section are groups (around nd arspecific topic. Publication here does not, however, imply that the Edi- 


tors consider this material to con bie 





om] ig sive analysis of the topic. 
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TABLE ! 


Data on Malformed Infants From the Register of Lithium Babies 


Birth Other Drugs Used 
Subject Date During Pregnancy Sex Weight 
l 3/9/69 = Female — 
2 5/22/69 — Male 6 lbs. 202. 
3 8/23/69 Chlorpromazine, Female 6 Ibs. 13 oz. 
diuretics 
4 9/28/69 None Male 7 ibs. 11 oz. 
5 1/30/71 Nortriptyline, Female Slbs. 60z. 
diazepam 
R 
6 2/—/71 Haloperidol, nortriptyline, — — 
barbiturates, and others 
7 2/23/71 None Female 6 Ibs. 11 oz. 
8 9/28/71 — Male 4 lbs. 13 oz. 
9 2/22/72 Amitriptyline Female 7lbs. 807. 
10 5/23/72 None Female 4 Ibs. 13 oz. 
11 11/8/72 None* Female  71bs. Ooz. 
12 1/18/73 Nortriptyline** Female 7lbs. 80z. 
13 6/30/74 Trifluoperazine Female 8 lbs. 14 oz. 


*The mother was a “gestational diabetic.” 
** The mother was 39 at time of pregnancy. 


vessels, and the other (subject 8) had a single umbilical 
artery. Information about the use of other drugs during 
pregnancy was available for 10 of the 13 malformed in- 
fants; 6 of these had been exposed to medications other 
than lithium, and in another instance (subject 11) the 
mother had “gestational diabetes." It is especially note- 
worthy that 4 cases of Ebstein's anomaly (subjects 7, 9, 
11, and 13) have been reported to the register (10, 11). 


5. This rare malformation (10, 12) consists of a distorted 


and displaced tricuspid valve, with secondary abnor- 
malities of the right ventricle and atrium. Atrial septal 
defect or patent foramen ovale may also be present. 

Reports to a register such as this will tend to exagger- 
ate pathology, and data gathered in this way do not per- 
mit inferences or conclusions about the true incidence of 
any pathological state in the reporting population. How- 
ever, the ratios among kinds or classes of pathology in 
the register should be similar to the corresponding ratios 
in the reporting population, and studies of general as well 
as selected populations of neonates consistently show 
that major anomalies of the cardiovascular system repre- 
sent a minority of all nontrivial congenital anoma- 
lies (13-16). 
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Source 
Type of Malformation Child's Fate of Report 
Coarctation of the aorta Malformation corrected U.S.A. 
with surgery 
High intraventricular Died on day 4 U.S.A. 
septal defect 
Stenosis of aqueduct with — Canada 
hydrocephalus, spina bifida 
with sacral meningo- 
myelocele, bilateral talipes 
equinovarus with paralysis 
Unilateral microtia Developing normally at Denmark 
age 3, apart from the 
malformed ear 
Mitral atresia, rudimentary Died on day 5 U.S.A. 
left ventricle without inlet 
or outlet, aorta and pul- 
monary artery arising from 
right ventricle, patent 
ductus arteriosus, left 
superior vena cava 
Mitral atresia Died soon after corrective U.S.A. 
surgery 
Ebstein's anomaly Died a few days after birth U.S.A. 
Single umbilical artery, Died 5 hours after birth Canada 
bilateral hypoplasia of 
maxilla 
Ebstein's anomaly Died 1 day after birth Denmark 
Atresia of tricuspid valve — Stillborn Denmark 
Ebstein's anomaly — U.S.A. 
Patent ductus arteriosus, Survived 3 months as of England 
ventricular septal defect report 
Ebstein's anomaly _ U.S.A. 


Synthesized data from several studies in which infants 
were examined carefully at birth and during the first 
week of life (13-17) indicate that the incidence of all non- 
trivial anomalies in such infants is about 30 per 1,000 
births; the incidence of congenital heart disease is about 4 
per 1,000 births; the incidence of tricuspid atresia is about 
.09 per 1,000 births; and the incidence of Ebstein’s anom- 
aly is about .05 per 1,000 births. Overall, therefore, the 
ratio of Ebstein’s anomaly to all nontrivial anomalies is 
about 1:600, the ratio of Ebstein’s anomaly to all forms 
of congenital heart disease is about 1:80, and the ratio of 
congenital heart disease to all nontrivial malformations 
is about 1:8. 

In contrast, in the Register of Lithium Babies the ratio 
of Ebstein’s anomaly to all reported nontrivial anomalies 
is 1:3.3, the ratio of Ebstein’s anomaly to all forms of 
congenital heart disease is 1:2.5, and the ratio of con- 
genital heart disease to all nontrivial malformations is 
1:1.3. In the register the ratio of malformations of the tri- 
cuspid valve/tricuspid atresia (subjects 7, 9, 10, 11, and 
13) to all cardiac anomalies is about 1:2, while the ratio 
of tricuspid atresia to all congenital heart defects in base- 
line studies (12, 14-16) is about 1:44 (see table 2). 


TABLE 2 
Ratios Between Various Malformations 








Register of Expected 

Malformations Lithium Babies (10-17) 
Ebstein's anomaly to all nontrivial 

anomalies 1:3.3 1:600 
Ebstein's anomaly to all forms of 

congenital heart disease 1:2.5 1:80 
Malformations of the tricuspid 

valve/tricuspid atresia to all 

forms of congenital heart disease 1:2.0 1:44 
All forms of congenital heart disease 

to all nontrivial anomalies 1:13 1:8 


DISCUSSION 


We cannot say with certainty that congenital cardio- 
vascular anomalies occur in infants exposed to lithium 
more often than in nonexposed infants, but it seems very 
likely that they do. The alternatives to this conclusion are 
to assume 1) that abnormal babies are more assiduously 
reported than are normal babies and that dramatic ab- 
normalities (such as Ebstein's anomaly) are reported 
more completely than are less impressive defects, 2) that 
exposure to lithium protects the fetus against malforma- 
tions other than those of a cardiovascular nature, or 3) 
that there is an association between manic-depressive ill- 
ness and cardiovascular anomalies independent of lith- 
ium exposure. The first of these possibilities is very likely 
true and is discussed elsewhere (6, 7). The other two pos- 
sibilities merit investigation. 

Meanwhile, we believe that the apparent over- 
representation of important cardiovascular anomalies 
among malformed lithium babies confirms and strength- 
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ens our earlier recommendations for caution in the ex- 


posure of pregnant or potentially pregnant women to 
lithium. 
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Drug-Induced Dystonia 


BY CHESTER SWETT, JR., M.D. 





Among 1,152 psychiatric inpatients who received a 
phenothiazine, a butyrophenone, or a thioxanthene, 116 
developed dystonia attributed to one or more of these 
drugs. The highest frequencies of dystonia occurred 
among recipients of haloperidol and the long-acting 
injectable fluphenazines. For all patients at risk, dystonia 
was more common in men and in younger patients. For 
chlorpromazine, high doses, male sex, and low age were 
each positively associated with dystonia. 


= DYSTONIA IS A well-known side effect to certain psycho- 
tropic drugs. In one large survey (1), 2.3 percent of 3,775 
patients developed dystonia attributed to phenothiazines. 
The present report describes the occurrence of dystonia 
among 1,152 psychiatric inpatients who were exposed to 
a butyrophenone, to phenothiazines, or to thioxanthenes. 


METHOD 


The methods employed by the Boston Collaborative 
Drug Surveillance Program! (BCDSP) in general hospi- 
tals have been described in detail (2); they are similar to 
those used in psychiatric hospitals. Nurse monitors are 
stationed in selected psychiatric wards in a number of 
hospitals where they collect information (various descrip- 
tive characteristics of each patient, diagnoses, and details 
of all drug administrations) on consecutively admitted 
patients. When each drug is started, the monitor inter- 
views the attending physician to obtain the indication; 
when a drug is stopped, she asks him/her whether or not 
an adverse reaction (any unwanted or unintended effect 
of a drug) occurred. All suspected reactions are evaluated 
by a team from the BCDSP. 

Dystonia is the acute onset of a tonic contraction of a 
muscle or muscle group. In this study, when more than 
one drug-induced dystonia occurred during a patient's 
hospitalization, only the first reaction was considered. 

This report is based on data gathered on 1,708 con- 
secutively monitored psychiatric inpatients in five hospi- 
tals in the United States; 1,152 (67 percent) had received 
a butyrophenone, phenothiazine, or thioxanthene. 


"Psychiatric hospitals that participated in the BCDSP were Boston 
State Hospital, Massachusetts Mental Health Center (Boston, Mass.), 
Hesperian Hospital (Helsinki, Finland), Jackson Memorial Hospital 
(Miami, Fla), Mayo Memorial Hospital (Minneapolis, Minn.), and 
New York University Medical Center. 
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RESULTS 


Of the 1,152 patients, 116 (10.1 percent) had drug-in- 
duced dystonia. The mean age of all patients was 37 
years, and 55 percent were women. The mean length of 
stay until discharge from the study was 48 days. The pri- 
mary diagnoses on discharge were schizophrenia (61 per- 
cent), affective psychosis (13 percent), and reactive de- 
pression (4 percent) A wide variety of diagnoses ac- 
counted for the remainder (22 percent). The most com- 
mon indications for drug administration were thought 
disorder (48 percent), agitation (22 percent), and para- 
noid ideation (12 percent). | 

The types of dystonia were torticollis (N=35), swollen 
tongue (N =20), trismus (N=17), oculogyric crisis (N= 
7), and opisthotonos (N =4); a variety of dystonic symp- 
toms in various muscle groups accounted for the remain- 
der (N 233). 

The frequencies of dystonia attributed to various drugs 
are given in table 1. Other than drugs received by fewer 
than 50 patients, the highest frequency occurred among 
patients who received the butyrophenone haloperidol 
(16.0 percent). Higher frequencies of dystonia were ob- 
served among those phenothiazine recipients who re- 
ceived drugs with a piperazine side chain such as the 
long-acting injectable fluphenazine enanthate (11.7 per- 
cent) and trifluoperazine (8.2 percent). One exception, 
however, was a frequency of 2.5 percent among 80 
recipients of fluphenazine hydrochloride. Generally lower 
frequencies were observed among those who received 
chlorpromazine (3.5 percent), which has an aliphatic side 
chain, and thioridazine (0.6 percent), which has a piperi- 
dine side chain. A total of 13 patients had dystonia attri- 
buted to more than one drug; in none of them was the 
combination the same. 

As shown in table 2, the patients were divided accord- 
ing to sex and age (under 30 years, 30 to 49 years, and 50 
years or over). Among patients aged 50 years or more, 
the rates of dystonia were similar in men and women. In 
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TABLE 1 
Frequency of Dystonia Attributed to Various Drugs 


Number of i Pauenis ; 
Patients Taking with Dystonia* 
Drug the Drug Number Percent 
Butyrophenone 
Haloperidol 200 32 16.0 
Phenothiazines 
Piperazine side chain 
Fluphenazine enanthate 137 16 11.7 
Fluphenazine decanoate 4 ] 25.0 
Fluphenazine hydrochloride 80 2 2.5 
Trifluoperazine 219 18 8.2 
Perphenazine 89 5 5.6 
Aliphatic side chain 
Chlorpromazine 679 24 35 
Piperidine side chain 
Thioridazine 313 2 0.6 
Mesoridazine 20 l 5.0 
Thioxanthenes 
Thiothixene 24 2 8.3 
Chlorprothixene 2 0 0.0 


* Thirteen patients developed dystonia that was attributed to combinations of 
two or more drugs. 


the remaining two age categories, dystonia was more 
common in men. The sex-specific frequencies of dystonia 
were highest in the youngest patients, intermediate in 
patients aged 30 to 49 years, and lowest in the oldest 
patients. 

The independent influences of age, sex, and dose were 
evaluated by selecting the most commonly used drug, 
chlorpromazine, for more detailed analysis. For those 
with dystonia attributed to chlorpromazine, the total 
dose used in the 24 hours before the reaction was 
compared with the dose received on the first day. On both 
the reacting day and the first day, 14 of the 24 reactors re- 
ceived 300 mg or more; 11 patients had a reaction on the 
first day. Furthermore, the mean reacting dose of chlor- 
promazine was 379 mg, SE- 54; the corresponding mean 
dose for the first day of therapy was 334 mg, SE- 39. 
Since these two values were similar, the dose selected for 
analysis in the nonreactors was the one received in the 
first 24 hours of treatment. 

In table 3 the data have been stratified according to 
age, daily dosage, and sex. With a multiple logistic re- 
gression analvsis (3) to simultaneously control these 
three variables, the frequency of dystonia was signifi- 
cantly higher among those who received daily doses of 
300 mg or more compared to those who received 100 mg 
or less (p«.05). The frequencies were also significantly 
higher among patients below the age of 30 years (p «.05) 
and among men (p« .05). 

The duration of therapy until onset of a reaction was 4 
days or less in 85 percent of the cases and 15 days or less 
in 96 percent. A number of other factors, including prior 
outpatient use of medication, use of multiple neuroleptic 
drugs during hospitalization, blood urea nitrogen, and 
race were evaluated. None of them influenced the results. 
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TABLE 2 
Frequency of Dystonia by Age and Sex 





Men Women 
Age Number of Percent with Number of Percent with 
(years)* Patients Dystonia Patients Dystonia 
Less than 30 259 20.5 206 12.6 
30-49 174 8.1 241 4.6 
50 and older 87 4.6 184 4.4 


* The age of one patient was unknown. 


TABLE 3 


Frequency of Dystonia Attributed to Chlorpromazine by Age, Dose, and 
Sex 


Men Women 
Daily Number Percent Number Percent 
Age Dosage of with of with 
(years) (mg) Patients Dystonia Patients Dystonia 
Less than Less than 
30 100 44 6.8 31 0.0 
100-299 66 4.5 48 4.2 
300 and 
above 47 14.9 18 11.1 
30 and Less than 
older 100 67 0.0 110 0.0 
100-299 54 1.9 88 0.0 
300 and 
above 46 10.9 60 1.7 


Because of the occurrence of dystonia, the attending 
physician discontinued the drug or decreased the dose in 
25 percent of the cases. In addition, 99 patients (85 per- 
cent) were treated with antiparkinsonian agents, 1.e., 
benztropine mesylate (N=51), diphenhydramine (N= 
15), trihexyphenidyl (N= 10), or a combination (N=23). 


DISCUSSION 


Drug-induced dystonia was found to be more common 
in this survey than in previous reports (1; 4, p. 149), prob- 
ably because of the recent introduction of haloperidol 
and the long-acting injectable fluphenazine enanthate. It 
is probable that these data indicate an actual rise in fre- 
quency of drug-induced dystonia following the in- 
troduction of these two drugs. 

Overall, the data confirm previous reports that among 
patients at risk, dystonia is more common in men and in 
younger patients, and the risk appears to decrease with 
increasing age. However, it is possible that these observa- 
tions can be accounted for by differential dosage accord- 
ing to sex and age. 

To further evaluate the independent effects of dose, 
sex, and age, chlorpromazine (the most commonly used 
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drug) was selected for multivariate analysis. The risk of 
dystonia was indeed related to dosage— patients who re- 
ceived daily doses of 300 mg or higher more commonly 
had dystonia. However, even when allowance was made 
for the influence of dosage, the sex- and age-specific side 
effects remained; ie, dystonia was significantly more 
common in men and in younger patients. A dose effect 
has not been previously reported, although other stud- 
ies (5, 6) have shown that the extrapyramidal reactions, 
as a group, are more commonly observed with large, cu- 
mulative doses of phenothiazines. It is possible that other 
studies have failed to identify a dose effect because age 
and sex were not considered. 

As has been reported for extrapyramidal reactions in 
general (1, 7), the frequency of dystonia was highest for 
those who received haloperidol, generally high among 
phenothiazine recipients who were administered deriva- 
tives of piperazine, lower in those who received aliphat- 
ics, and still lower in those who received piperidines. 


Atypical Tardive Dyskinesia 


BY RONALD A. MOLINE, M.D. 


The author reports an atypical case of tardive dyskinesia 
in a 19-year-old male who had been given relatively low 
dosages of neuroleptic medication for less than 6 months. 
The symptoms cleared within 3 months after the 
medication was discontinued. The author reviews the 
literature regarding similar atypical cases and suggests 
that increased reporting and careful description of such 
cases might be useful in furthering our understanding of 
this syndrome. 


IN 1968 CRANE (1) reviewed the literature and found 23 
reports encompassing over 500 patients of the symptom 
complex that Uhrbrand and Faurbye (2) had labeled tar- 
dive dyskinesia 8 years earlier. In his review, Crane noted 
that 1) the syndrome occurred predominantly in older 
patients who had been on neuroleptic medication for pro- 
longed periods and in high doses, 2) there was a higher in- 
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There were too few recipients of thioxanthenes for the re- 
action rates to represent stable frequencies. 
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cidence among brain-damaged individuals, and 3) women 
with the syndrome outnumbered men 3 to 1. He also 
pointed out, however, that there were reports of the syn- 
drome in individuals as young as 27 and occasionally in 
patients who had received relatively little neuroleptic 
medication. One such patient was reported as developing 
this symptom complex after 4 months of therapy with 4 
mg of trifluoperazine daily. 

In the past several years, there has been a proliferation 
of reports on this syndrome from many different coun- 
tries confirming the central findings Crane reported (3- 
7). Many articles have also appeared in the literature af- 
firming the irreversible nature of this phenomenon (8, 9) 
and the lack of response to various attempts at treat- 
ment (10, 11). The following is an unusual case in that it 
runs counter to the prevailing literature in several as- 
pects: age of onset, dosage of neuroleptics preceding on- 
set, and reversibility. 


CASE REPORT 


A.B., a 19-year-old single male, was admitted to the psychiat- 
ric unit because of increasing belligerence toward his parents, 


culminating in his entering their bedroom one night and strik- 
ing his mother. He had a history of markedly diminished func- 
tioning after high school (where he had achieved scholastic ex- 
cellence), marked obsessive-compulsive ritualistic behavior, and 
constricted, repetitive ideational content. On admission, find- 
ings of a physical examination were unremarkable, with the ex- 
ception of moderate gynecomastia. Other primary and secon- 
dary sexual characteristics were normal. Routine laboratory 
findings were unremarkable. An EEG was reported as showing 
paroxysmal low-voltage slow activity in both frontoparietal 
areas. Skull films and repeated neurological examinations were 
negative. 

In his first psychiatric hospitalization (at another institution 
10 months before), he had been placed on 6 mg of tri- 
fluoperazine daily and 100 mg of chlorpromazine daily. Two 
days later, for reasons not clear from the record, this regimen 
was discontinued and the patient was given 150 mg of pipera- 
cetazine daily and 2 mg of benztropine daily. Piperacetazine 
was lowered to 100 mg daily after 10 days and to 75 mg daily 5 
days later. He was discharged on this medication 52 days after 
admission. During that hospitalization, he also occasionally re- 
ceived 75 mg of chlorpromazine as needed. According to the 
patient and his family, he continued to take his medication after 
discharge only sporadically, stopping altogether within a few 
weeks. 

At the time of his admission to our hospital, our impression 
was that the patient was in the early stages of a schizophrenic 
decompensation. He was placed on 100 mg of chlorpromazine 
at bedtime for | week. This was increased to 600 mg for | day 
and then discontinued and the patient was started on 7 mg of 
haloperidol and 1 mg of benztropine daily. Slightly more than 3 
months after it was begun, the haloperidol was discontinued be- 
cause of marked parkinsonism and a question of facio-lingual 
dyskinesia. The parkinsonism improved within 3 days, but the 
oral symptoms worsened markedly, with protrusion of the 
tongue, chewing movements, movement of the chin, and con- 
traction of the upper lip exposing the upper teeth. In addition, 
the patient exhibited rocking movements when seated, spoke 
for the first time of wanting to become a monk, and became 
preoccupied with evangelical religious tract literature. 

After 4 months, the mouth movements and mental status 
were greatly improved.' The benztropine was also discontinued 
at that time, without apparent effect. Two months later, the 
symptoms had cleared completely. 


DISCUSSION 


Crane (12) documented a case of a 41-year-old woman 
who developed tardive dyskinesia after less than a year of 
neuroleptic medication, and whose symptoms sub- 
sequently cleared completely. Simpson (13) also reported 
the syndrome developing within 6 months of beginning 
treatment, with symptoms clearing after treatment was 
discontinued; however, the cases were not documented in 
his report. He also reported a neurotic patient who was 
given up to 10 mg of trifluoperazine for under a year and 
developed tardive dyskinesia that did not remit. Other 
authors have reported patients who developed the syn- 
drome after relatively low dosages of neuroleptic medica- 


‘At this point, Dr. G.E. Crane visited the facility and examined this 
patient, confirming our diagnosis of tardive dyskinesia. 
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tion, but who were on medication for more than 1 
year (14, 15). 

In 1968, Kline (16) questioned whether the irreversibil- 
ity of this syndrome had been adequately documented. 
Although the subsequent literature has abundantly delin- 
eated an irreversible syndrome occurring in older 
patients on prolonged regimens of neuroleptic medica- 
tion, the cases I have referred to, together with the case 
report in this paper, must also be accounted for in any at- 
tempt to define and theorize about tardive dyskinesia. 
Previous reports of exceptional cases have tended to be 
brief and fragmentary, possibly contributing to the ten- 
dency in the literature to equate the typical syndrome 
with the syndrome in its entirety. It is apparent that such 
a viewpoint could easily lend itself to faulty hypothesis 
formation, such as the assumption that the appearance of 
symptoms is indicative of irreversible changes in brain 
tissue. Further elucidation of this most recent of iatro- 
genic syndromes in psychiatry could perhaps result from 
increased careful description of exceptional cases in addi- 
tion to studies of the typical syndrome. 
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Cogwheel Rigidity Related to Lithium Maintenance 


BY BARON SHOPSIN, M.D., AND SAMUEL GERSHON, M.D. 


Neurological examinations of 27 outpatients receiving 
lithium carbonate maintenance therapy for recurrent 
affective illness revealed that most of the patients 
receiving lithium for more than 8 months had cogwheel 
rigidity. The data suggest a positive correlation between 
the duration of lithium maintenance and the severity of 
cogwheeling. Intravenous administration of benztropine, 
an antiparkinsonian drug, did not abolish or significantly 
ameliorate this symptom. 


LITHIUM CARBONATE is now an established modality in 
the treatment and prophylaxis of manic-depressive dis- 
order. Extrapyramidal symptoms have not been among 
the many side effects reported to be attendant upon the 
use of this ion. Essential tremor has been reported (1); the 


absence of response to antiparkinsonian drugs has contrib- 


uted to the conclusion that the tremor is not related to the 
extrapyramidal system. 

During the past 6 months we have conducted neurolog- 
ical examinations of our outpatients who are receiving 
lithium maintenance therapy. The following data from a 
preliminary study are reported because they suggest that 
long-term lithium maintenance can be accompanied by 
cogwheel rigidity, which implies involvement of the ex- 
trapyramidal system. This symptom does not subside 
with the use of intravenously administered antiparkin- 
sonian drugs. 


METHOD 


Twenty-seven male and female outpatients in our lith- 
ium clinic who had received this medication for main- 
tenance treatment of bipolar or unipolar manic-depres- 
sive illness or schizo-affective illness for periods of 3 
months to 5 years were randomly selected from a total 
population of 105 patients. None of the 105 patients com- 
plained of any neurological symptoms except inter- 
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mittent tremor (1). None of the patients examined were 
taking any other drugs concomitantly with lithium carbo- 
nate. The study population. ranged in age from 28 to 75. 
Neurological examinations were performed at regularly 
scheduled outpatient visits. Patients were examined for 
cogwheel rigidity in both arms. In this procedure the ex- 
aminer moves the patient's forearm while the patient re- 
mains passive; the resistance that the examiner encoun- 
ters is subject to a series of rapid fluctuations that can be 
shown to be due to the superimposed effect of the 
tremor's causing an alternating contraction and relax- 
ation of the muscle being stretched (2). Cogwheel rigidity 
was rated on a severity scale of 0 to 4. 

Nine randomly selected patients were given 4 mg of 
benztropine (Cogentin), injected into the anticubital vein. 
Each patient was reexamined for cogwheel rigidity after 
5, 10, 15, 30, and 60 minutes. 


RESULTS 


Of the 27 outpatients included in this preliminary 
study, 6 received lithium for 3 to 8 months, 1 for 11 
months, and 20 for ] to 5 years. The results indicate that 
no patient receiving the drug for periods of 8 months or 
less showed any evidence of cogwheel rigidity (see table 
1). All but five patients receiving lithium beyond 1 year 
showed evidence of cogwheeling. This symptom is appar- 
ently related to the length of treatment rather than age, 
sex, lithium dosage or blood levels, or the bipolar-uni- 
polar or schizo-affective nature of the illness; the more se- 
vere cogwheel rigidity seemed to occur in those individ- 
uals who had received lithium for a long period of time. 
Compared to the rest of the sample, the cogwheel rigidity 
was more pronounced, more coarse, and more objectively 
visible during examination in those patients who had 
taken lithium for at least 3 years, and these patients more 
often perceived it as pathology. À 75-year-old woman 
who had received lithium for 1'5 years suffered from 
cogwheeling rated at 1-2, while a 38-year-old woman 
who had taken lithium for 5 years had a cogwheel sever- 
ity rating of 4. 

The intravenous administration of benztropine in 9 
outpatients with cogwheel rigidity did not result in the 
disappearance of these symptoms, although 2 patients 
seemed to improve somewhat (see table 1). This question- 
able amelioration of symptoms was not related to the 
variables of age or sex. 


TABLE 1 
Cogwheel Rigidity in Patients Receiving Lithium Carbonate 


Patient Age Sex Diagnosis 
l 62 Male Bipolar 
2 58 Male Bipolar 
3 40 Male Bipolar 
4 45 Female Unipolar 
5 33 Male Unipolar 
6 72 Female Bipolar 
7 57 Male Bipolar 
8 75 Female Bipolar 
9 38 Female Bipolar 
10 55 Female Bipolar 
il 74 Female Bipolar 
12 68 Male Bipolar 
13 65 Male Bipolar 
14 53 Female Bipolar 
15 57 Female Unipolar 
16 35 Female Unipolar 
17 38 Female Unipolar 
18 29 Male Bipolar 
19 28 Female Unipolar 
20 60 Female Unipolar 
2l 37 Female Bipolar 
22 39 Male Bipolar 
23 65 Female Bipolar 
24 S] Male Bipolar 
25 56 Female Unipolar 
26 54 Female Unipolar 
27 45 Male Schizo-affective 


*Severity was rated on a scale of 0 to 4. 


DISCUSSION 


To our knowledge, the occurrence of cogwheel rigidity 
in patients on short- or long-term lithium therapy has not 
been previously recorded. Cogwheel rigidity 1s one of the 
two recognized varieties of parkinsonian rigidity and rep- 
resents the most common example of muscular hyper- 
tonia due to an extrapyramidal lesion (2). The cogwheel 
rigidity observed in our patients occurred in the docu- 
mented absence of other extrapyramidal or neurological 
symptoms. Benztropine, an antiparkinsonian drug, failed 
to attenuate or abolish these symptoms significantly. 

A fine intermittent essential tremor has been reported 
with the short- and long-term use of lithium (1). Al- 
though it is resistant to antiparkinsonian drugs, the 
tremor is aggravated by intention, including writing or 
picking up a cup. It is relieved during sleep. Tardive dys- 
kinesia, or terminal extrapyramidal insufficiency syn- 
drome (3), can result from the long-term use of neurolep- 
tic drugs such as the phenothiazines and butyrophenones; 
it is largely treatment resistant and is not relieved or 
ameliorated by the administration of antiparkinsonian 
drugs (4-7). 

Furthermore, whether or not this phenomenon has al- 
ready been recorded, it has been our experience that al- 
though severe extrapyramidal symptoms due to pheno- 
thiazine or butyrophenone drugs are often relieved by 
antiparkinsonian medications such as benztropine, they 
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Months of Severity of Cogwheel Effects of 
Treatment Rigidity* Benztropine 
3.5 0 
6 0 
8 0 
5 0 
3 0 
6 0 
1] l 
18 ]-2 None 
60 4 Improvement 
60 1-2 
48 4 None 
60 0 
60 0 
12 0 
[4 1-2 
36 2 
60 4 
13 0 
16 1-2 None 
36 3 None 
24 1-2 
30 0 
36 2-3 None 
48 2-3 Improvement 
48 2 None 
36 3 None 
16 l 


can nevertheless be accompanied by the persistence of 
cogwheel rigidity. An extrapyramidal disorder most fre- 
quently refractory to antiparkinsonian medication 1s aka- 
thisia (8). Thus the failure of antiparkinsonian drugs to 
relieve neurological symptoms reflective of involvement 
of the extrapyramidal system indicates that such drugs 
cannot always be used as a diagnostic tool in confirming 
extrapyramidal system involvement. 

More careful neurological examination of long-term 
lithium-treated patients is in order to elicit more discrete 
neurological lesions that have not been previously sought 
and that may be present. There is certainly no evidence 
now that these symptoms are in any way hazardous to 
any lithium-treated patient; in fact, they are not subjec- 
tively apparent. There are no other objective findings of 
parkinsonism. However, according to our findings, lith- 
ium appears to affect the extrapyramidal system after 
long-term use. This, coupled with the antiparkinsonian- 
drug-resistant nature of this symptom, requires that pa- 
tients on long-term maintenance be monitored to verify 
the absence of extrapyramidal side effects. 
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BY THEODORE A. PETTI, M.D., AND MAGDA CAMPBELL, M.D. 


The authors report the case of a psychotic preschool child 
who manifested a seizure disorder while on imipramine 
treatment. They note that according to his history and 
physical exam, the child fell within a group which seems 
predisposed to this side effect. Although tricyclic 
antidepressant compounds can be used judiciously with 
seizure-prone individuals, the authors recommend that 
alternative modalities be given first consideration. 


THE TRICYCLIC ANTIDEPRESSANT imipramine (Tofranil, 
Presamine) has been found effective in the treatment of 
certain behavioral disorders of childhood, e.g., enuresis, 
hyperactivity, and school phobia. It is anticipated that 
the indications and use of this group of compounds in the 
treatment of children will increase (1—3). An earlier paper 
coauthored by one of us (M.C.) contained a reference to a 
child who first manifested a seizure disorder during treat- 
ment with imipramine (4). Since little mention of this se- 
rious side effect has appeared in the literature, we will 
present a greater elaboration of this case, including fol- 
low-up information. 


CASE REPORT 


The patient, Victor, was 2 years and 10 months old when he 
was referred for evaluation and treatment by a pediatric neurol- 
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ogist. He was diagnosed as having childhood schizophrenia with 
autistic features. The parents were primarily concerned with his 
lack of speech, inability to respond to affection, feeding diffi- 
culties, temper tantrums, and negativism. During gestation, his 
mother took 150 mg of propylthiouracil a day and occasionally 
took meprobamate (Miltown, Equanil). She experienced spo- 
radic vaginal spotting during the first trimester. Victor was de- 
livered by forceps; his birth weight was 6 pounds, 3 ounces. De- 
velopment had been deviant and uneven from earliest life, with 
regression after a moderately febrile course of measles at the 
age of 15 months. Rare instances of "staring" occurred before 
admission. 

On physical examination, he was a clumsy child walking on 
his tiptoes; muscle tone was doughy, knee jerks were hypoac- 
tive, and he ranked in the 50th percentile in both height and 
weight. On the Gesell Developmental Schedules he had a 
motor developmental quotient (DQ) of 62, adaptive of 61, lan- 
guage, 33, and personal-social, 44. Laboratory work-up, includ- 
ing complete blood count, urinalysis, serum glutamic oxaloace- 
tic transaminase, cytogenetic studies, serum glutamic pyruvic 
transaminase, and skull and chest X rays, showed no abnor- 
malities. An EEG with chloral hydrate premedication was in- 
terpreted as normal. At the age of 3 years and 2 months, Victor 
was started on 25 mg of imipramine a day as a single oral dose 
in the morning. The dose was increased weekly by 25 mg to a 
maximum dose of 125 mg a day. The patient showed marked 
increases in language production, motor initiative, and play 
throughout the drug regulation. He was initially apathetic, but 
his affect became more responsive on imipramine. On the 28th 
day of treatment, while on 125 mg a day, he developed chicken 
pox and later superimposed impetigo and cervical lymphadeni- 
tis. After 1 week, when a possible excess of the drug was sus- 
pected, imipramine was stopped. 

Imipramine was reinstituted 15 days later at 75 mg a day. 
The child responded as before with positive therapeutic effects. 
However, on the second day of treatment he became more irri- 
table and showed less spontaneous behavior; 4 hours after drug 
administration he developed a grand mal seizure. The drug was 
discontinued immediately. A second grand mal seizure oc- 


curred the next day. An EEG performed 4 days later was inter- 
preted as normal for chloral-hydrate-induced sleep. The patient 
was in status epilepticus 10 days after the initial seizure. 

Although he was placed on phenobarbital and diphenylhy- 
dantoin (Dilantin), grand mal, minor motor, petit mal, and psy- 
chomotor seizures continued long after the imipramine was dis- 
continued. Neurological examination, lumbar puncture, 
numerous EEGs, skull X rays, and other repeat laboratory 
studies were within normal limits. Whereas Victor’s language 
DQ was 50 and his adaptive DQ was 78 before treatment with 
imipramine, 2 months after the discontinuation of the drug both 
language and adaptive DQ rose to 102 on the Gesell Devel- 
opmental Schedules. A year later at discharge, there was a gen- 
eral behavioral improvement (IQ of 89 on Stanford-Binet) and 
Victor was seizure-free on anticonvulsants. 

Follow-up revealed that 3 years after the initial seizure, Vic- 
tor was noted to have occasional minor motor seizures; 5'/2 
years later, an EEG was interpreted as abnormal, showing signs 
of a "centrencephalic seizure disorder with features of petit 
mal." He continued to have occasional episodes in which he 
might “go out” for a few seconds. He developed myoclonic sei- 
zures of short duration 74 months after the initial seizures and 
was placed on ethosuximide (Zarontin) in addition to diphenyl- 
hydantoin and phenobarbital. Since then he has had some occa- 
sional "seizure suspect” episodes but is doing well. He contin- 
ues to function at a satisfactory level in a structured school 
setting for the educably retarded. 


DISCUSSION 


Reports relating to the epileptogenic properties of 
imipramine include those on both seizure-prone and epi- 
leptic adults (5-9) and those on persons with no previous 
history of susceptibility (9, 10). Also, amitriptyline (Ela- 
vil), like other tricyclic compounds, has been associated 
with the induction of seizures in susceptible adults (11, 
12). 

In children, occurrence of seizures on imipramine 
maintenance seems to be related to seizure proneness. 
Brown and associates (13) reported on 3 hyperactive, ag- 
gressive children with organic brain disease and no pre- 
vious history of seizures. These subjects developed sei- 
zures while receiving imipramine in divided dosages of 
from 150 to 250 mg a day. The 3'/2-year-old they de- 
scribed had EEGs interpreted as normal for his age and 
for sedated sleep before and 2 months after the seizures. 
There was no mention of a prior EEG for the 6-year-old 
child; the 8-year-old’s pretreatment EEG was described 
as "nonparoxysmal, compatible with some form of cere- 
bral dysfunction." 

Kajitani (14) studied 28 retarded children without epi- 
lepsy and found that on imipramine there was an increase 
in spikes in all 4 who had had spike discharges on EEG 
before medication. Valentine and Maxwell (15) reported 
on one child (of 16 severely retarded enuretic chil- 
dren) with no previous seizure history who convulsed on 
75 mg a day of imipramine. On the other hand, a 91⁄2- 
year-old enuretic child with a grand mal pattern on pre- 
treatment EEG and status epilepticus of 24 hours dura- 
tion while on prochlorperazine (Compazine), experienced 
no seizures while on imipramine (16). 
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The tricyclic group of compounds has also been re- 
ported as having anticonvulsant properties. Rapo- 
port (17), for instance, treated 41 outpatients aged 5 to 21 
years with low doses of imipramine. The pretreatment 
EEGs were abnormal in most cases and “similar to those 
seen in certain forms of epilepsy." The EEGs showed 
consistent changes toward normal patterns during the 
treatment period. 

Fromm and associates (18) administered imipramine 
(in addition to anticonvulsants) to 20 patients, from 3 to 
31 years of age, who had petit mal or minor motor sei- 
zures. Exacerbation of grand mal and psychomotor sei- 
zures occurred in 5 cases, necessitating an increase in the 
dose of diphenylhydantoin or primidone (Mysoline). Un- 
controllable increases in major seizures were never pro- 
voked and the decrease in seizure frequency was usually 
accompanied by a decrease in paroxysmal discharge on 
EEG. An adult suffering from temporal lobe epilepsy 
with secondary generalization and a severe psychotic de- 
pression was given 100 mg twice a day of desipramine hy- 
drochloride (Norpramin, Pertofrane); both depressive 
symptoms and the number of seizures decreased (19). 


CONCLUSIONS 


It is conceivable that our patient was seizure prone due 
to several factors: he was schizophrenic (20-22) and had 
a questionable previous history of petit mal. He had the 
further insult of a viral infection, which may have had 
some effect on the central nervous system. The rein- 
statement of imipramine under these conditions at an in- 
termediate single daily dosage rather than at a gradual 
schedule of divided daily doses (23) could have been a 
trigger mechanism. 

Even though difficulty was encountered in regulating 
the anticonvulsant medications in this patient, a review of 
the literature for both adults and children with an epilep- 
tic potential suggests that such patients can be main- 
tained on imipramine-like compounds and be relatively 
seizure free with concomitant use of appropriate anticon- 
vulsants (9, 13, 18, 19, 24). Therefore, when the clinician 
is presented with such a patient and a tricyclic compound 
is the treatment of choice, a good assessment of seizure 
potential, a gradual achievement of therapeutic doses of 
the drug, and an appropriate anticonvulsant regime 
should be employed. Since effective compounds unrelated 
to the tricyclics are available for most disorders, imipra- 
mine-like agents should not be the first medication of 
choice in individuals who have a potential for seizures. 
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Electrocardiographic Monitoring of Enuretic Children Receiving Therapeutic 


Doses of Imipramine 


BY GILBERT I. MARTIN, M.D., AND PATRICIA J. ZAUG, R.N. 


The authors studied the monthly electrocardiographic 
tracings of 27 children with normal cardiovascular 
function receiving imipramine therapy for enuresis. They 
found no substantial EK G changes in any of these 
children, who were receiving doses of 25 to 75 mg of the 
drug. They conclude that electrocardiographic 
monitoring may be essential only when more than 25 to 
75 mg of imipramine is given and that it should be 
established that the patient's cardiovascular function is 
normal before the drug is administered. 


SINCE MACLEAN'S OBSERVATION of the possibility of its 
usefulness in 1960 (1), imipramine hydrochloride has 
been widely used in the therapy of childhood enu- 
resis (2, 3). In 1960 Noack (4) described a case of imipra- 
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mine poisoning in a pediatric patient. Several reports of 
toxicity have since appeared (5, 6). 

Because imipramine has a direct effect on the myocar- 
dium, many of the complications of this drug are car- 
diotoxic in nature. These disturbances occur with so- 
called overdoses and include atrioventricular (A-V) dis- 
sociation (7), atrial fibrillation (8), ventricular con- 
duction defects (9), alterations of the terminal phase of 
the QRS-T complex (9), and myocardial infarction (10). 
The only cardiovascular effect noted thus far with thera- 
peutic doses of imipramine has been postural hypoten- 
sion and first-degree A-V block (11). 
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Kristiansen (12) noted specific electrocardiographic 
abnormalities in adults receiving therapeutic doses of 
imipramine hydrochloride for depression. These abnor- 
malities include flattening or inversion of the T waves 
and, occasionally, depression of the S-T segment. In this 
paper we will describe the monthly electrocardiographic 
monitoring of 27 children receiving three dose schedules 
of imipramine hydrochloride for treatment of enuresis. 


METHOD 


Twenty-seven children, 18 boys and 9 girls 5 to 12 
years old, were included in the study population. All of 
the children were enuretic at least three times each week 
for a one-month pretherapy period. There was no pre- 
existing cardiovascular disease in the study population. 
Blood pressure determinations were taken before therapy 
was instituted and at each successive monthly visit. All 
patients admitted to the study had a normal complete 
blood count, blood urea nitrogen, and urinalysis. 

An electrocardiogram was taken on the last day of the 
pretherapy period. All patients were then given 25 mg of 
imipramine hydrochloride one hour before bedtime every 
day. No restrictions were made regarding fluid intake, 
and parents were asked not to awaken the child in the 
middle of the night. The children were reevaluated every 
30 days. The dose of imipramine was increased to 50 mg 
if there was less than a 60 percent improvement in the 
number of dry nights. An increase to 75 mg was made if 
there was still less than a 60 percent improvement by the 
third month of therapy. 

The dose of imipramine hydrochloride employed in the 
evaluation varied from 0.7 mg/kg to 2.3 mg/kg given 
daily one hour before bedtime. An electrocardiogram 
was taken on the last day of therapy in each 30-day pe- 
riod. The following EKG measurements were evaluated: 
heart rate, P-R interval, Q-R-S interval, corrected Q-T 
interval, depression of the S-T segment, T-wave inversion 
or flattening, and arrhythmias of any kind. 


RESULTS 


Of the 27 patients in the study, 11 received 25 mg of 
imipramine for at least two months. The dose given 16 
patients was increased to 50 mg. Seven children received 
75 mg. There was no evidence of any statistically signifi- 
cant change in any of the EKG measurements monitored 
at any of these dose levels. Significant improvement was 
noted in the number of dry nights at each level. 

Eleven patients receiving 25 mg of imipramine showed 
a 60 percent improvement over a two-month period. Nine 
patients receiving 50 mg of imipramine demonstrated 
this improvement, and only 3 patients showed less than a 
60 percent improvement when the dose was increased to 
75 mg. Also important was the subjective observation by 
parents that on nights when wetting did occur the amount 
of urine appeared to be less. 
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DISCUSSION 


Electrocardiographic abnormalities associated with 
imipramine overdose commonly include abnormalities of 
cardiac conduction, depression of the S-T segment, T- 
wave changes, and various arrhythmias. The cardiotoxic 
disturbance may be caused by the anticholinergic proper- 
ties of imipramine hydrochloride and its direct toxicity to 
the myocardium. 

Imipramine is a substance that blocks norepinephrine 
activity at adreoreceptor sites so that there are increased 
levels of norepinephrine available. For this reason, pro- 
pranolol hydrochloride (Inderal), a 8-adrenergic blocking 
agent, has been used with success in some patients (5, 13). 
Some authors believe that imipramine’s effect is medi- 
ated through adenosine triphosphate (ATP)-phospho- 
hydrolase, which is concerned in the active transport of 
sodium and potassium across cell membranes. There is 
an exit of potassium from the cell with a final imbalance 
of the intracellular-extracellular potassium ratio. 

Penny (14) made use of this theory by treating imipra- 
mine overdose with intravenously administered potas- 
sium chloride. Kristiansen (12), in a careful investigation, 
could not prove that potassium was involved in the car- 
diotoxic effects of imipramine; he found no correlation 
between EKG alterations and serum or urine potassium 
values. 

Schou (15) also noted EKG abnormalities in patients 
receiving large doses of imipramine hydrochloride for de- 
pression. These changes were reversed once therapy was 
discontinued or the dose reduced. Severe toxic effects in 
children can be produced by doses of 10 to 20 mg/kg of 
imipramine (16). As little as 75 to 100 mg of imipramine 
can produce severe symptoms in a child, and 350 mg can 
prove fatal to a 12-year-old child (6). 

The most frequent type of poisoning occurs when a 
younger sibling ingests the small, attractively colored 
medication meant for the older enuretic. Suggestions 
have been made (17) for decreasing the frequency of toxic 
overdose. At the dose range used in our study, no side ef- 
fects that were significant enough to warrant discontin- 
uing the medication were reported. Careful monitoring of 
many measurements during imipramine therapy has been 
noted (3); the drug appears to be safe when given in con- 
ventional doses. 

Since EKG altérations have been induced primarily in 
elderly patients, especially those with preexisting hyper- 
tension or myocardial disease, it is not necessary to moni- 
tor EKG changes in children taking low doses of imipra- 
mine. Monitoring may be essential, however, if doses 
above 4 to 5 mg/kg are administered. Particular atten- 
tion should be directed toward establishing that the 
patient has normal cardiovascular function before this 
medication is offered. 
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Imipramine and Electrocardiographic Abnormalities in Hyperactive Children 


BY BERTRAND G. WINSBERG, M.D., STANLEY GOLDSTEIN, M.D., LUIS E. YEPES, M.D., 


AND JAMES M. PEREL, PH.D. 


The authors report seven cases of electrocardiographic 
abnormalities occurring in 7- to 10-year-old children 
receiving imipramine pharmacotherapy for behavior 
disorders. Three of the children evidenced a first-degree 
atrioventricular block. The abnormalities were less 
pronounced in the other four children. Imipramine 
plasma levels during steady state were not found to be 
directly related to the extent of the electrocardiographic 
changes within the obtained plasma values. The authors 
emphasize the necessity of careful clinical surveillance of 
children receiving imipramine pharmacotherapy. 


IMIPRAMINE, a tricyclic antidepressant, is an effective 
agent frequently employed in the management of enu- 
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resis (1, 2) and hyperactive/aggressive behavior (3-6) in 
pediatric medicine. 

Although the drug is generally considered to be safe 
for pediatric use, a number of side effects have been de- 
scribed (6, 7). These include dryness of the mouth, 
drowsiness, dizziness, lethargy, tremors, sweating, in- 
somnia, nausea, constipation, and appetite disturbance. 
More serious toxicity reactions are known to have oc- 
curred in association with the therapeutic use of imipra- 
mine. For example, Saraf and associates (7) reported the 
sudden death of a child receiving an unusually large 
single bedtime dose of 14.7 mg/kg of imipramine. We 
have noted (8) the occurrence of seizures in previously 
seizure-free children following the administration of 
imipramine. Death (9) and near-fatal reactions (10) as 
the result of accidental imipramine poisoning have also 
been reported. 

Since the clinical effectiveness and potential toxicity of 
imipramine are functions of the amount of free drug 
available (i.e., the non-protein-bound fraction), and since 
protein binding of imipramine is greater in adults than in 
children (11), it would appear that children are at greater 
risk for the development of potentially dangerous side ef- 
fects. This concern led us to obtain electrocardiograms 
(EKGs) for the pediatric patients involved in our phar- 
macokinetic studies of imipramine. This paper describes 
some of our preliminary findings. 


METHOD 


The study group consisted of seven children (six boys 
and one girl) 7 to 10 years old who had been admitted to 
the Kings County Hospital-Downstate Medical Center 
for treatment of severe hyperkinetic/aggressive behavior 
disorders. Each child received a total of 5 mg/kg of 
imipramine a day, which was administered in three 
equally divided doses at 7 a.m., 3 p.m., and 11 p.m. Blood 
specimens were obtained at 9 a.m. on Mondays, Wednes- 
days, and Fridays until steady state was achieved.! 

A 12-lead EKG was obtained for all patients before the 
administration of imipramine and again when steady- 
state plasma levels were attained (approximately 30 days 
later). In three patients (numbers 3, 4, and 6) an addi- 
tional EKG was obtained 30 or more days after the dis- 
continuation of imipramine. At the time of the repeat 
tracing, patient 3 was receiving 10 mg of methylpheni- 
date twice a day, patient 4 had received 75 mg of chlor- 
promazine three times a day until 3 days before the ex- 
amination, and patient 6 had been completely drug free 
for more than 2 weeks. These medication regimens were 
necessary for clinical reasons. 

All tracings were recorded on a Hewlett-Packard 
model 1511A direct-writing electrocardiograph machine. 
On the morning of the EKG procedure, sedation was pro- 
vided with either | to 1.5 g of chloral hydrate or 10 to 30 
mg of flurazepam. In our clinical experience neither of 
these drugs, at the doses prescribed, produces EKG 
changes. In addition, our search of the literature did not 
reveal any studies that relate electrocardiographic abnor- 
malities to the use of either chloral hydrate or flurazepam 
in clinical practice. 


RESULTS AND DISCUSSION 


The major findings of our study are summarized in 
table 1. As can be seen, the pretreatment EKGs of all the 
children were found to be normal. However, imipramine 
administration produced EKG alterations in all seven 
children. In each case the repolarization process was af- 
fected, as manifested by a decrease in T-wave magnitude 
and an increase in T-wave width. In addition, patients 3, 
4, and 7 developed sufficient increases in P-R interval to 
indicate a first-degree atrioventricular (A-V) block when 
corrected for heart rate (12). The Q-R-S interval and the 
Q-T interval corrected for heart rate (Q-Tc) were not af- 
fected by the administration of imipramine. Patient 4 
also showed a minor shift of the P and T axes, and patient 
5 showed a shift in the P axis to the left. 

As can be seen in table 1, the presence of first-degree 
heart block showed no relationship with steady-state 
plasma levels of imipramine. This finding is consistent 
with that of Burrows and associates (13), who found that 
EKG abnormalities in 20 patients treated with nortripty- 


'For our purposes, steady state is reached when four out of five suc- 
cessive plasma determinations yield a standard deviation-to-mean ratio 
that does not exceed +.05. The actual steady-state value is the mean of 
the four determinations. 
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line were not associated with steady-state plasma levels 
of that drug. The EKG changes for patient 3, which are 
illustrative of many of the findings, are shown in figure 1. 

The findings in the three children for whom an EKG 
was obtained after discontinuation of imipramine ther- 
apy are interesting and may reflect their medication 
status at that time. Patient 3, who was receiving methyl- 
phenidate, showed loss of the induced first-degree A-V 
block and incomplete reversion of the T-wave changes 
(see figure 1). Patient 4, who was receiving chlorproma- 
zine until three days before the EKG procedure, also 
showed loss of the first-degree block, although T-wave 
changes persisted. Finally, patient 6, who was drug free, 
showed complete return of the T-wave configuration seen 
before imipramine was administered. 

The observed EKG changes noted in this group of chil- 
dren are comparable to those reported for adults receiv- 
ing imipramine therapy (14, 15). Similar alterations have 
also been reported in adults receiving therapy with other 
psychotropic agents such as the phenothiazines, particu- 
larly thioridazine (16). We could find only one published 
report that included EKG findings in its assessment of 
imipramine pharmacotherapy in a group of behaviorally 
disordered children (6). In that study no EKG changes 
were found. However, the low doses employed (an aver- 
age of 80 mg a day in two divided doses) probably ac- 
counts for the lack of effect on the EKG. On the other 
hand, Koehl and Wenzel (17) reported the case of a 9- 
year-old girl who developed hypotension after being 
treated for enuresis with 25 mg of imipramine twice 
daily. A subsequent EKG for this girl revealed a first-de- 
gree A-V block. 

Saraf (18) reported having found no EKG abnor- 
malities in a group of children receiving 75 to 150 mg of 
imipramine a day, with the medication administered, for 
the most part, in a single nighttime dose. Unfortunately, 
his EKG tracings were obtained more than 12 hours after 
the administration of the drug. Since imipramine reaches 
peak plasma levels approximately 1 to 2 hours after the 
administration of a single dose (11), one would have ex- 
pected any EKG manifestations to appear within that 
time. Support for this likelihood is provided by the work 
of Kantor and associates (19), who found the appearance 
of a 2-to-1 A-V conduction block to be associated with 
the plasma concentration of imipramine. 

We think that the EKG abnormalities found in some 
patients treated with tricyclic compounds must be a con- 
sequence of the electrophysiological alterations induced 
by these drugs. The transmembrane action potential is 
the electrophysiologic correlate of the surface EKG 
(20, 21). Thus alterations in transmembrane potentials 
produced by ionic fluxes are mirrored fairly well in 
the EKG. One may therefore speculate that since there 
were no observable changes of significance in the magni- 
tude, shape, duration, or orientation of the P waves in our 
patients, imipramine prolongs the P-R interval by de- 
creasing the resting membrane potential, consequently 
decreasing the velocity of depolarization in phase 0 of the 
transmembrane action potential in the A-V node. Fur- 
thermore, since there were no observable changes in the 
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IMIPRAMINE AND EKG ABNORMALITIES 


TABLE 1 
EKG Changes in Seven Children Receiving Imipramine Therapy 





Item l 
Age 7 
Sex Male 
Steady-state plasma level of imipramine (in ng/cc) 140 
Tota! 24-hour dose of imipramine (in mg) 105 
EKG tracings before administration of imipramine 
Heart rate 84-110 
P-R interval (in seconds) 10-12 
P-axis * WAP** 
Q-R-S-axis +60° 
T-axis +60° 
EKG tracings during steady state 
Heart rate 145 
P-R interval (in seconds) 14 
P-axis +60° 
Q-R-S-axis 4-609 
T-axis +15° 


Patients* 
2 3 4 5 6 7 
8 8 8 7 10 7 
Male Male Male Male Female Male 
210 250 250 250 330 440 
105 150 105 150 180 105 
96-102 86-94 106 67-73 98-102 72-90 
14 16 16 14 14 16 
+4§° 460° 4-15? - 50? 4-609 4:359 
4-90? 4-60? 460° 4- S0? "45? +65° 
+60° 4-609 445° 44159 -45° -+50° 
100 100 101-106 79-80 100 105 
14 18 18 15 .15 .18 
4-459 4- 60? 4-35? 0? 4-60? .- 60? 
4-90? 4- 60? -- 60? 4. 60? 4-45? 4-759 
-- 609 4-60? 4. 30? 4- 309? 445° +30° 


* Patients are numbered in increasing order according to the level of steady-state plasma. 


** The tracings indicated a wandering atrial pacemaker. 


FIGURE 1] 
Lead 2 EKG Tracings for Patient 3 
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Q-R-S or Q-Tc intervals, one can speculate that imipra- 
mine produces T-wave changes by slowing the descent of 
the rapid depolarization slope in phase 3 of the ventricu- 
lar action potential. 

The mechanisms of action whereby these changes take 
place have not as yet been elucidated. If inferences are to 
be drawn from published reports on the phenothiazines, 
the clinical significance of these changes in terms of po- 
tential dangers is controversial at present. 
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Wedkos (16) suggested that these changes are benign 
in nature and that hypokalemia may be responsible for 
them. However, Ban and St. Jean (22) could not demon- 
strate alterations in serum electrolytes to explain the 
EKG changes. Leestma and Koenig (23) suggested that 
drug inhibition of magnesium-dependent sodium, potas- 
sium adenosine triphosphatase (N, K-ATPase) is re- 
sponsible for the EKG changes. On the other hand, 
Richardson and associates (24) demonstrated pathologic 
alterations of intramyocardial arterioles and of the ar- 
teriolar-capillary bed, along with local myocardial de- 
struction in victims of sudden death. These authors held 
that the physical changes are responsible for the EKG 
changes. Anatomically, the myocardial lesions were sub- 
endocardial along the entire course of the right and left 
A-V bundle and in the papillary muscles. 

Crane (25), in a review of the literature, conceded that 
the prognostic significance of the EKG alterations could 
not be answered at that time (1970). The participants in a 
conference sponsored by the National Institute of Mental 
Health's Early Clinical Drug Evaluation Unit in May 
1974, which was devoted to consideration of the cardio- 
logic complications of psychotropic drugs, could draw no 
conclusions concerning the causal association between 
EKG abnormalities and sudden death. 

In view of the many unknowns in this area of investiga- 
tion it would be judicious at the present time to avoid the 
administration of imipramine to children with significant 
heart disease, particularly if they are already receiving 
drugs that affect conduction and repolarization. 

Considering the increasing number of young patients 
receiving imipramine therapy for behavior disorders and 
enuresis, it would behoove us to investigate in depth the 
effect of this drug on the following areas: the A-V nodal, 
His, Purkinje, and ventricular action potentials; the A-V 
conduction system; the vectorcardiogram; the dynamic 


electrocardiogram; and myocardial contractility. We are 
considering further investigations along these lines. To 
facilitate replication and evaluation of such research, in- 
vestigators should report doses in terms of mg/kg, and 
they should determine the plasma levels of free imipra- 
mine in their subjects. 


SUMMARY AND CONCLUSIONS 


- A total dose of 5 mg/kg of imipramine a day in three 
equally divided doses, administered for the treatment of 
hyperkinetic/aggressive behavior in 7- to 10-year-old 
children, produced electrocardiographic changes in all of 
the seven children studied. 

Decreased magnitude and increased width of the T 
waves were observed in all of the children; these phenom- 
ena are thought to reflect slowing of the descending slope 
of phase 3 of the ventricular action potential. Complete 
reversion of the T wave to normal was observed in only 
one of three patients restudied 30 or more days after dis- 
continuation of imipramine therapy. The persistence of 
abnormalities in the other two patients is seen as most 
likely a consequence of the medication that they received 
after imipramine was discontinued. 

That phenothiazines can produce EKG changes is 
clearly documented. It is more difficult to explain the 
presence of EKG changes in the child who was receiving 
methylphenidate. In our review of the literature we could 
not find any report of EKG abnormalities associated with 
the administration of methylphenidate. This question 
clearly needs further research. 

Prolongation of the P-R interval, which was noted in 
three children, is believed to reflect decreased resting 
membrane potential and decreased velocity of depolari- 
zation of the transmembrane action potential in the A-V 
node. The presence of first-degree A-V block in these 
three subjects was apparently not associated with the 
steady-state plasma concentrations of imipramine that 
were obtained in this study. 

Considerable investigative work remains to be done in 
order to elucidate the mechanisms by which imipramine 
produces electrocardiographic changes in children and to 
determine the clinical significance of these changes. In 
the interim, it would be judicious to withhold imipramine 
administration from young patients with significant heart 
disease, particularly if they are already receiving medica- 
tions that may alter conduction and repolarization. 
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Imipramine Dosage in Children: A Comment on “Imipramine and 
Electrocardiographic Abnormalities in Hyperactive Children” 


BY THOMAS A. HAYES, M.D., MARTHA LOGAN PANITCH, PH.D., AND EILEEN BARKER, M.B., CH.B., M.P.H. 


The authors asked that this paper be published as a 
comment on the preceding article by Dr. Winsberg and 
associates, who approved the suggestion. 


WINSBERG AND ASSOCIATES’ PAPER reports the prelimi- 
nary results of a study using 5 mg/kg of imipramine a 
day in seven disturbed children. Electrocardiographic ab- 
normalities were found in all of these patients, one of 
whom (patient 1) developed a heart rate of 145 beats a 
minute. Because we have no reason to doubt the accuracy 
of the dosage records or the interpretation of the EKGs, 
these findings prompt us to raise the following questions: 
1) Can the reported EKG changes be validly related to 
drug administration? 2) Do these children exhibit a pecu- 


liar sensitivity to cardiovascular effects of imipramine? 3) : 


What is the reaction of the Food and Drug Administra- 
tion (FDA) to these findings? 


DRUG ADMINISTRATION AND EKG CHANGES 


Cardiovascular changes during imipramine therapy, in 
cases of overdose, and in animal studies have been well 
documented. These changes appear as tachycardia, hypo- 
tension, T-wave abnormalities, ventricular extrasystoles, 
and bundle branch block (1, p. 189). In cases of overdose, 
persistent cardiac arrhythmias and delayed (up to 3 days 
after the overdose) cardiovascular death (2, 3) are 
recognized hazards. 

Cardiovascular changes are clearly drug induced; 
therefore, we must examine dosage. The recommended 
dose of imipramine for enuresis (the only condition for 
which the drug is approved for children) is about 50 
mg a day. This would average | to 2 mg/kg a day. For 6- 
year-olds, the maximum dose would be 2.5 mg/kg a day. 
However, the reports in the literature attest to the fact 
that the drug is used clinically in a variety of other condi- 
tions and at higher doses. The attendant toxicity may be 
excessive or even fatal. 

Imipramine has been used in doses of 100 to 200 mg (3 
to 5 mg/kg) a day in studies of hyperactive behavior dis- 
order (4~7). School phobia has been treated with up to 
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300 mg (14.7 mg/kg) a day (8), and other behavioral ab- 
normalities have been treated with doses up to 225 mg 
(10 mg/kg) a day (9). These doses must be considered in 
perspective. The average acute lethal dose of imipramine 
for adults is 30 mg/kg (10). Fatalities have been reported 
at doses as low as 8 mg/kg (11, 12). The dose of 14.7 mg/ 
kg a day used to treat school phobia also resulted in a fa- 
tality (8). 

Fatalities resulting from overdoses of imipramine 
should not be our only concern. Steel and associates (13) 
reported that symptoms of an overdose may be precipi- 
tated by the ingestion of 10 mg/kg of tmipramine. They 
reported a case in which drowsiness, tremor, agitation, 
and tachycardia occurred after ingestion of 6.4 mg/kg of 
the drug. Because of the possibility of delayed cardiovas- 
cular death, one group (14) recommended that an adult 
who has ingested 200 mg or more of imipramine be con- 
sidered to have taken an overdose and be treated in a car- 
diac intensive care unit and with bed rest for 10 days. De- 
pending on weight, this dose would amount to 2 to 5 mg/ 
kg. Children treated with 4, 8, and 10 mg/kg a day have 
experienced convulsions (9). 

In the report of Winsberg and associates in this issue of 
the Journal, 5 mg/kg a day caused tachycardia and heart 
block of undetermined duration. 

In animals there is also some evidence that immaturity 
is associated with toxicity. Goldenthal (15) reported that 
l- and 2-day old rats could be killed with only 30 percent 
of the adult lethal dose of imipramine hydrochloride 
measured in mg/kg. In another strain of rats, Goldenthal 
found that 3 percent of the adult dose of imipramine pa- 
moate caused death in 2-day-old animals. (The pamoate 
form of imipramine is not approved for any pediatric 
use. ) 

In humans, the proportion of the drug that is bound to 
plasma proteins is lower in children than in adults, sug- 
gesting that a much larger proportion of the drug is avail- 
able to cross the blood-brain barrier (16, p. 425). Al- 
though there is a consistent suggestion of a heightened 
liability to drug toxicity among younger patients, we 
find nothing to suggest that the children tested in the re- 
port of Winsberg and associates were atypically sensitive 
considering their ages. 


FDA’S REACTION 


We are concerned that the range of prescribed doses of 
imipramine has merged with the range of hazardous 
doses. Reports indicate that heart block, convulsions, and 


death may occur in the absence of signs of adverse ef- 
fects sufficient to prompt dose reduction. The investiga- 
tors in the case in which a fatality occurred following 
imipramine administration for school phobia (8) de- 
scribed their patient as "relatively asymptomatic." 

The use of imipramine hydrochloride in children for 
antidepressant effects or for the purpose of controlling 
behavior is considered investigational by FDA. Indeed, 
Winsberg and associates followed appropriate proce- 
dures for the investigation of the effects of this drug. 
However, in light of their findings and the review 
prompted by them, FDA must revise its estimate of safe 
dosage of imipramine for investigational use in children. 

Martin and Zaug (17, 18) found no EKG changes in 
enuretic patients receiving 1 to 2 mg/kg of imipramine. 
Rapoport and associates (4) also found no EKG abnor- 
malities in children with hyperkinetic behavior disorder 
treated with up to 3.3 mg/kg a day. While these doses ap- 
pear safe, adverse physical signs should be suspected to 
be drug induced and dose related. 


NEW GUIDELINES 


. We believe that imipramine may be found to have 
more uses in pediatric practice than are presently ap- 
proved and described in the labeling. We would expect to 
receive further requests for investigational use of the 
drug. However, we plan to approve investigational proto- 
cols for imipramine hydrochloride only when the total 
daily dose does not exceed 90 mg for a 40-ib child, 110 
mg for a 50-lb child, 135 mg for a 60-Ib child, 160 mg 
for a 70-lb child, and 180 mg for an 80-lb child. Further- 
more, because of the findings of Winsberg and associates 
and because of the unreliable occurrence of other warn- 
ing side effects, we will recommend regular EKG moni- 
toring when doses approach these limits. 


CQ t 
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18. 
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Allergic Conjunctivitis Due to Diazepam 


BY ELMAR G. LUTZ, M.D. 


The author reports on four patients, all women, who 
developed conjunctival hypersensitivity during diazepam 
treatment. This hypersensitivity is self-limited after 
diazepam treatment is discontinued. The author suggests 
that conjunctival hypersensitivity could be mistakenly 
attributed to contact lens irritation rather than to 
diazepam. 


HYPERSENSITIVITY REACTIONS to benzodiazepines are 
virtually unknown (1). This fact, in addition to their clin- 
ical effectiveness and their extreme safety (successful sui- 
cides with benzodiazepines are rare), may account for the 
widespread use of benzodiazepines, especially diazepam 
(Valium). 

It has been my experience that there is a hyper- 
sensitivity reaction fairly specific for diazepam. During 
the past three years, four women (aged 23, 38, 47, and 52) 
with allergic conjunctivitis came to my attention during 
the course of psychiatric treatment. All reported marked 
conjunctival burning, smarting, and foreign body sensa- 
tions within 1/2 hour after intake of 5 to 10 mg of diaze- 
pam. In addition, three of these women reported asso- 
ciated light sensitivity. Interestingly, there were no 
complaints of itching. Examination revealed marked 
conjunctival injection. The discomfort seemed to have a 
peak duration of 4 hours, subsiding gradually within 24 
to 48 hours following a single 5- or 10-mg oral test dose 
of diazepam and coinciding approximately with the 
plasma half-time of elimination (21 to 37 hours) of diaze- 
pam and its primary metabolites, oxazepam and desme- 
thyldiazepam (2). (Diazepam and its metabolites can be 
detected in the human body up to 7 days following a 
single dose.) 

All four patients using 5 to 10 mg of diazepam one to 
three times daily had continuous conjunctivitis during 
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diazepam treatment before the connection with diazepam 
was discovered. I eliminated other possible causes, in- 
cluding sensitivity to eye make-up and cigarette smoke. 
Repeated single-dose provocation in each instance led to 
a predictable recurrence of conjunctival vascular en- 
gorgement. One woman had an existing allergic diathesis 
to grass and to tree pollen; she was also hypersensitive to 
penicillin. None of the women displayed associated skin 
or systemic allergic effects. 

Because of my limited experience, I cannot hypothe- 
size about possible cross-sensitivity to other benzodiaze- 
pines. Clorazepate dipotassium (Tranxene) in one wo- 
man did not cause any conjunctival irritation. It is possi- 
ble that conjunctival hypersensitivity is specific for 
diazepam; sensitization to diazepam seems to have 
occurred rapidly in all these patients. 

Although not previously reported, conjunctival hyper- 
sensitivity to diazepam may be quite common. This reac- 
tion can be annoying and socially embarrassing—all four 
women ingested diazepam before social engagements un- 
til the causative relationship was recognized. If a person 
who wore contact lenses developed conjunctival hyper- 
sensitivity to diazepam, he might be erroneously diag- 
nosed as having conjunctival irritation caused by the 
contact lens. 

This specific hypersensitivity is self-limited after diaze- 
pam treatment is discontinued. The subjective discomfort 
can be alleviated by the use of tetrahydrozoline hydro- 
chloride (Visine) eyedrops. 
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The Impact of the Psychiatric Intensive Care Unit on Patients and Staff 


BY MAJ. HAROLD ROSEN, MC, USAF 


Inpatient crisis intervention units have many of the 
characteristics of medical/surgical intensive care units. 
The author believes that the environment of these 
psychiatric intensive care units serves as an important 
source of stress and may increase the patient's 
symptomatology and impair the therapeutic effectiveness 
of the staff. He suggests some modifications in the 
environment that may ameliorate these effects. 


THE INCREASING ACCEPTANCE Of crisis intervention as an 
effective therapeutic modality in inpatient settings has 
necessitated the development of a therapeutic environ- 
ment in which the work of crisis therapy can be carried 
out. Although contributions to this development from 
such diverse fields as military and community psychiatry 
have been used (1, 2), an important aspect of this envi- 
ronment which has received little attention as a potential 
source for further development has been its similarity to 
the therapeutic environment of the medical/surgical in- 
tensive care unit.! 

As described in the literature (2-7), crisis intervention 
units and intensive care units share many basic character- 
istics. Both units are small, highly staffed, and structured 
to intervene rapidly in acute, severe illness. The multi- 
disciplinary staff is often young, is highly motivated, and 
functions in a team approach with much of the treatment 
responsibility shared by nonphysicians. With as many as 
50 percent of the patients admitted to crisis intervention 
units having strongly considered or attempted life-threat- 
ening behavior, both units must confront life-endan- 
gering illness, and staff members may be called upon to 
make life-or-death decisions (5, 7, 8). 

The duration of treatment is brief, usually measured in 
days, and is characterized by intense patient-staff in- 


In this paper the term “intensive care unit" will be used in its generic 
sense and is meant to include the more recently developed special care 
units. 


volvement and the use of multiple, sophisticated thera- 
peutic techniques. The treatment approach focuses on the 
presenting problem and emphasizes the importance of 
providing intensive care at critical points in the illness in 
order to prevent further morbidity and deterioration of 
function (1, 2, 7). Cures are often impossible, but when- 
ever possible regression, despair, and hopelessness in re- 
sponse to the illness are discouraged, and an attempt is 
made to maintain the individual's view of himself as a 
participant in the process of recovery. In this context, ap- 
propriate disposition and follow-up care assume critical | 
importance and frequently require rapid assessment and 
mobilization of family and community resources (9). 

These similarities suggest that the crisis intervention 
unit may be considered a psychiatric intensive care 
unit (10,11), and they raise the possibility that the experi- 
ence gained from psychiatric involvement in intensive 
care units might be used in crisis intervention settings. 
One important finding that seems to require such consid- 
eration is the role of the intensive care environment as an 
important source of stress for both patients and staff (12- 
18). Yet despite the emphasis that crisis intervention the- 
ory places on the role of environmental factors in both 
the etiology and treatment of psychiatric illness, a review 
of the literature reveals that the potential impact of an in- 
tensive care environment in the psychiatric setting has re- 
ceived little consideration (1-7). 

This paper will briefly review some of the observations 
made concerning the impact of the intensive care envi- 
ronment and attempt to apply these findings to the psy- 
chiatric intensive care setting. 
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IMPACT OF THE ENVIRONMENT ON THE PATIENT 


The Intensive Care Unit 


The intensive care environment provides the patient 
with a sense of security and concern that can enhance the 
process of recovery (12). However, this environment may 
also interact with the presenting illness to produce such 
adverse effects as increased morbidity, retarded recovery, 
and severe psychological stress (12-17). In the context of 
severe illness, the environment, with its continuous activ- 
ity and pervasive sense of disaster, may be perceived as 
hostile and frightening (9). Already impaired by medica- 
tions and the underlying illness, the patient's reality test- 
ing may further deteriorate under the impact of anxiety, 
variations in sensory input, sleep deprivation, and the dis- 
appearance of diurnal variation (12-17). As the patient's 
confusion mounts, symptoms of an acute delirium may 
appear and may progress from mild disorientation to a 
fulminant psychotic state with hallucinations and delu- 
sions (14-15). 


The Psychiatric Intensive Care Unit 


In a similar fashion, the frightened and confused 
psychiatric patient is suddenly thrust into an unfamiliar 
environment characterized by incessant activity, high 
stimulus input, and a relatively unstructured social 
organization (5-7). Almost immediately upon his arrival, 
the patient must begin the task of resolving his diffi- 
culties, and the sense of time pressure is constant (3). In- 
terpersonal involvement is encouraged, but when con- 
fronted by an often hostile family and a rapidly changing 
group of distressed strangers, the patient may view the 
need to disclose intimate details of his behavior as being 
as unnatural as seeing one's heartbeat on an oscilloscope. 
The sound of another's anguish may seem as alien as in- 
travenous feeding. Encouraged to participate in the reso- 
lution of his problems, the patient feels powerless to mod- 
ify the immediate source of his distress, and his feelings 
of anxiety, guilt, and helplessness increase. 

Yet the patient may not spontaneously voice his com- 
plaints about the environment (12). He is grateful to the 
staff for their help and fearful of jeopardizing his care, 
and his developing anger finds expression in conflicts with 
other patients, negativism, and demands for discharge. 
As these maladaptive defenses and behaviors are chal- 
lenged, the patient's affects become intensified; the out- 
come may be an increase in symptomatology and, for the 
schizophrenic patient, increased disorganization (6, 19). 
The additional stress generated by the environment thus 
further disrupts the patient's ability to participate in the 
therapeutic task, and the final result may be failure of the 
therapeutic intervention. 


IMPACT OF THE ENVIRONMENT ON THE STAFF 


The Intensive Care Unit 


Although inpatient crisis therapy is demanding work in 
which the psychological well-being of the staff 1s crucial 
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to the success of the treatment method (5), only brief 
mention has been made in the literature of the nature of 
the stresses experienced by such clinicians (2). Studies of 
staff responses to work in intensive care units have re- 
vealed that a sense of accomplishment and group cohe- 
sion is often counterbalanced by the constant level of 
anxiety and isolation that results from the need to re- 
spond rapidly to complex, life-threatening situations. 
Like the patient, the staff is exposed to multiple dis- 
tressing stimuli with few outlets available for frustration 
and anger. Interpersonal involvement is intense despite 
the brief period of contact between staff and patient; but 
each discharged patient is replaced by yet another who 
requires renewed investment, and the staff must contin- 
ually confront the pain of involvement and loss (9, 18). 

To protect against these distressing affects, the staff 
employs such defenses as depersonalization, denial, and 
avoidance, and the patient is dehumanized (9). The tem- 
porary relief provided by these defenses permits the res- 
toration of depleted emotional resources and facilitates 
subsequent reinvolvement. If these defenses are unsuc- 
cessful, however, a state of fatigue may ensue that has 
been compared to combat exhaustion; if it is not over- 
come, flight, in the form of illness or resignation, may be 
the outcome (9). 


The Psychiatric Intensive Care Unit 


Constant involvement with emotional suffering creates 
similar stresses for the staff of the psychiatric intensive 
care unit, but the intense interpersonal involvement de- 
manded by crisis intervention makes the use of deper- 
sonalization, denial, and avoidance far more difficult if 
the treatment is to succeed. The responsibility for treat- 
ment cannot be shifted to mechanical devices, and the cli- 
nician, often with little time available for reflection, 1s re- 
peatedly exposed to stimuli in the thoughts and actions of 
his patients that threaten to reevoke his own unresolved 
conflicts and arouse unacceptable sexual and aggressive 
impulses. 

In this emotionally charged atmosphere, the recurring 
losses become a major source of stress for the staff. The 
time-limited nature of the therapy frequently permits 
only partial resolution of the patient's presenting prob- 
lem, and the evidence of accomplishment necessary to 
balance the pain of loss is often lacking. The clinician, 
who is not supported by a well-defined hierarchy of roles 
and tasks that could aid in providing him with a sense of 
purpose and identity, is caught between the conflicting 
needs of the referral source and the subsequent treatment 
facility. He discovers that his treatment plan has been 
changed and the adequacy of his intervention questioned. 
As a result, he becomes increasingly uncertain of his ef- 
fectiveness. Persistent feelings of guilt and failure 
emerge, and in response to them he may attempt to pro- 
long the patient's stay in hopes of effecting a “cure” and 
may insist on personal follow-up, which is far beyond his 
and the unit's capabilities. 

In addition, the clinician often finds that the structure 
of the unit provides little opportunity for the direct ex- 
pression of his growing anger and frustration, and the 


highly specialized nature of the work makes it difficult 
for those not directly involved in the experience to com- 
prehend and accept the intense emotions it engenders. 
Other staff members, who are struggling with their own 
responses, may display a diminishing tolerance for the 
difficulties of a peer, and as a result, relationships inside 
and outside the unit become strained and contribute fur- 
ther stress. As the clinician attempts to maintain internal 
cohesiveness, withdrawal and self-involvement increase 
and his ability to respond to the patient with concern and 
empathy diminishes. Feeling pulled in opposite directions 
by his own needs and those of the patient, he begins to 
feel fatigued and overwhelmed. 

Concentration becomes difficult, feelings of impatience 
and boredom become manifest, objectivity ts lost, and the 
work of therapy becomes an onerous task. The final out- 
come is a disabling state of exhaustion and emotional de- 
pletion that may result in the failure of the therapeutic in- 
tervention and increased feelings of guilt and frustration. 
A destructive, self-perpetuating cycle is initiated that 
may be broken only by the clinician's resignation from 
the unit. 

This state of exhaustion may also be reached by the en- 
tire staff. Once they are caught up in this cycle, self-scru- 
tiny becomes difficult and dissension may severely impair 
group cohesion. The staff become more distant and emo- 
tionally unavailable, and errors begin to accumulate. 
They may increasingly rely on medications or outside 
agencies and postpone decisions or make them hastily. If 
this situation is not identified and corrected, the thera- 
peutic effectiveness of the unit deteriorates until the well- 
being of the patient is seriously threatened or staff mem- 
bers are lost. 


CONCLUSIONS AND RECOMMENDATIONS 


The intensive care environment of the crisis inter- 
vention unit provides a setting in which the work of crisis 
therapy can occur. The same environment may, however, 
serve as a disabling source of stress for both patients and 
staff, which contributes to the failure of the therapeutic 
intervention. Yet experience in intensive care units in- 
dicates that these stresses can be ameliorated or even pre- 
vented and the unit's therapéutic effectiveness main- 
tained (9, 12, 13). 

The first, and most important, change that must take 
place is the staff’s increased awareness that such adverse 
effects do occur so that open discussion of the patient's 
responses is encouraged and the sources of stress are 
identified and diminished. As the staff develops a greater 
understanding of the impact of the environment, the re- 
sponses of each patient no longer become a source of be- 
wilderment and can be used to further the understanding 
of his present dilemma. 

Whenever possible, the patient should be informed of 
the nature of the unit and its procedures in order to mini- 
mize his initial anxiety and alienation (13). Careful atten- 
tion must be given to staff selection and training, with 
special emphasis on willingness and ability to tolerate 
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high levels of stress (2, 9). The senior staff must provide a 
forum in which the entire staff can discuss their own re- 
sponses and be willing to provide each other with the nec- 
essary emotional support. Group cohesiveness must be 
maintained (9) and the flow of patients and amount of 
follow-up care closely regulated in order to prevent the 
staff from becoming overwhelmed. Finally, the presence 
at rounds or staff meetings of a senior consultant who is 
familiar with crisis intervention but not directly involved 
with the unit may help stimulate self-scrutiny on the part 
of the staff and prevent the destructive effects of staff ex- 
haustion. 

Although a more exact understanding of the impact of 
the intensive care environment in psychiatric settings 
must await further study, there seems to be little doubt 
that the experience gained in intensive care units can and 
must be used to maximize the therapeutic effectiveness of 
acute psychiatric inpatient care. 
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Depression in Thyrotoxicosis 


BY JOHN W. TAYLOR, M.B. 


The author describes the case of a middle-aged man who 
was admitted twice to a psychiatric hospital with 
depression. On the second admission, his mental state 
improved following treatment for thyrotoxicosis. The 
author emphasizes the importance of recognizing such 
atypical presentations of thyrotoxicosis and postulates a 
possible depression-producing mechanism in predisposed 
individuals. 


PSYCHOLOGICAL DISTURBANCES have long been consid- 
ered a common accompaniment of hyperthyroidism and 
are generally mentioned as such in textbooks of internal 
medicine and psychiatry (1, 2). 

The psychological changes may resemble anxiety 
states (3), neurasthenia (4), impaired intellectual func- 
tioning (5), acute confusional states (6-8), schizophrenia 
—often with paranoid features—or manic depressive 
psychosis (9). In addition, other reports of “apathetic 
thyrotoxicosis” have described prominent psychological 
abnormalities, especially withdrawal and depression, in 
thyrotoxic patients (10-13). 

Some authors (5, 14) have stated that serious psychiat- 
ric disorder is uncommon in thyrotoxicosis, despite the 
extensive literature on the subject. The difficulties in diag- 
nosing thyrotoxicosis in a patient who presents with what 
seems to be a psychiatric syndrome and the consequent 
delay in starting appropriate treatment justify restating 
the point that severe psychological symptoms may be the 
first manifestation of this disease. 


CASE REPORT 


Mr. A, a 51-year-old unmarried bookkeeper, was observed 
by his brother over a period of 6 months to be quieter, tired 
looking, and preoccupied. Mr. A complained of inability to 
concentrate, difficulty sleeping, and constipation. On one occa- 
sion, he left home, spent several hours in a nearby park, and then 
went to a stranger’s house and said he was dying. His general 
practitioner than arranged his admission to the psychiatric hos- 
pital. On admission, the patient said he had venereal disease 
and had killed many people through it. He was worried about 
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masturbation and was thinking of suicide. Glycosuria was also 
noted. His sister had recently been given electroconvulsive 
therapy (ECT) for depression. All of his symptoms remitted af- 
ter treatment with ECT and amitriptyline and he was apparent- 
ly well for 4 years. 

Five years after this illness, Mr. A complained to his general 
practitioner of the gradual development over 12 months of feel- 
ings of depression, anxiety, poor concentration, fears related to 
masturbation (which he called “the unforgivable sin"), diffi- 
culty sleeping, weight loss, and hand tremor. When no improve- 
ment was apparent after 3 days of treatment with 50 mg of 
amitriptyline taken nightly, the patient was again referred to 
the psychiatric hospital. He was cooperative on admission. At 
this time he showed psychomotor retardation, anxiety, and de- 
pression, and was preoccupied with ideas of guilt, unworthiness, 
and suicide. His attention span and ability to concentrate were 
reduced, but he was oriented. He was given 150 mg of ami- 
triptyline daily. Over the next 2 days, he became agitated, dis- 
orientated, complained of “bad thoughts," had ideas of suicide, 
and was increasingly withdrawn. Four days after admission, his 
temperature had risen to 39 C and his pulse to 150 per minute. 

The following laboratory studies had normal results: hemo- 
globin, total and differential white cell count, blood film, cul- 
tures of sputum, urine, throat swab, cerebrospinal fluid, and 
blood, skull X ray, serological tests for syphilis, liver function 
tests, and serum electrolytes. The erythrocyte sedimentation 
rate was 55 mm per hour, blood glucose was 396 mg/100 ml, 
glycosuria was present, blood urea nitrogen (BUN) was 36 mg/ 
100 ml, a chest X ray showed calcified hilar lymph nodes, and 
3,5,3'-triiodothyronine (T3) resin uptake was 149 percent of 
standard (definitely thyrotoxic for the testing laboratory), al- 
though protein-bound iodine (PBI) was not elevated. 

Antibiotics were commenced on the 5th day after admission 
without apparent benefit. On the 13th day, when the Ts resin up- 
take was reported, a regimen was started of 20 mg of proprano- 
lol four times a day and 30 mg of carbimazole three times a day, 
followed promptly by a decline in pulse rate from about 150 per 
minute to about 100 per minute and temperature from 38 C to 
normal. After 4 days the patient looked and reportedly felt 
much better and was more cheerful and well oriented. Sub- 
sequently he gained weight, lost his guilty preoccupation with 
masturbation and other psychological symptoms, and was able 
to return to work. 

After clinical improvement, the patient's BUN fell to 24 mg/ 
100 mi, the serum creatinine was 0.9 mg/100 ml, and blood glu- 
cose was normal, as was an oral glucose tolerance test. '?'I up- 
take failed to suppress with T: administration and a thyroid 
scan showed a retrosternal goiter. Propranolol was discontin- 
ued without effect after some weeks, but withdrawal of car- 
bimazole 15 months later was promptly followed by malaise 
and weight loss, so treatment was resumed. A subtotal thyroid- 
ectomy was performed 8 months later. At the last follow-up, 
18 months after surgery, the patient was doing very well with no 
antithyroid medication. 


DISCUSSION 


Mr. A did not exhibit some of the typical features of 
thyrotoxicosis like goiter and eye signs, and his PBI was 
just within normal limits. This is similar to the picture of 
“apathetic thyrotoxicosis” described by Thomas and as- 
sociates (13). 

During the first episode, glycosuria was present and 
was presumed to be related to depression, but it could 
have been a manifestation of thyrotoxicosis. Remission 
of thyrotoxicosis rather than treatment with ECT and 
amitriptyline may have been responsible for his improve- 
ment. In the second episode, agitated depression was fol- 
lowed by an acute confusional state, during which a 
depressed mood was still evident. It seems very likely that 
the mental symptoms present on the latter occasion were 
due to thyrotoxicosis, as they responded rapidly to anti- 
thyroid but not to other medication, and the patient re- 
mained well on antithyroid treatment alone. 

Whatever the nature of the relationship between the 
patient’s mental state and his thyroid disorder, he 
presented with an unremarkable psychiatric condition, 
but became worse when apparently appropriate psycho- 
tropic drugs were administered. However, he improved 
when antithyroid drugs were given. These points are par- 
ticularly noteworthy because recent publications have 
minimized the psychological disturbances of thyrotoxi- 
cosis and emphasized the less conspicuous intellectual 
impairment and more frequent occurrence of psychiatric 
symptoms in hypothyroidism (14). It may be that the de- 
pression reported by some authors to precede the clinical 
onset of thyrotoxicosis (15, 16) is the first sign of the dis- 
ease itself, rather than a cause. 

Gibson (4) quoted various sources who claim that cate- 
cholamines are involved in the psychological disorder of 
thyrotoxicosis, but it is not clear that there is either an in- 
creased sensitivity to or availability of catecholamines in 
thyrotoxicosis (17). The occurrence of depression seems 
paradoxical in view of the reported effectiveness of thy- 
roid hormones as an adjunct to the treatment of depres- 
sion (18, 19), but certain reports of the antidepressant ef- 
fect of thyrotropin-releasing hormone (TRH) suggest a 
possible mechanism (20, 21). Depression with thyrotoxi- 
cosis may result from diminished TRH release due to 
overproduction of thyroid hormones by the diseased 
gland. Not all thvrotoxics are depressed, however. There- 
fore, even if this mechanism is operating, some additional 
factor or factors must be present—possibly a genetic pre- 
disposition to depression. 

The occurrence of depression in thyrotoxicosis tends to 
support the suggestion of Kastin and associates (20) that 
the mood-elevating effect of TRH is not mediated by thy- 
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rotropin or thyroid hormones, but rather by a direct ef- 
fect of the TRH tripeptide on mood-influencing brain 
structures. Enhancement of tricyclic antidepressants by 
L-triiodothyronine probably occurs by a separate mecha- 
nism. 
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Suicide Attempted by Self-Immolation 


BY NANCY C. ANDREASEN, M.D., PH.D., AND RUSSELL NOYES, JR., M.D. 





The authors found that 14 individuals who had attempted 
suicide by self-immolation all had psychiatric illness 
(most were psychotic), and many had religious 
preoccupations. There was a reversal of the usual male to 
female ratios for burn injury and for successful suicide— 
all 5 completed suicides were women. Although self- 
immolation as social protest was widely publicized 
during the years surveyed, the authors note that these 
individuals all attempted suicide for personal and 
irrational rather than morally idealistic reasons. 


SETTING FIRE TO oneself would seem to be one of the 


most violent and certain ways to attempt suicide. A fire.. 


set to clothing is difficult to arrest, and its effects are ir- 
revocable. Burn injuries are painful, mutilating, and, 
when they involve large areas, often fatal. Furthermore, 
fire carries symbolic overtones of psychological interest 
(1). Martyrs such as Jeanne d'Arc and the Buddhist 
monks of recent times have dramatized their cause 
through fiery death. In Western civilization, influenced 
by the Judeo-Christian tradition, death by fire evokes 
both the association of torment in the eternal fires of hell 
and the notion of purification by the holy fires of redemp- 
tion. The gift Prometheus stole from the gods has been a 
mixed blessing to man. While it has provided warmth, 
heat, and light, it has also brought the terrible destruction 
of fire-bombing, forest fires, and napalm. 

Suicide attempts by self-immolation have usually been 
considered quite rare. A survey of such attempts during 
the last 10 years based on reports in the New York Times 
yielded only 26 cases in the United States, most of which 
represented protests against the war in Viet Nam (2). Iso- 
lated case reports of suicide by self-immolation have also 
appeared (3, 4), but no systematic study has been made of 
this method of self-destruction. In the course of studying 
all patients admitted to the University of Iowa Burn Unit 
over a l5-month period, we observed that while this 
method of attempting suicide was uncommon, it was not 
rare. In addition, we noted that most patients who burned 
themselves suffered from psychiatric illness. Accordingly, 
we undertook the present investigation to examine the 
situational and diagnostic precursors of attempted self- 
immolation. 


Read at the 127th annual meeting of the American Psychiatric Associa- 
tion, Detroit, Mich., May 6-10, 1974. 


The authors are with the Department of Psychiatry, University of Iowa 
College of Medicine, Iowa City, Iowa 52242, where Dr. Andreasen is 
Assistant Professor and Dr. Noyes is Associate Professor. 
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METHOD 


A record search was made to identify all patients ad- 
mitted to the University of Iowa hospitals and clinics 
with the joint diagnoses of burn injury and suicide at- 
tempt during the past 8 years. This search yielded a total 
of 14 subjects, 5 of whom died as a result of their injury. 
The surviving subjects were sent a letter inquiring about 
their suicide attempt. Whenever possible, they were inter- 
viewed directly about their history, the circumstances 
leading to their attempt, and their state of mind at the 
time. Of the 5 subjects interviewed personally, 2 later 
died as a result of their injury. A sixth subject wrote a 
lengthy letter in answer to our questions. We were able to 
obtain psychiatric records and follow-up information on 
12 of the 14 patients. The Burn Unit records of the re- 
maining 2 patients yielded limited information. We re- 
viewed all records independently and a consensus diag- 
nosis was established using the criteria of DS M-II (5). 


RESULTS 


The subjects were 10 women and 4 men ranging in age 
from 16 to 75, with a mean age of 42. The body area in- 
volved by burn ranged from 4 percent to 95 percent, with 
a mean of 40 percent. All 5 successful suicides were 
women. 

Diagnoses covered a broad spectrum: schizophrenia, 
N =4; psychotic organic brain syndrome (secondary to 
porphyria and brain tumor), N 22; depression, N =2; an- 
tisocial personality, N 22; alcoholism, N =2; and mental 
retardation, N=1. The remaining patient had had a prior 
psychiatric hospitalization, but no diagnosis could be 
made as these records were unobtainable. 

A majority of the subjects suffered from disturbed 
thought processes and impaired judgment at the time of 
their attempt—9 were psychotic and 2 were intoxicated. 
No information was available on the 3 other patients. Re- 
ligiosity was a frequent theme as they discussed their at- 
tempts. Some felt that they deserved punishment for their 
sins or that God had abandoned them, while one acted 
upon the instructions of a hallucinatory voice interpreted 
as coming from the Divinity. Ten described strong reli- 
gious backgrounds; 5 of these were Catholic and 5 Prot- 
estant. None of the subjects burned him/herself as a form 
of social protest; all did so for purely personal reasons, 
primarily psychotic ones. 

A substantial number of these individuals were institu- 
tionalized at the time of their injury—4 were in penal fa- 
cilities and 4 were in psychiatric facilities. Six subjects 


were at home. Self-immolation did not represent an at- 
tempt to gain release from the penal institution for the in- 
carcerated subjects. Two of them were psychotic and a 
third was intoxicated at the time of injury. For some of 
those in institutions, fire appeared to have been selected 
as a method of self-injury because matches were more 
readily available than other materials. Three of the suc- 
cessful suicides occurred at home and 2 in institutions. 

Each of these subjects had a unique history. The fol- 
lowing case reports were selected because they reflect the 
variety of diagnoses, situations, and motivations ob- 
served in these individuals. 


Case Reports 


Case l. This 75-year-old woman first suffered depres- 
sive symptoms at the age of 66. Her first episode was 
treated with electroconvulsive therapy, which apparently 
induced a remission lasting until age 70, when symptoms 
recurred but responded to antidepressant medication. A 
third episode began at age 75, 3 months prior to her sui- 
cide. Symptoms at this time included initial and terminal 
sleep disturbance, agitation, suspicions that someone was 
taking her money, somatic delusions, decreased appetite 
accompanied by delusional beliefs that her food was poi- 
soned or that she was being tormented in hell, crying 
spells, and feelings of hopelessness. She was fully ori- 
ented, showed some recent memory impairment, and had 
a normal EEG. She showed little response to antidepres- 
sant medication during this episode. Three weeks after 
this medication was discontinued and she was discharged 
to the care of her husband, she set fire to her dress, sus- 
tained 58 percent total body surface burns, and died 
within 4 days. Before her attempt, she had firmly stated 
that she would not commit suicide because it was a sin for 
which God would punish her. During the 4 days of hospi- 
talization prior to her death, she admitted that she had 
intentionally set fire to herself in order to end her life. 


Case 2. At the time of her injury, this 45-year-old 
housewife had a 10-year history of psychiatric illness, 
which had been consistently diagnosed as paranoid schiz- 
ophrenia. Her symptoms included auditory hallucina- 
tions, religious delusions, ideas of reference, and feelings 
of passivity. She was a devout Roman Catholic, and her 
religiosity increased prior to her self-immolation. At 
church, she felt that the priest had “‘singled her out" and 
had made reference to her in his sermons. She set herself 
on fire in response to a voice from God telling her to do 
so. She sustained 35 percent burns but survived. Retro- 
spectively, she denied that setting herself on fire repre- 
sented a suicidal act, which was against her religion. On 
the other hand, she recalled hearing voices telling her to 
take her life by driving her car off a road. She remained 
psychotic throughout most of her hospitalization on the 
Burn Unit and was felt to be a significant suicidal risk. 


Case 3. A 27-year-old inmate at a men’s reformatory 
had been incarcerated for writing bad checks. He set fire 
to himself while in isolation and sustained 30 percent 
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burns, which he survived. He had made 10 previous sui- 
cide attempts, including 5 unsuccessful attempts at self- 
immolation. Reformatory authorities indicated that he 
had been anxious and fearful, threatening self-mutilation 
if he were not protected from "others," and frequently 
approached staff members begging to be saved from poi- 
soning or homosexual assaults. When his demands were 
not met immediately, he would threaten or attempt to in- 
jure himself. He described himself as feeling lonely and 
rejected. Despite attempts to provide psychiatric help 
for him, he felt “beaten down" and unable to deal with 
his problems. He became involved in drugs while in 
prison and was caught; he was punished by being put in 
isolation. He described his feelings then as follows: “I 
had lost every friend I had ever had and stood up and set 
my clothes on fire to die." Following his recovery from 
burn injuries, he remained in penal facilities for the next 8 
years. Symptoms of depression and traits of an emotion- 
ally unstable personality were noted in his record, but the 
final diagnosis was antisocial personality. 


Case 4. A 23-year-old woman was brought to the Burn 
Unit after she had set her dress on fire while in the seclu- 
sion room of a state psychiatric hospital. Psychiatric 
symptoms had first been noticed at age 15 when she was 
hospitalized for an acute psychosis. Her symptoms, 
which recurred episodically, included depressed mood, 
ideas of reference, paranoid delusions, auditory halluci- 
nations, and suicidal thoughts. She also complained in- 
termittently of nervousness, crying spells, and pain in her 
abdomen. At the age of 19 she was discovered to have ele- 
vated urinary porphyrins, and it was concluded that her 
intermittent psychotic episodes were due to porphyria. 
She continued to suffer from episodic symptoms and re- 
peatedly made bizarre suicide attempts, which included 
overdosing, swallowing pins, and mutilating her skin. Her 
self-immolation, which led to 50 percent total body sur- 
face burns that were eventually fatal, occurred during one 
of these psychotic episodes. She remained alive for about 
a month on the Burn Unit, during which time she experi- 
enced recurrent nightmares that she was on fire again, 
screaming with terror while people stood by unable to 
rescue her. She verbalized the wish that she had suc- 
ceeded in her suicide attempt and admitted to guilt feel- 
ings, depression, self-condemnation, and recurrent sui- 
cidal thoughts. At times she became violent and agitated, 
screaming profanities at nurses and on one occasion 
throwing a coke bottle at a burned child. 


Case 5. This 25-year-old man, who sustained 35 per- 
cent burns by pouring kerosene on his torso and igniting 
it after he had been drinking heavily, was attempting to 
resolve marital problems and dramatize his love for his 
wife. This was his fourth suicide attempt. He had pre- 
viously cut his wrists, jumped from a moving car, and 
tried to hang himself. He had a long-standing history of 
immature and manipulative behavior and a 7- to 8-year 
history of excessive drinking. He had been hospitalized 
for treatment of alcoholism 2 years previously, had been 
jailed for intoxication, and had lost his driver's license be- 
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cause of operating a motor vehicle while intoxicated. The 
patient displayed considerable ambivalence about his un- 
successful attempt. On the one hand, he indicated that he 
hoped his wife would now realize how much he loved her 
and that he did not consider life worth living if she did not 
return to him. On the other hand, he sometimes felt 
ashamed of himself and indicated that he probably would 
not have attempted suicide if he had not been drinking 
excessively. He eventually recovered fully from his in- 
juries. 


DISCUSSION 


One might suspect that people who choose fire as a 
method of self-injury would represent a homogeneous 
group. In fact, these individuals were quite different in 
motivation, diagnosis, and the circumstances surround- 
ing their injury. The one trait most of them shared was 
severe psychopathology, secondary either to a psychotic 
process or to intoxication. A tendency toward violent and 
bizarre behavior also runs through their records. Al- 
though some had attempted self-injury previously, most 
seem to have had only a vague understanding of the na- 
ture and quality of their acts and to have acted impul- 
sively and unpredictably. 

The small number of successful suicides is somewhat 
surprising. Fire would seem to be a relatively certain 
method of self-destruction, but only 5 of these 14 individ- 
uals succeeded in killing themselves. There are several 
possible explanations for this surprising result. First, 8 
subjects were in institutions and therefore were discov- 
ered before the flames had progressed very far. None of 
those in institutions had easy access to gasoline, which 
would make death more likely. Second, most suffered 
from impaired judgment and were therefore unable to 
plan carefully a way to incinerate their entire bodies rap- 
idly and produce death. In fact, many were so impaired 
that they were not precisely sure about their purpose— 
whether it was self-injury, self-destruction, self-punish- 
ment, or a command from God. Third, treatment of burn 
injuries has become quite sophisticated during the past 10 
years, and many patients who might previously have 
died are now saved. Five subjects who had significant 
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injuries—from 30 to 55 percent of the body surface— 
survived because of vigorous medical intervention. 

Reasons for selecting fire as a method of self-injury 
tended to vary almost as much as the diagnoses. As pre- 
viously mentioned, fire was more readily available than 
other means for those in institutions, particularly for 
those prone to act impulsively. Although the Buddhist 
monks of Viet Nam were in the news frequently during 
the years surveyed, none of the subjects made any refer- 
ence to them, although a few may have selected burning 
as a means to further dramatize their distress. Some were 
concerned with the religious and symbolic overtones of 
fire and its painful and mutilating effects. Some could 
give no reason at all for their use of fire, even though 
other methods were available. In these cases, one can 
only say the self-immolation was a reflection of their irra- 
tional state of mind. 

This investigation uncovered some interesting epi- 
demiological data. Of the approximately 100 patients ad- 
mitted to the University of Iowa Burn Unit each year, 2 
suffered from self-inflicted injuries. The male:female ra- 
tio of approximately 2:1 among burn patients was re- 
versed among self-immolators: 10 females suffered self- 
inflicted burn injuries, as compared to 4 males. Further- 
more, although the incidence of successful suicides is 
much higher among men in the general population, all 
the successful suicides in this series were female. AI- 
though the records were examined for clues as to why sui- 
cide by self-immolation might be more common in 
women, no acceptable explanations were found, and this 
curious finding remains unexplained. 
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An Investigation of Calendar Calculating by an Idiot Savant 


BY A. LEWIS HILL, PH.D. 


Three mechanisms (eidetic imagery, high-speed 
calculation, and substitute compensation for normal 
learning) were investigated and rejected as possible 
explanations for the calendar-calculating ability of a 
particular idiot savant. Reaction times for calendar 
calculations indicated that he used neither an 
idiosyncratic nor a calendar-based system. Rote memory 
and a special ability to concentrate for extended periods 
of time were postulated to explain this individual's 
performance. 


AN IDIOT SAVANT is an individual of low general in- 
telligence who possesses one or more highly developed 
skills. Probably the most well-known of these skills is cal- 
endar calculating, the determination of the day of the 
week on which a particular date has fallen or will fall. Al- 
though there is a mathematical formula for this determi- 
nation, it is very doubtful that idiots savants use this 
method. Horwitz and associates(1) suggested three 
mechanisms as possible explanations for this ability. 

The first of these, eidetic imagery, is especially attrac- 
tive because it offers an explanation that does not require 
any mathematical ability. The second hypothesis is that 
these individuals may be able to calculate at great speeds. 
Of course, this is not an explanation at all, and most idiot 
savants are very poor at even simple addition and sub- 
traction. The third possible mechanism is that "the skill 
represents a mechanism utilizing memory and serving as 
a substitute compensation for normal learning" (p. 1075). 
It is not clear whether “substitute compensation" implies 
a normal learning ability which is focused to the extent 
that the savant learns particular items at the expense of 
learning other material or that the process by which the 
material is learned is different from "normal learning" 
(e.g., eidetic imagery). The specific purpose of this study 
was to examine these possible mechanisms in a particular 
patient. 


BACKGROUND 


This man, whom we will call B, was born on August 20, 
1921. He was the first of two children born to reportedly 
normal parents. His sister is also reportedly of normal in- 
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telligence. He entered a state school for the mentally re- 
tarded in 1928 at the age of 6; with an IQ of 54 (Stan- 
ford-Binet). At that time he was described as a poorly 
developed boy suffering from congenital syphilis. 

At the time of testing, he possessed several abilities 
that placed him within the classification of idiot savant. 
He was able to play 11 musical instruments by ear, re- 
member important dates such as birthdays, and draw 
elaborate pictures of houses. However, his most out- 
standing ability was calendar calculating. There are no 
indications in his records as to when or how his abilities 
developed, although it is clear that he possessed them at 
the time of his transfer to a second state school for the 
mentally retarded in 1949. 


INITIAL TESTING 


During his first visit to the laboratory, B appeared a 
little nervous but highly motivated to do well. He was 
tested on visually presented and auditory digit span, 
eidetic imagery, a paired-associate task, and his calen- 
dar-calculating ability. 

The auditory digit span was taken from the Wechsler 
Adult Intelligence Scale. He was able to recite up to 5 
digits forward and 3 digits backward when the presenta- 
tion rate was | digit per second. Random series of num- 
bers, ranging from 3 to 7 digits, were also presented to 
him typed on three-by-five index cards. Although an at- 
tempt was made to have him view each card for the same 
number of seconds as there were digits on the card, he 
would look at each card, read it rapidly to himself, and 
immediately look at the experimenter and recite as many 
numbers as he could. For the visually presented digit 
span, he was able to recall up to 5 digits forward and 5 
digits backward. This increase in backward digit span 
might have been due to his reading the digits backward 
on the cards, as he had prior knowledge of the order in 
which he was to report them. 

The tests for eidetic imagery followed the methodology 
of Haber and Haber (2) and also included the check- 
erboard figures of Gummerman and associates (3). No 
indications of eidetic imagery were found. His recall of 
the items within pictures was very poor in both content 
and color. 

He was then given the paired-associate task in which 
he was presented with pictures of the heads of 10 females 
at a rate of 5 seconds per picture. During each presenta- 
tion he was told a fictitious month and date of birth and 
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asked to remember these. The pictures were presented for 
a total of three runs. For each picture he guessed the 
month and day of birth and was then told the “correct” 
answer. None of his guesses was correct, and the experi- 
ment was terminated. After these tests, it seemed evident 
that his ability to calendar calculate was not based on ei- 
ther eidetic imagery, a normal learning ability, or a large 
short-term memory capacity. 

B was given a preliminary test of his ability to calendar 
calculate and was questioned on several of his answers re- 
gardless of whether or not he was correct. When ques- 
tioned, he often referred to the previous year, to another 
month within the same year, or to a specific event that 
had happened to him a day or two from the date ques- 
tioned. When questioned directly as to how he figured out 
the day, he denied using any mathematical formula or 
eidetic imagery. His responses to the direct questioning 
suggested the possibility that he was using some type of 
system, perhaps involving key dates and counting. If this 
were the case, his reaction times for dates closer to these 
anchor points should be faster than those distant from it. 
To test this possibility, an experiment was designed to 
further test his calendar-calculating ability. 


EXPERIMENTAL INVESTIGATION 


First Session 


A series of 168 dates was constructed so that | date per 
month was given for each of the 14 odd-numbered years 
from 1943 to 1969. However, no date was given twice 
within a calendar year, and no month, date, day, or year 
followed itself in order of presentation within the list. The 
experimenter read the dates at a rate of approximately ! 
second per item (month, date, year) and waited for B's re- 
sponse. When he responded, the experimenter nodded his 
head “yes” and went on to the next date. Thus B was re- 
inforced for all responses regardless of correctness. For 
those dates for which no answer was given within 2 min- 
utes, the experimenter simply went on to the next date. 
The testing lasted for approximately 2 hours, including a 
10-minute break near the middle of the list. Both reaction 
times and self-corrections were measured by three inde- 
pendent judges from a tape recording of the experimental 
session. Only those reaction times to the first response, 
when that response was correct, were used. 

Overall, B's first answer was correct for 134 dates (80 
percent). The median reaction time was 7.9 seconds. On 6 
of the dates, no answer was given. He caught himself on 
10 errors and successfully corrected himself on 7 of these. 
He answered 18 dates incorrectly and did not attempt to 
correct himself. 

The 14 years used in this experiment comprise 7 pairs 
of identical years. The 4 years in which B's responses 
were 100 percent correct were 1943, 1945, 1951, and 
1965; these are years in which January 1 falls on a Mon- 
day or Friday. The two years with which he experienced 
the most difficulty were 1947 and 1969— both began on 
Wednesdays. In posttest questioning, he reported that he 
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had been “framed” in 1947 and had been unjustifiably 
punished. No explanation was given for his relatively 
poor performance for 1969. 

Table | presents a summary of the correct responses 
arranged according to months, days of the week, and 7- 
day periods. While the differences in median reaction 
times suggested that certain months may have been more 
difficult than others, this was based on only 10 to 12 data 
points for each month. No striking trend was found in 
days of the week (i.e., while Mondays might seem to be 
the most difficult in terms of reaction times, Mondays 
were highest on the percentage correct). When responses 
were broken down into periods of 7 days, the most promi- 
nent feature was the consistency of both reaction times 
and correct responses. 

The results of this experiment seemed to indicate that 
B was not using a specific system of key dates and count- 
ing. However, there were certain variables within the re- 
action time data that appeared to call for further exam- 
ination. 


Second Session 


The best and worst months, days of the week, and 
weeks were tested for 4 years that began on a Friday ora 
Wednesday and had not been previously tested. Thus, a 
new series of 128 dates was compiled to specifically test 
the dates of the month between the 15th and 28th that feil 
on a Saturday, Sunday, Monday, or Tuesday within the 
months of April, May, June, and December of 2 years 
(1937 and 1954) that began on a Friday and of two years 
(1941 and 1958) that began on a Wednesday. These dates 
were arranged and presented to B in the same manner as 
previously described. 

A series of addition and subtraction problems of num- 
bers between | and 17 was also devised to test B’s ability 
in simple arithmetic skills. To test his use of a non- 
systematic idiosyncratic code, dates of importance ac- 
cording to his state school records and general conversa- 
tions were obtained. The testing consisted of giving him 
the list of 128 dates with a break approximately in the 
middle of this list. The test of arithmetic skills was given 
during this break. When the original list was completed, 
he was tested for an idiosyncratic code. For this testing, 
he was asked to give the day of the week as well as what 
happened to him on that day. As in the previous session, 
this session was tape recorded for later analysis. 

B’s accuracy and reaction time were considerably im- 
proved, even though this session included the dates that 
should have been the most difficult for him based on his 
previous performance. Overall, his first answer was cor- 
rect for 116 dates (91 percent). The median reaction time 
for these answers was 3.7 seconds. He corrected himself 
on 6 dates and gave no answer on the remaining 6. When 
these remaining 6 were given to him again at the end of 
the session, all of his responses were correct. 

Separate analyses of variance were computed on the 
reaction times by dates (15th to 28th), weeks (15th to 21st 
versus 22nd to 28th), and days (Saturday, Sunday, Mon- 
day, Tuesday). Since none of these was significant, the re- 
action times were combined for an analysis of variance of 


TABLE i 
Correct First Responses 





Percent of Correct Median Reaction Time 


Category Responses (in seconds) 
Month 
January 86 9.3 
February 71 6.4 
March 86 7.0 
April 86 5.0 
May 79 14.5 
June 71 12.1 
July 79 6.9 
August 79 6.5 
September 79 8.2 
October 86 11.5 
November 71 15 
December 86 6.2 
Day of the week 
Sunday 79 6.3 
Monday 91 10.5 
Tuesday 74 10.6 
Wednesday 79 7.5 
Thursday 79 8.2 
Friday 68 8.6 
Saturday 79 7.1 
7-day period of the month 
1 to 7 88 7.3 
8 to 14 74 8.0 
15to 21 82 6.6 
22 to 28 73 9.0 
29+ 82 7.4 


the years and months. This analysis indicated that the re- 
action times were significantly different between years 
beginning on a Wednesday and those beginning on a 
Friday (F = 25.42, p<.001) and between months (F =7.23, 
p<.001) and that the Years x Months interaction (shown 
in figure 1) is significant (F =4.54, p<.001). 

B could add simple numbers with little difficulty. How- 
ever, it was noticed that he used his fingers during all cal- 
culations that involved a total greater than 10. He was 
unable to subtract at all. However, if the problem was 
made concrete (e.g., “If you have 3 apples and you give 
me 2, how many do you have left?’’), he was able to do it 
with single-digit numbers but not with numbers larger 
than 10. 

When asked what had happened to him on specific 
dates, B performed very poorly. He was correct on only | 
of the dates given (the date on which he was placed on 
family care), although he was able to give the correct day 
of the week for all. 


DISCUSSION 


None of the three mechanisms for calendar calculating 
suggested by Horwitz and associates (1) (eidetic imagery, 
high-speed calculation, and a substitute compensation for 
normal learning) seems appropriate as an explanation for 
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FIGURE 1 
Median Reaction Times for Dates Presented in Years Beginning on a 
Friday (1937 and 1954) and on a Wednesday (1941 and 1958] 
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the ability of this idiot savant. No indications of eidetic 
imagery were found either in direct testing or in auditory 
or visual testing for digit span. B's lack of simple 
arithmetic ability seemed to indicate that he could not 
calculate at high speeds. Even simple addition was a slow 
process for him, taking much longer than calendar calcu- 
lating. The results of the paired-associate task, although 
designed to take advantage of one of his special abilities, 
indicated that he was unable to learn at a normal rate. At 
the end of three trials, he was still unable to give a par- 
tially correct answer (performing at less than a chance 
level while a normal control subject gave three com- 
pletely correct answers after only one trial). 

B did not appear to have a system for calendar calcu- 
lating. Overall, it did not seem to matter what month, 
date, day, or year he was asked, with the exception of 
dates in years beginning on a Wednesday. In these years, 
months early in the year were difficult, but this difficulty 
was overcome when he reached December. 

B's skill may have been due to a normal learning proc- 
ess coupled with the ability to sustain the great effort and 
concentration needed to memorize. He displayed no diffi- 
culty in maintaining concentration during hours of test- 
ing. This ability may have been aided somewhat by his 
knowledge of some of the systematic changes within the 
calendar. The only remaining explanation is not the abil- 
ity to calculate days but a rote memory process similar to 
the memory of adolescents who learn the statistical infor- 
mation pertaining to their favorite sports. 
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Although there does seem to be something “‘special”’ 
about the calendar, the potential for concentrating and 
memorizing, albeit highly and narrowly focused, might 
be extended to other areas. Thus, the idiot savant is nota 
“normal” retardate, nor does he possess a special skill or 
capacity to memorize; his "special ability" seems to be 
that of concentrating for extended periods of time. 
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Lithium Carbonate in the Treatment of Tardive Dyskinesia 


BY FATMA A. REDA, M.D. JAVIER I. ESCOBAR, M.D., M.S., AND JOHN M. SCANLAN, M.D. 


Six patients with tardive dyskinesia were treated with 
lithium carbonate in an open clinical trial. Evaluations 
using a new tardive dyskinesia rating scale showed 
statistically significant improvement in dyskinetic 
movements while the patients received lithium. This 
improvement was consistently observed in all patients 
but was relatively small when compared to the amount of 
pathology present. 


INCREASED DOPAMINERGIC activity and decreased cholin- 
ergic activity have been proposed as basic pathogenic 
factors underlying tardive dyskinesia (1, 2). In fact, dopa- 
mine-blocking agents (3) and enhancers of acetyl cho- 
line (2) temporarily relieve symptoms of tardive dyski- 
nesia. 

Lithium carbonate diminishes central catecholam- 
inergic activity by facilitating the reuptake of catechol- 
amines (4). It also decreases the sensitivity of the receptor 
to dopamine (5). Two reports have appeared in the 
literature regarding the treatment of tardive dyskinesia 
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with lithium carbonate (6, 7). Prange and associates (6) 
treated two tardive dyskinesia patients with lithium and 
observed marked dose-related improvement with lithium 
and relapse when placebo was substituted for lithium. 
Dalen (7) reported on a third patient who showed signifi- 
cant improvement in dyskinetic movements after treat- 
ment with lithium. 


METHOD 


We evaluated 16 patients with tardive dyskinesia who 
were being followed at a psychiatric aftercare clinic. The 
main criteria for inclusion in the study were unequivocal 
symptoms of tardive dyskinesia and a history of chronic 
intake of psychotropic medication. Only 6 patients ful- 
filled these criteria; 10 patients had to be excluded be- 
cause of organic brain syndrome and other physical ill- 
ness contraindicating the use of lithium. Table 1 presents 
the demographic ‘data and medication history for the 6 
study patients. Five patients continued to receive neuro- 
leptics concomitantly with the lithium treatment, and one 
received lithium alone. 

All patients were given 900 mg of lithium carbonate 
daily for weeks 1, 2, 5, and 6. During weeks 3 and 4 the 
patients were instructed to discontinue the lithium. Se- 
rum lithium levels were maintained between 0.7 and ! 
mg/liter. Evaluations of tardive dyskinesia were made by 
three raters at the beginning of the study and at weeks 1, 
2, 4, 5, and 6 using a tardive dyskinegia rating scale re- 
cently developed by us.' Patients were evaluated during 
live and videotaped interviews. 


"The tardive dyskinesia rating scale is available upon request from Dr. 
Escobar. 


TABLE 1 
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Demographic Data and Medication History for Six Patients with Tardive Dyskinesia 


Medication Other than 
Lithium During 
the Study 


Patient 


Number Sex Age Primary Diagnosis 


] F 48 Schizophrenia, mental Trifluoperazine 
retardation 
2 M  À $56  Manic-depressive None 
illness 
3 F 56 Schizophrenia Thioridazine 
Fluphenazine HCL 
Benztropine mesylate 
4 F 46 Manic-depressive Mesoridazine 
illness Carphenazine 
5 F 67 Schizophrenia Perphenazine 
Amitriptyline 
Benztropine mesylate 
6 F 62 Schizophrenia Fluphenazine HCL 
RESULTS 


The statistical evaluation of the ratings on the tardive 
dyskinesia scale revealed that a subgroup of six symp- 
toms—frowning, lip motion, jaw motion, choreo-athetoid 
finger, teeth clenching, and foot tapping or heel drop- 
ping—showed high reliability and occurred at a fre- 
quency adequate for evaluating this population group. 
These items were much more reliable rating factors than 
the remaining items in the scale, and when treated as a 
scale themselves they were essentially equivalent to the 
total scale. They showed a high degree of relationship to 
what the raters judged to be tardive dyskinesia as in- 
dicated in the global ratings of pathology on the tardive 
dyskinesia rating scale (severity was measured on a scale 
of 0 to 4). Their reliability and validity, as shown in this 
sample, indicate that they are quite adequate for use in 
research and clinical evaluations. 

Another group of items—speech impairment, in- 
voluntary tongue protrusion, and abnormal gait— 
showed no core communality, had a very low inter- 
correlation, and had only a minimal correlation with the 
group of items previously described. The remaining 
symptoms in the scale—periorbital facial dyskinesia, 
blinking, cheek movement, and peculiarities in voluntary 
tongue protrusion—did not occur frequently enough in 
this sample to be adequately evaluated. 

For the statistical analysis of lithium effectiveness, an 
average of the three raters’ evaluations was used. The 
analyses were performed separately for the ratings made 


. Length of Time on 
Current Medication 


Pretreatment Severity of 


Previous Medication Tardive Dyskinesia 


5/2 years Chlorpromazine Severe 
Methylphenidate 

Chlorpromazine Mild 
Perphenazine 

Benztropine mesylate 
Diphenhydramine 

Trifluoperazine Mild 
Chlorpromazine 
Imipramine 
Thioridazine 
Chlorpromazine 
Haloperidol 
Benztropine mesylate 
Diphenhydramine 

7 years = Mild 


3 months 


2/2 years 


2; years Moderate 


Thioridazine Moderate 
Chlorpromazine 

Trifluoperazine 

Imipramine 


Benztropine mesylate 


8 months 


during live and videotaped interviews. For the analysis of 
each patient, a no-drug score was computed by taking the 
average of those ratings obtained while the patient was 
not receiving the drug, and a lithium treatment score was 
obtained by averaging those ratings obtained while the 
patient was receiving lithium. The difference between 
these two scores became the lithium treatment effec- 
tiveness score for each patient. The lithium treatment 
scores for the 6 patients were then added together and av- 
eraged. This average was tested with a one-sample t test 
for statistical significance. Table 2 shows the mean no- 
drug and lithium scores, the mean lithium treatment ef- 
fect scores, and results of tests of significance. 

The patients’ improvement on lithium carbonate was 
shown on all of the factors in the scale. This improvement 
reached statistical significance (p<.05) with the aggre- 
gate of the symptoms of frowning, lip motion, jaw mo- 
tion, teeth clenching, choreo-athetoid finger, foot tapping 
or heel dropping, and also with speech impairment, in- 
voluntary tongue protrusion, and abnormal gait (see 
table 2). Drug/no-drug differences for the total tardive 
dyskinesia scale and the global ratings of pathology also 
reached statistical significance (p<.05 using live ratings 
and p<.01 using videotape ratings). 

In general, greater differences were noted in the video- 
tape ratings. As can be seen in table 2, the patients’ over- 
all improvement was not large compared with their total 
pathology. Thus while all of the patients were rated as 
improved with lithium, this improvement was relatively 
small, and most of them retained significant symptoms of 
tardive dyskinesia. 
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TABLE 2 
Mean Scores on the Tardive Dyskinesia Rating Scale 


Mean Scores* 


No Lithium Effect of Level of 
Item Therapy Lithium Therapy Lithium Therapy Significance 
Group | symptoms: frowning, lip motion, jaw motion, teeth 
clenching, choreo-athetoid finger, and foot tapping or heel 
dropping 
Live ratings 8.00 6.70 1.30 p<.05 
Videotape ratings 9.60 7.30 2.30 p<.05 
Group 2 symptoms: speech impairment, involuntary tongue 
protrusion, and abnormal gait 
Live ratings 15.20 13.30 1.90 n.s. 
Videotape ratings 15.80 13.40 2,40 p<.05 
Total score 
Live ratings 29.70 25.00 4.70 p<.05 
Videotape ratings 30.00 24.30 5.70 p«.0l 
Global ratings of pathology 
Live ratings 1.38 0.49 p«.05 
Videotape ratings 1.43 0.40 p«.01 


* The scoring system rated severity and frequency. For severity, 0- none, | = mild, 2= moderate, 3 severe, and 4= extreme; in addition, 0 - absent and 4 = present. For fre- 
quency, 0.- symptom not present, 1 - one every 10 or more seconds, 2 = every 5 seconds, 3 =every 2 seconds, and 4 - one or more per second or continuous. 


DISCUSSION 


There is as yet no effective long-term treatment agent 
for tardive dyskinesia. The current treatment of choice is 
discontinuation of neuroleptic drugs, as much in the hope 
of halting the progress of the disease as in ameliorating 
the symptoms. In the presence of psychotic symptoms 
there is a forced clinical choice between two “evils.” It 
may be hypothesized that lithium carbonate decreases 
. the neuroleptic-induced hypersensitivity of the dopamine 
receptor and that it is possible to continue giving “‘neces- 
sary” neuroleptic drugs concomitantly with lithium with- 
out as much fear of aggravating the neurological syn- 
drome. Our results support these postulates, since lithium 
was shown to decrease the symptoms of tardive dyski- 
nesia, particularly the oral and facial dyskinesias, when it 
was used alone or in conjunction with neuroleptic agents. 

Since our study was not double-blind, the differences 
could be at least in part the result of placebo effect and/ 
or rater bias. To verify this interesting preliminary find- 
ing, double-blind studies comparing lithium and placebo 
should be carried out on larger samples of patients. We 
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foresee two shortcomings in the clinical use of lithium for 
tardive dyskinesia, namely, the incomplete relief of dys- 
kinetic movements and the large number of patients with 
tardive dyskinesia who have other physical conditions 
that contraindicate lithium maintenance. 
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LETTERS TO THE EDITOR 





The “Wizards” Speak Out 


Sir: It was with great interest that I read Judge David L. 
Bazelon's article "The Perils of Wizardry” (December 1974 is- 
sue). I believe that I understand most of the good intentions be- 
hind his appeal for psychiatry to become open to the legal ad- 
versary process. The medical profession of which psychiatry is a 
part has already developed an adversary system in its grand 
rounds and staff discussion that is far superior to anything cur- 
rently available in the typical courtroom. In grand rounds, each 
piece of evidence is weighed and analyzed, and the staff at- 
tempts to integrate all available information in the most mean- 
ingful manner to achieve a pertinent clinical and therapeutic 
program. 

The interest of the court, however, 1s, as Judge Bazelon 
stated, restricted— 'not to determine whether a decision is cor- 
rect or wise, but whether there has been a full exploration of all 
relevant facts and possible alternatives. . . ." Herein lies the dif- 
ference: unlike the judicial system, physicians attempt to arrive 
at a wise and true decision. 

Psychiatrists have been urged not to take the adversary cross- 
examination by attorneys as a personal insult. We often hear 
how opposing attorneys—regardless of the verdict—get to- 
gether for a social drink. It may be worthwhile to point out that 
opposing expert witnesses may also have a drink together, but 
the victim of a cross-examination conducted with ferocious hos- 
tility is not very likely to react with equanimity. There is a prov- 
erb that says, "If you can't stand the heat, get out of the 
kitchen." Many psychiatrists have done just that. Others have 
just developed thick skins. It should be noted that the court- 
room does not belong to the judiciary—-it belongs to society. 
There is no reason for the heat to be turned up so high. 

I believe judges are at fault for not exercising a judicial pre- 
rogative in controlling the bad manners of some attorneys. The 
administrative law judges in Social Security disability hearings 
give their claimants and attorneys plenty of scope for a compre- 
hensive and reasonable analysis of all data but always keep the 


proceedings at the level of a scholarly and gentlemanly ex-. 


change. The same is not true of most other courts. 

Judge Bazelon sounds like the man he warns us against. He 
urges us to participate in a process that is inimical to common 
sense and scientific fact finding and is a carry-over from days 
. when the seriousness of the issue to be decided by the adversary 
process was whether Smith had stolen Brown's cow or whether 
Brown's cow had merely wandered, trespassed, and grazed on 
Smith's grass! 

Judge Bazelon concluded by warning us that unless we do as 
he suggests, psychiatric decisions will be challenged more and 
more through the courtroom adversary process. In the same 
breath, he points out the abuses of psychiatry in the Soviet 
Union. He fails to mention that the judicial system was sub- 
orned first, and that it interprets the social reality in the context 
of the prevailing Marxist philosophy. All dictatorships have 
shown that the legal system is inevitably the first to be in- 
tegrated into the prevailing political ideology and then enforces 
its actions and value systems on the rest of the country. And be- 


fore we think it can't happen here, we should remember that 
only 40 years ago the Supreme Court reversed its decisions only 
because of the threat of Roosevelt packing it with his nominees. 
Although Congress voted Roosevelt down, the vulnerability of 
the “independent” judiciary was still apparent. The resolution 
of the Watergate crisis can also be attributed to a free press 
pulling a lethargic Congress. DeTocqueville wrote of attorneys, 
“If they prize freedom much, they generally value legality still 
more." 

I would wager that the average citizen trusts the integrity of 
the medical profession far more than that of the judiciary and 
would not wish his private life discussed or aired in public. 


MICHAEL A. PESZKE, M.D. 
Hartford, Conn. 


Sır: Judge Bazelon does not seem to understand the basic dif- 
ferences between the scientific clinical process and the legal ad- 
versary process. In the clinical process, behavior is viewed as a 
biological phenomenon with natural causality, and an ex- 
planation is sought to best explain all the data. In the adversary 
process, behavior is viewed as determined by common sense and 
logic, and an explanation that is most believable to the exam- 
iner is sought. In the clinical process, knowledge of a great vari- 
ety of abnormal behavior is brought to bear to explain the data. 
In the adversary process, behavior is essentially idealized into 
bad or good, guilty or not guilty, etc., so that no in-depth knowl- 
edge of behavior is required. In the clinical process, definition 
and care of the individual's health is the primary social purpose, 
whereas the social purpose of the adversary process is to mete 
out the will of the people as established in their laws and to pro- 
tect the accused from immediate, severe, and unjust retaliation 
by the people. 

The author states, “I approach these [scientific] issues only as 
one charged with monitoring and supervising the decisional 
process." If this is how he feels about judges’ responsibilities re- 
garding scientific matters, then he is indeed the Wizard of Oz. 
Surely he means that he is charged with monitoring and super- 
vising the legality of the decisional process, not the merits of the 
process itself. 

Since it is quite apparent that the scientific process yields 
much more truth and understanding of behavior than do out- 
moded processes involving common sense, precedent, absolute 
ideals, etc., wouldn't the author's efforts be better spent in ex- 
ploring the scientific basis for law, rather than trying to subject 
scientific psychiatry to an archaic adversary process? 


AUGUSTUS F. KINZEL, M.D. 
New York, N.Y. 


Sir: Missing from “The Perils of Wizardry” was how the 
courts contributed to the creation of psychiatric wizards and 
how the courts themselves may become the wizards of psychia- 
try. 


Am J Psychiatry 132:5, May 1975 563 


LETTERS TO THE EDITOR 


It is odd that the Judge appears to be praising the adversary 
procedure, the court's ability to determine facts, and the court's 
ability to monitor the decisional process because that judicial 
process is the one which defined, prepared, and sustained the 
role of psychiatrists as Wizards in the courtroom. As the Judge's 
own comments in the Brawner decision and in many of his prior 
decisions have indicated, a concept like "mental illness/dis- 
ease" —intended to be used in defining and classifying the care 
and treatment of patients—is not a useful one in determining 
justice. Yet in 20 years of unprecedented effort, the court sys- 
tem he speaks to has yet to be rid of the wizards, even though 
the vast majority of those called upon by the courts to play the 
wizard's role would prefer instead to spend their time on treat- 
ment tasks. The judicial system, not psychiatrists, should as- 
sume total blame for any wizardry in the courtroom. 

The right-to-treatment concept adds another aspect in that it 
calls on the judicial system to become a wizard of mental health 
services. The judicial system's adversary process and decisional 
monitoring is now being called upon by some psychiatrists to 
evaluate and direct the development of mental health services. 
One system's tool may become another system's wizard stick. 
The mental health system's concept of mental disease may ill 
serve a system striving for justice and vice versa. 

The Judge points out that the characters in the Wizard of Oz 
gained strength once their reliance on the wizard ended. In the 
Brawner decision, he pointed a way, which we can hope to be 
accepted some day by the courts, for the judicial system to gain 
strength through less reliance on the wizardry of psychiatry. 
Conversely, psychiatry will gain strength if it does not make 
wizards of the judicial system but fully faces its responsibility to 
evaluate and develop services for the mentally ill. 


ROGER PEELE, M.D. 
Washington, D.C. 


Sir: When a man who works in flowing black robes, upon 
whose entrance all stand in respect, before whom all must utter 
holy words before speaking further, and who may consign some 
to years of confinement and others to part with their fortunes or 
even their lives speaks to me of wizardry, I feel I should listen. 
Judge Bazelon offers several criticisms of psychiatry and an ad- 
monition; each requires a response. 

He suggests that we are failing in our task by merely treating 
the victims of poverty, discrimination, and segregation rather 
than removing the causes of suffering and disability. Psychiatry 
is a medical specialty, not a political technology. These social 
disorders indeed must be remedied— but not by psychiatry. 

He suggests the adversary process can point the way to wis- 
dom in psychiatric decisions. The lawyers' faith in argument is 
understandable, if not convincing. I would prefer to see the ad- 
versary process subjected to scientific scrutiny as a tool for re- 
vealing truth before I critically accept it as a valid measure of 
clinical judgments. 

The Judge warns against the dangers of psychiatric labeling. 
The danger is real, but its source is not apparent. Like every 
group, psychiatrists have developed their own jargon to facili- 
tate communication relative to their own tasks and purposes. It 
is precisely when other groups usurp the jargon of clinicians for 
nonclinical tasks and purposes that the danger arises. If others 
do not like our language and find it full of bad words, let them 
leave it alone and speak only their own language. It is not 
meant for them anyway. 

Judge Bazelon's warning is flattering. He recognizes,that as 
our methods become more effective, we must be watched more 
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carefully. I fully agree. All who exercise power should be 
watched carefully: psychiatrists, politicians, business executives, 
and judges. 


FRANCIS J. DuRGIN, M.D. 
Syracuse, N.Y. 


Judge Bazelon Replies 


Sir: One general theme of these letters interests me—that 
psychiatrists are in possession of scientific facts about people 
which they can reveal to the noncognoscenti. It is suggested that 
burdening psychiatrists with the adversary process in either the 
revelation of those facts in the courtroom or in their discovery 
and application in the hospital is fundamentally unsound, as sci- 
entific facts are obscured by the adversary process and in gen- 
eral the adversary process is not mete for scientific discovery. 
This general theme could be summarized as follows: “No 
amount of cross-examination will shake, faze, or rattle an ex- 
pert witness loaded with facts and free of bias, emotional, pecu- 
niary, or other.” 

I have yet to hear of such a witness. First, psychiatrists are 
not in possession of what are properly defined as scientific facts. 
I quote from a forthcoming article in Prism by Nobel laureate 
Dr. S.E. Luria (1). 


An open-ended, undisprovable theory is no scientific the- 
ory at all. In this sense, for example, scientific theory dif- 
fers from such hypothetical structures as Freud's psycho- 
analytic theory. No matter how much illumination psycho- 
analytic theory may throw on certain aspects of human 
behavior, it cannot be considered a scientific theory in the 
same sense as the theory of evolution: it is not clear that 
Freud's theory potentially could be disproved by any 
critical set of tests.[emphasis added] 


Psychiatrists are expert at making clinical judgments about 
people; but a clinical judgment is not scientific fact, for the rea- 
sons Dr. Luria states. And clinical judgments bring into play 
the human biases, which are most evident in the making of so- 
cial judgments such as those implicated in psychiatric diag- 
noses. The adversary process, in theory, operates to bring the 
biases that shape judgments, clinical or otherwise, into the light 
of day and subject them to critical analysis. In this manner, the 
adversary process is relevant to psychiatric judgments in the 
courtroom or in the hospital. 

When I say “biases” I am, of course, referring to the implicit 
social judgment involved in labeling a person “neurotic,” “‘psy- 
chotic," etc. I also refer to other social judgments—such as a 
psychiatrist recommending commitment because even though 
a particular individual does not meet the standards for civil 
commitment, he is really in need of treatment and does not 
know it. Another example would be a criminal offender who has 
committed such a heinous crime that even though he may be 
psychotic, the psychiatrist reports that the crime was not a 
product of psychosis because of his own “law and order" be- 
liefs. Still another would be a judgment that commitment would 
be so damaging to a person's family that the psychiatrist rec- 
ommends against it. Psychiatrists are aware of the various 
unarticulated factors that bear on their clinical recommenda- 
tions. Lawyers and judges are aware of similar factors at work 
in the judicial process. The point of the adversary system is to 
enable persons injured by the use of such factors to force them 


into the open and to challenge their validity or to assess their 
weight. 

The purpose of the adversary system in this aspect is twofold: 
to separate “‘facts”—data about human behavior—from social 
value judgments and to determine whether certain social value 
judgments are legitimate (thus performing a permissible role in 
social decision making) or illegitimate. Even when social value 
judgments employed by a psychiatrist are legitimate, we should 
know of their existence in order to assess their proper weight 
and to intelligently examine the decision to which they refer. 
When the judgments are illegitimate—e.g., when a psychia- 
trist's personal beliefs on law and order influence his opinion— 
the adversary system permits a party to place these judgments 
on the record and to cause the ultimate decision maker to ques- 
tion the entire validity of the expert opinion that incorporates 
an illegitimate value premise. In this manner, the adversary sys- 
tem deals with the reality of human bias. 

All the foregoing applies equally well to the public surveil- 
lance of other highly specialized professions on which the oper- 
ation of a complex civilization depends. Today every profes- 
sion—including the law—is being challenged by those who 
believe that trust should rest not on mystique but rather on 
what the public knows about the profession's exercise of its ex- 
pertise. l 

For better or worse, clinical psychiatric judgments affect the 
individual rights of many people, rights that the courts have tra- 
ditionally protected from improvident invasion. The legal sys- 
tem recognizes those rights and thereby the individual dignity of 
every citizen through the adversary process, in which every citi- 
zen has an opportunity to explain his or her point of view and to 
contradict opposing points of view. The adversary process is 
thus a rule of fundamental fairness to those whose rights might 
be invaded, and it legitimizes decisions to so invade personal 
rights. It is a forthright recognition that the interests of doctor 
and patient may diverge and that the patient has the right to 
question the doctor’s wisdom when this happens. Thus, even if 
we were convinced that psychiatrists possess scientific facts, it 
would still be desirable to employ the adversary process in 
making decisions which substantially affect human rights. 

This is not to say that the adversary process is the sole or 
even the main source for the derivation of scientific or psychiat- 
ric knowledge. University seminars, grand rounds, staff dis- 
cussions, academic writing, and traditional forms of research all 
serve to increase our understanding of the difficult questions in- 
volved in analyzing human behavior. But the law and, in many 
instances, psychiatry cannot wait for the culmination of scien- 
tific truth-finding processes before making judgments in indi- 
vidual cases. Courts must decide controversies as they arise, 
sometimes long before experts reach a consensus. The adver- 
Sary process is particularly appropriate for necessarily tentative 
behavioral knowledge. 

Above all, it must be remembered that the adversary process 
does not serve merely to discover scientific facts or clinical judg- 
ments. It 1s directed toward the making of legal decisions, such 
as whether a criminal defendant can be justly held responsible 
for his actions or whether an individual should be subjected to a 
certain kind of confinement against his will to protect society or 
to provide care for him. These questions clearly demand that 
social and moral judgments be taken into account, and the ob- 
stacles to resolution of such questions by neutral experts be- 
come insurmountable. Indeed, the clinical judgments of psychi- 
atrists are inevitably concerned with such social and moral 
judgments. The point is that these judgments are not to be made 
by doctors and experts alone. 

When I recommend the adversary process to the medical pro- 
fessions, I find myself assailed with generalized criticisms of the 
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legal profession and its misuse and abuse of the adversary sys- 
tem in practice. I too have often criticized the legal profession. 
No one can look with pleasure on the existence of “‘defend- 
ants’”’ psychiatrists and "government" psychiatrists, nor can 
one condone the incompetence, pretentious belligerence, and in- 
sensitivity of many lawyers—and, I must add, many psychia- 
trists—who operate in the delicate area of human behavior. My 
claim in favor of the adversary process lies in its theory, and I 
believe that theory is unobjectionable. Failure in practice 
should lead us to seek reforms, but I do not think those failures 
indicate any essential flaw in the theory. In any event, no model 
of truth finding has yet appeared that does not entail even 
greater defects than those perceived in the operation of the ad- 
versary process. 

I understand the factors that lead many psychiatrists to avoid 
the adversary process. It is not a pleasant or a gentlemanly af- 
fair to have one's opinions challenged and one's biases exposed 
and utilized to disparage one's conclusions or to attempt to ex- 
plain a point of view to a party whose interests prevent accept- 
ance of that point of view. Neither is it pleasant to convict seri- 
ously disturbed persons of crimes for which they are not truly 
responsible or to incarcerate mentally ill people indefinitely 
with no promise of serious attention to their problems. Perhaps 
the psychiatric profession, like the judicial profession, would 
rather not confront society's irreconcilable dilemmas and 
failures in favor of sweeping them under the rug. However, the 
only way for any of us to do more than act as society's street 
sweepers 1s to suffer this disconcertation and unpleasantry as 
the price of compassion for our fellowman. 
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JupGE DAVID L. BAZELON 
Washington, D.C. 


Clerical Guidelines for Psychiatric Care 


Sir: On behalf of the membership of the New Mexico Psychi- 
atric Association, I would like to bring to the attention of APA 
members the publication of a complete set of in- and outpatient 
clerical guidelines for all psychiatric illnesses, developed by the 
New Mexico Foundation for Medical Care. In 1971 the New 
Mexico Medical Society established the Foundation for Medi- 
cal Care to assist the local welfare department on its budget for 
medical services. The foundation was thus a professional review 
arm of the medical society that also had stated fiscal goals. A 
psychiatric professional review committee began functioning in 
June of 1971. All claims for psychiatric and psychological serv- 
ices have been reviewed on an individual basis by a committee 
of psychiatrists and psychologists. Another committee, most re- 
cently headed by Dr. Samuel Swedenborg, completed work on 
the clerical guidelines, which we hope will increase the effi- 
ciency of the review process. 

A unique aspect of these guidelines is that they were sub- 
mitted to the full membership for approval before adoption. 
When they were first submitted in September, the membership 
voted against them, necessitating further revision. There was fi- 
nal approval in December, with only one dissenting vote. While 
the process was sometimes tedious, we are all gratified that the 
entire membership participated in the completion of this impor- 
tant document. It is our intention to make it a practical, dy- 
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namic instrument under constant review, dictated by our expe- 
riences with the review process. We have gained much 
experience in psychiatric review and offer our guidelines to any 
interested district branches or others who may wish to examine 
them. 


WILLIAM STENNIS, M.D. 
Chairman, Psychiatric Profes- 
sional Review Committee 
New Mexico Foundation for 
Medical Care 

1009 Bradbury Dr., S.E. 
Albuquerque, N.M. 87106 


Another Opinion 


Sin: Dr. Charles Aring’s review of Pincus and Tucker's Be- 
havioral Neurology (December 1974 issue) is singularly beside 
the point and could deprive many readers of what I consider to 
be an excellent first book for the physician who is concerned 
with neuropsychological function and dysfunction. 

Dr. Aring states that a discussion of symbolic functioning is a 
requirement for a text on behavioral neurology, that Drs. Pin- 
cus and Tucker are “‘ill at ease with symbolic functioning” and 
“plump for the organic origin" of such conditions as childhood 
autism, minimal brain damage, depression, and schizophrenia. 
For these reasons, he does not recommend the book. I disagree. 

Behavioral Neurology is a unique book. There are many texts 
concerned with symbolic behavior; this is the first to bridge the 
gap between brain dysfunction and traditional psychiatric dis- 
orders. While Dr. Aring might have been happier with more 
"psychodynamics," he failed to note that the book is well writ- 
ten and well documented and that its basic concepts (particu- 
larly in the chapters on seizure disorders, the limbic system, and 
organic brain syndromes) are essential for psychiatric residents 
who must evaluate, diagnose, and treat patients with serious be- 
havioral disorders which are often the result of brain dysfunc- 
` tion. There are few statements in Behavioral Neurology that are 
not supported by data or reference. This fact alone makes it a 
rare book for the psychiatrist. 

I would have hoped for more ecumenicism from Dr. Aring 
and for a discussion of the thought-provoking sections on the 
genetic studies of seizure disorders, the relationship of limbic 
functioning to violence, the data relating cerebral dysfunction 
to schizophrenia, the discussion of the aphasias and localization 
: of brain function, and the relationship of seizure disorders to 
psychosis, sexual activity, and EEG findings. 


MICHAEL ALAN TAYLOR, M.D. 
Stony Brook, N.Y. 


Tolerance Phenomena With Major Tranquilizers? 


Sir: I wish to describe the case of a 42-year-old man who had 
been suffering for many years from paranoid ideation and per- 
secutory delusions until a physician prescribed 2 mg of tri- 
fluoperazine hydrochloride (Stelazine) twice a day. His symp- 
toms disappeared with this regimen and reappeared whenever 
he stopped taking the medication. All went well for 6 years, af- 
ter which time the symptoms recurred despite continuance of 
the same medication and dosage. The patient consulted me at 
this point and I increased the dosage to 2 mg three times a day 
and later to 2 mg 4 times a day, but his symptoms persisted. I 
then took him off all medications for a week and substituted 
other phenothiazines, none of which were effective. After an- 
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other drug-free week, I reinstated him on 2 mg of tri- 
fluoperazine hydrochloride twice daily. To my surprise and 
pleasure, the paranoid picture disappeared and he responded 
again to this regimen, as he had done for 6 years. Unfortu- 
nately, this happy result proved to be short-lived, lasting only a 
week, after which time the full-blown symptom constellation 
reappeared. 

My next move was to take him off all medication for 3 weeks 
and then again give him 2 mg of trifluoperazine hydrochloride 
twice daily. The symptoms disappeared and, months later, have 
not reemerged. 

This case motivated me to examine the records of other 
patients to see if I could discover a similar pattern and to ask 
colleagues if they had encountered such findings. I reached the 
conclusion that I was dealing with a frequent phenomenon that 
raises important questions and challenges some long-held as- 
sumptions. 

We tend to believe that only the “minor” tranquilizers create 
tolerance (i.e., the drug “loses its kick" and higher dosages are 
required to achieve the desired effect). Clearly, this case illus- 
trates that a “true” tolerance to trifluoperazine hydrochloride 
did not occur, for increasing the dosage should have worked had 
this been the case. Another factor indicating that a “true” toler- 
ance did not form was the extremely long time it took for the 
drug to become therapeutically ineffective. Hence, it would ap- 
pear that a resistance or refractory period develops after a long 
period of time. Moreover, if the drug is reintroduced during 
such a state of relative refraction or resistance, it will be ineffec- 
tive. 

it makes sense to stay with a drug that has worked for a long 
period of time. Only if the approach I have outlined fails are we 
justified in trying other phenothiazines. The period of resistance 
or refractory period wi]l have to be determined empirically. 

I would like to invite the readers of the Journal to contribute 
their experience regarding the development and management of 
"tolerance," resistance, or refractory periods to the phenothia- 
zines, thioxanthenes, and butyrophenones. I hope this letter will 
alert physicians to tolerance-like phenomena encountered with 
phenothiazines. Too many physicians assume that the “major” 
tranquilizers can, and even should, be maintained indefinitely. 

Concern with tardive dyskinesia has motivated many of us to 
give drug-free holidays, to reduce dosages, and to prescribe trial 
periods of discontinuance of phenothiazines. The case I have re- 
ported provides another compelling reason to adopt these mea- 
sures. 


CHARLES ROSENBLOOM, M.D. 
Upper Montclair, N.J. 


An Alternative to “Borderline Patients" 


SIR: This letter is prompted by the excellent article “Defining 
Borderline Patients: An Overview," by John G. Gunderson, 
M.D., and Margaret Singer, Ph.D. (January 1975 issue). 

Instead of the terms “borderline patient" or "borderline 
state," I propose the term “chronic polymorphous psychiatric 
syndrome.” “Borderline” is too vague. The term “pseudo- 
neurotic schizophrenia” covers only one facet of the clinical 
manifestations. The term I propose could be meaningful to non- 
analytic clinicians as well as psychoanalysts. This is not to gain- 
say a schizophrenic substrate, but the proposed rubric does sug- 
gest the rapid fluctuations and varied spectrum of the clinical 
picture and, perhaps, even the interludes of apparent normality. 


J. EDWARD STERN, M.D. 
El Paso, Tex. 


Prevention of Iatrogenic Epidemics 


Sir: Recent mention in the professional (1) and lay press (2) 
indicates a continued concern about iatrogenic phocomelia. 
These reports do not describe how another thalidomide-like epi- 
demic may be prevented except by indicating that pregnant 
women should take less medication, specifically tranquilizers. 

B.C. Glueck, Jr., M.D., and I have reported a model that 
would prevent the recurrence of such iatrogenic epidemics. In- 
terested readers may find this in the March 1973 issue of Pre- 
ventive Medicine. 1 would also be willing to send reprints to 
those who write to me at the address below. 
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A Physical Symptom in Bipolar Episodes 


Sir: I would like to call to Journal readers’ attention an un- 
usual physical symptom in a woman with manic-depressive ill- 
ness. I hope this will be of interest to people doing research on 
the periodic mental and physical changes of this disorder. 

The patient, a 56-year-old married woman, consulted me in 
1974. She reported an 8-year history of mood cycles. The first 
episode was hypomania, with irritability, excessive energy, and 
excessive talking. After that, she had episodes every 2 months. 
The onset of each episode was heralded by a sensation in both 
ears of "fluid moving around." This was not accompanied by 
pain or by a sound but was attended at times by a feeling of in- 
tense pressure deep in each ear. The sensation lasted only a few 
minutes each time and occurred several times during the first 3 
days of each episode. Over the next few days she became lethar- 
gic, slept more, and experienced depressed mood. The depressed 
phase lasted about 2 weeks and was succeeded by a hypomanic 
phase lasting about a week, during which she became irritable 
and overactive. She would be well for about a month before this 
process would recur. She has had relief of her symptoms on lith- 
ium carbonate maintenance (900 mg a day, with a blood level of 
.75 mEg/l). 

Her report of a sensation of fluid moving deep in the ear may 
be of physiologic significance in the “switch over" from the nor- 
mal process to an episode of illness. She is an extremely in- 
telligent and reliable person, not given to histrionics, and she re- 
ports no other somatic symptoms. She has had a total of 
approximately 40 to 50 bipolar cycles and says the depressed 
phase has always begun with this symptom. 


RICHARD W. HupGENs, M.D. 
St. Louis, Mo. 


A Request for Clarification 


Sir: In their article “Penfluridol: An Efficacious Long-Acting 
Antipsychotic Compound" (June 1974 issue), Donald M. Gal- 
lant, M.D., and associates did not mention the criteria by which 
they diagnosed their subjects as “chronically ill schizophrenic 
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patients." [ am sure that the authors know that the concept of 
schizophrenia varies from one psychiatrist to another. In addi- 
tion, it is known that nonparanoid schizophrenics respond dif- 
ferently to medication than do paranoid schizophrenics—a dis- 
tinction the authors did not make—and that short-stay patients 
(i.e., hospitalized under 10 years) respond differently than do 
long-stay patients. It would have been better if these results had 
come from long-stay patients. 


RAM N. KRISHNA, M.D. 
Brentwood, N.Y. 


Dr. Gallant Replies 


Sir: The patient population we reported on has been exten- 
sively described in a number of articles originating from our re- 
search unit (1, 2). Concerning the diagnostic categories, we tend 
to discriminate among schizophrenic patients in a more basic 
way than the presence or absence of paranoia, which we con- 
sider to be surface symptomatology secondary to the basic dis- 
ease process of schizophrenia. The schizophrenic patient who is 
severely ill and has shown a poor response to therapy is the type 
of individual we see at the Tulane Psychopharmacology Unit. 
Our terminology considers the patient to be a process schizo- 
phrenic—what has been termed systemic schizophrenic psycho- 
sis. Thus this particular subgroup of schizophrenics is com- 
posed of paranoid and hebephrenic types and several catatonic 
subgroups who all show a similar response to antipsychotic 
medication. 

On the second page of our article we detailed both the median 
length of hospitalization and the range of hospitalization for 
both the drug and placebo groups. Perhaps this will clear up Dr. 
Krishna's confusion. 
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Comments on a Press Release from Blue Cross 


Sig: The Blue Cross Association recently distributed to its 
district representatives a press release that described, with evi- 
dent approval, the remarks of Dr. E. Fuller Torrey in a recent 
issue of The Washington Post (1). Briefly, Torrey stated that 
psychiatry and psychiatrists will soon be dispensed with. He di- 
vides psychiatric patients into two types: those who have “‘prob- 
lems of living" and could be treated by psychologists or other 
nonmedical practitioners and those who have “true brain dis- 
ease," whose drug treatment could be managed by general prac- 
titioners or internists. It is said that Torrey claims that in- 
surance money and medical personnel have been diverted to 
treating the group with problems in living to the detriment of 
those with true mental illness, e.g., manic-depressive illness or 
schizophrenia. He feels that the former group is responsible for 
the “massive cost increases" in coverage of psychiatric benefits 
by insurance plans. Torrey's article also discussed some of the 
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social consequences of psychiatric self-aggrandizement, but 
Blue Cross did not refer to these portions. 

Because psychiatry has always been somewhat of a step-child 
to the Blues, I am more than a little concerned by their appar- 
ent acceptance of Torrey's thesis, which implies that limiting 
psychiatric coverage to those with true mental illness (defined 
as the presence of an actual brain disease) and denying it to 
those with problems in living will result in improved care of the 
"truly sick" and lower health insurance costs. The practical 
workings of such a system would leave much to be desired. 

For example, patients who make repeated suicide gestures or 
are addicted to alcohol are generally considered to be suffering 
from problems in living. Torrey presumably would propose that 
health insurance cover only the medical complications of these 
behaviors, such as coma or cirrhosis of the liver. Any attempts 
to resolve the behavior underlying the medical complications 
would be considered nonmedical treatment, and presumably 
would not be covered. The ordinary patient would only be able 
to receive such treatment if he were in jail or in a public hospi- 
tal. Such a solution might not be unjust, but if it prevented ade- 
quate and effective treatment for these chronic problems, it 
might be more expensive in the long run. 

It would also be difficult to distinguish between Dr. Torrey's 
two categories of patients in actual practice. A chronic schizo- 
phrenic who suffers a relapse in response to some stressful event 
has a brain disease that renders him more vulnerable to prob- 
lems in living. What if some personality disorders are shown to 
be genetically determined? What if the genetic component 
proves to be very small? Will third parties provide partial cov- 
erage? 

The real issue here is one of control. With the enormous in- 
creases in health care premiums, the Blue Cross Association is 
understandably anxious at the prospect of having to pay for 
hospitalization or psychotherapy for relatively. healthy persons 
suffering from everyday fatigue, anxiety, or discouragement. 

It is imperative that the psychiatric profession define reason- 
able criteria for necessary psychiatric treatment, preferably in 
the context of a dialogue with the third parties who will be ex- 
pected to pay for it. Much hard work will be necessary—the de- 
velopment of mutually satisfactory standards will require valid 
outcome studies, not just a description of the status quo. I fear, 
however, that the implicit acceptance of viewpoints like Dr. 
Torrey's by medical insurers will cut off such a dialogue before 
it can even begin. 
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More on Dominance, Freud, and Sex 


Sir: The letter by Roger K. Pitman, M.D., in the November 
1974 issue of the Journal amending Freud's formulation re the 
need of certain neurotic men to choose women over whom they 
can feel dominant in order to experience full sexual potency 
overlooks the particular insight of Freud's formulation. 

The notion of dominance seems insufficient to describe the 
affective components in the relationship of such men to their 
sexual objects. The specific quality of their attitude is a constant 
feeling of loss of respect, a sense of contempt and inferiority, 
occurring primarily because a positive regard is experienced as 
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inhibitory to full potency. The general sense of dominance sug- 
gested by Dr. Pitman is not sufficiently precise to delineate their 
emotional attitude toward women. There are human relation- 
ships in which dominance by no means implies loss of respect, 
e.g., the tennis player who dominates the match does not lose 
respect for the opponent who gives him a good game. 
According to Dr. Pitman's formulation, the little boy simply 
wants to maintain a notion of dominance over his mother in or- 
der to win her. This does not take into account the question of 
conditions for potency. The issue is not winning but rather es- 
tablishing the proper ambience for sexual satisfaction. If we 
consider Freud's original formulation, we note that the presence 
of an aggressive and vengeful attitude toward the mother as 
part of the total sexual experience is clearly implied. Fulfillment 
thus serves to express a sadistic as well as loving component. 


HARRY TROSMAN, M.D. 
Chicago, lil. 


Dr. Pitman Replies 


Str: Dr. Trosman's objection to my formulation seems to be 
that it does not pay sufficient heed to the strong sadistic com- 
ponent of the relationship of the men in question to the sexual 
object. I would like to mention that my letter originally read as 
follows: "Certain individuals need to choose women over whom 
they can unquestionably consider themselves dominant to expe- 
rience full sexual potency." The word "unquestionably" was 
deleted by the Journals editorial staff, and I believe the clarity 
of my argument suffered somewhat. I meant to imply that the 
sexual style of these men constitutes an exaggerated (and there- 
fore neurotic) case of what I concur with Dr. Abernethy is a 
universal need on the part of the male to be dominant sexually 
for optimal potency. A rereading of Freud's article indicates to 
me that he saw the need to "lower" the sexual object to achieve 
full potency as more or less universal to varying degrees in men 
in civilized society, and not just peculiar to a neurotic minority. 

I agree with Dr. Trosman that the concept of dominance 
alone does not explain why some men need to go to the lengths 
of arrogance and sadism to achieve potency. Could it be that 
sadism is an extreme attempt at dominance, and that a clinical 
continuum exists in potent heterosexual relationships between 
healthy male dominance at one end and sadism at the other? 
Considered in this way, the two phenomena are distinguishable, 
yet in a sense they derive from the same source. Those individ- 
uals at the extreme end of the continuum would be likely to 
have the most tenuous grasp on a sense of themselves as able to 
be dominant with women at all, possibly deriving from child- 
hood experiences. 

In a defense of Freud's formulation, Dr. Trosman takes issue 
with the usefulness of seeing the little boy in fantasy as attempt- 
ing to “win” his mother. Perhaps he is not aware that this 
choice of language is Freud's own: '*die Mutter durch Ernie- 
drung zum Objekt für die Sinnlichkeit zu gewinnen" (1, p. 83), 
"gewinnen" meaning win or gain. Strachey translates this as 
"by debasing the mother to acquire her as an object of sensu- 
ality" (2, p. 183), but another translator chose the following 
wording: “by degrading her, to win the mother as an object for 
sensual desires" (3, p. 63). Thus, Freud apparently thought that 
winning was an issuc, and I suspect that if he had been familiar 
with recent work in ethnology, he would have recognized the 
applicability of the concept of dominance to the phenomenon 
he described. 

I would like to thank Dr. Trosman for reminding us that 
dominance does not necessarily imply loss of respect. He illus- 


trates this in the metaphor of sports competition, but I am sure 
he would extend it to male-female sexual relationships as well. 
In her letter in the December 1974 issue of the Journal, Joyce 
Kales, M.D., expressed anxiety about sexist implications of Dr. 
Abernethy's hypothesis and contrasted '"power-dominance" 
models of human sexual roles with “‘satisfaction-intimacy rela- 
tionships based on equal, shared needs.” Under the right condi- 
tions; this distinction may be illusory—consider the intimacy 
involved in a man sharing his need to *win" a woman with her 
equal need to **be won" by him. 
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Phentermine Addiction and Thyroxine Abuse Associated with 
Hypothyroidism 


Sir: Potentiation of the effect of the central nervous system 
stimulants by thyroxine has been reported by several au- 
thors (1, 2). I had the opportunity to follow a hypothyroid 
patient who was using toxic doses of thyroxine medication in 
combination with phentermine for an antidepressant effect. 

The patient, a 56-year-old woman, developed hyper- 
thyroidism 20 years ago and was treated 2 years later with `, 
which resulted in postradiation hypothyroidism, accompanied 
by prominent CNS symptoms (tiredness, depression, poor 
memory, and difficulty concentrating). Those symptoms were 
not completely corrected by adequate thyroid medication com- 
pensating for clinical hypothyroidism. However, they re- 
sponded to toxic doses of exogenous thyroid hormones in com- 
bination with a CNS stimulant. The patient was originally 
taking d-amphetamine sulfate, but for the last 4 years she has 
been taking phentermine (Ionamin) She progressively in- 
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creased the dose of her medication to .5-.7 mg of sodium levo- 
thyroxine (Synthroid) daily and 30 mg of phentermine several 
times a day. Every attempt to decrease or discontinue any of the 
two drugs leads to exacerbation of the CNS symptomatology. 
The toxicity of the medication is manifested especially by atrial 
fibrillation with rapid response of the ventricles. Her serum 
thyroxine is consistently higher than 16 4g/100 ml (normal 
ranges from 4.5 to 11.5), the effective thyroxine ratio is elevated 
to 1.3 plus (normal is 0.86 to 1.13), and her serum thyroid stim- 
ulating hormone is suppressed to nonmeasurable values. 

In my. opinion, the previous long-standing hyperthyroidism 
modified this patient's perception of well-being in such a way 
that she now feels a need for supranormal stimulation of her 
central nervous system by a combination of high doses of thy- 
roxine and the CNS stimulant. 

The case also demonstrates that chronic use of phentermine 
can lead to addiction with little anorectic effect. To my knowl- 
edge, addiction to phentermine has not been reported pre- 
viously. There is one report (3) of psychotic reaction following 
phentermine medication. 
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Corrections 


The observations reported in Dr. William Thornton's letter 
to the editor on page 302 of the March issue of the Journal were 
incorrectly linked to his work with the University of Chicago 
Drug Research Clinics. This work was in fact undertaken when 
Dr. Thornton was in private practice in Naples, Fla. 

On pages 350 and 354 of the March issue of the Journal, 
Dr. Murray Morphy’s name was misspelled. 

The staff regrets these errors. 


LETTERS TO THE EDITOR are welcomed and will be published, if found suitable, as space per- 
mits. Like other material submitted for publication, they must be typewritten double-spaced. 
The letters should not exceed 500 words, including references, unless a special arrangement has 
been made with the Editor, and they will be subject to the usual editing. Receipt of letters will 


not ordinarily be acknowledged. 
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Between Belief and Unbelief, by Paul W. Pruyser, New York, 
N.Y., Harper & Row, 1974, 286 pp., $10.00. 


The uniqueness of this book lies in its dynamic analysis of be- 
lief and unbelief as closely related in terms of the functions they 
perform in psychic life. Dr. Pruyser is a clinical psychologist, 
Harry March Pfeiffer Professor at the Menninger Foundation, 
one of the coauthors of The Vital Balance (1), and author of A 
Dynamic Psychology of Religion (2). 

Dr. Pruyser undertook this book to deal with “the contempo- 
rary phenomena of secularization, disaffiliation from religion 
and religious institutions, disbelief, and unbelief” (p. xii), which 
he had not analyzed in his previous writings. The discussion fo- 
cuses as much on belief as on unbelief, however, because Pruy- 
ser sees an increase in interest in transcendental experiences, 
charismatic movements, and folk religion in recent years as well 
as a more long-term process of secularization and decline in be- 
lief and commitment. 

The thesis of the book is that both belief and unbelief are to 
be understood in terms of man's pursuit of happiness. This pur- 
suit is seen in dialectical relation with tension. Pruyser states, 
“The life worth living and examining is a life lived in tension, 

. tensions are a perennial feature of the human condi- 
tion” (p. xvii). This tension is demanding on the mind as well as 
on the feelings. 

Pruyser's position on this subject has kinship with Freud's 
pleasure-reality principles, especially if more attention is given 
the ego. However, the range of fields of knowledge from which 
Pruyser draws is greater than Freud used. Pruyser also analyzes 
the dynamics of unbelief as well as belief as rigorously as Freud 
discussed the latter. 

Although beliefs of a religious kind, along with correspond- 
ing unbeliefs, are central to this book, Pruyser also considers 
other kinds of belief and unbelief. Among the topics specifically 
analyzed are alienation, dependency, autonomy, mystery, op- 
tions, Providence, fantasy, and the various meanings of reality. 
Object relations theory is used to suggest that both beliefs and 
unbeliefs may be either love objects or hate objects. 

Since he has worked in a psychiatric setting for a quarter 
century, Pruyser's judgment that many psychiatrists and their 
colleagues feel uncomfortable in assessing the religious beliefs 
of their patients suggests the special value of this book for men- 
tal health professionals. There is no better way to feel more at 
home in any kind of appraisal than to understand the dynamics 
behind outward appearance. 

Despite his compressed but readable discussion of ontologi- 
cal bases of belief or unbelief, Pruyser has no quarrel with the 
need to take a nonphilosophical view of the world in clinical 
practice. However, he implies that even psychiatrists may per- 
mit clinical pragmatic necessity to produce what is widespread 
throughout our society, namely, a view of reality that is too dull 
and too flat. 

The author's style has admirable clarity, but the depth and 
complexity of his analyses are such that even speed-reading psy- 
chiatrists are likely to have to slow down. The process is very 
much worth the effort. Even as a theologian who has also stud- 
ied psychiatry and psychology for many years, I found that this 
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book often revealed gems of insight that had not occurred to 
me. 

I have only two criticisms of this work, and they may be mat- 
ters of choice. The first is Pruyser's decision not to use a devel- 
opmental schema to deal with his topic. Although he justifies 
his approach very well, more attention to developmental stages 
would have increased the book's value for clinicians. The sec- 
ond critique is not of the way some topics are analyzed, but of 
the way the questions are asked. 1 would differ, for example, on 
the way the question of Providence is posed. 

However, any such critiques may simply be differences in 
perspective between a psychologist knowledgeable about reli- 
gion and theology and a theologian who has studied psychiatry 
and psychology. 
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Conundrum, by Jan Morris. New York, N.Y., Harcourt Brace 
Jovanovich, 1974, 174 pp., $5.95. 


This book is well named. The condition known as trans- 
sexualism has long puzzled scientists and laymen alike. Psychi- 
atrists have not penetrated the mystery sufficiently to be in ac- 
cord regarding etiology. Although most psychiatrists agree that 
it is a proper course of treatment in some cases, surgical trans- 
formation is nevertheless not a complete cure. Not all follow-up 
accounts reflect the satisfactions reported by Ms. Morris. Many 
transsexuals still complain that the surgical change is not 
enough, that the feeling of normality still eludes them. Tragi- 
cally, suicide is too often the ultimate solution to this problem. 

Psychiatrists have long credited writers with a special in- 
tuitive sense that allows them to. achieve an understanding of 
human emotional problems long before science can produce 
more substantial theories of etiology. How fortunate it seemed 
that a proficient author, James Morris, had produced an auto- 
biographical account of his transsexualism and sexual transfor- 
mation. In its pages might well lie a new answer to the riddle of 
why some biologically normal males have a lifelong conviction 
that they are women trapped in a man's body. What force 
drives these individuals to sacrifice everything to obtain as com- 
plete as possible an approximation of female anatomy? 

In a search for new insights of clinical injerest I will leave the 
literary qualities of Morris’ work to others more qualified to 
comment. James was the youngest of three sons born in the 
1920s to a mother who wished strongly for a daughter. [n his 
early years the boy was closely attached to his mother, espe- 
cially after his father died when James was less than five years 


old. Morris describes himself as a solitary child but not effemi- 
nate. He was well accepted as a boy in school. 

His experiences as a student in a select, cloistered choir 
school at Oxford from about ages 9 to 12 seem to have had an 
important influence on the development of his concept of femi- 
ninity, even though Morris dates his gender conviction back to 
age 3. Clothed in choir robes and caught up in a preoccupation 
with the Virgin Mary, he felt closer to being a female than a 
male, although he aad never seen a naked woman. He hated 
sports and blushed to be seen nude by fellow students. 

From the ages of 12 to 17, Morris fell to the bottom of the 
pecking order at preparatory school and suffered frequent beat- 
ings at the hands of student leaders. He played the passive role 
in a series of homosexual romances, which he seemed to have 
thoroughly enjoyec, even though he found anal intercourse 
unaesthetic. A process of dissociation appeared to set in about 
this time that continues to serve defensively. His pleasures came 
from the olfactory sensations (smell of hay or rotting apples) 
present during these early sexual acts. 

In the Army for the next three years Morris maintained his 
chastity and sublimated his sexual feelings in a variety of other 
sensual delights—smells, foods, sights, and sounds. At the age 
of 21 he fell in love and married. Although he found intercourse 
distasteful, he fathered five children. 

His work, first as a reporter and later as an author, involved 
long absences from home. Morris reports that sexual relations 
were infrequent in his marriage but implies that both partners 
had other sexual outlets during the prolonged separations. 
When Morris was about 35, he began to experiment with female 
hormones. Around this same time one of his children died in 
early childhood. The migraine headaches that Morris still suf- 
fers from began then. All through his 30s Morris had periods of 
depression and ideas of suicide. From age 37 on he took steady 
doses of enough hormones to change his anatomy so he could 
pass as female. At age 45 he underwent surgical transformation. 

Nothing in this case history, abstracted from the narrative, is 
startling or specific. Perhaps we are chasing a will-o-the-wisp, 
for what is gender? Morris states that she never thought the 
conundrum of gender emanated from the male sex organs. 


To me, gender is not physical at all, but is altogether in- 
substantial. It is soul, perhaps, it is talent, it is taste, it is 
environment, it is how one feels, it 1s light and shade, it is 
inner music, it is spring in one's step or an exchange of 
glances, it is more truly life and love than any combination 
of genitals, ovaries, and hormones. It is the essentialness 
of oneself, the psyche, the fragment of unity. 


In this sense gender is a psychological abstraction to be dis- 
tinguished by both environment and biology. Without making 
these distinctions herself, Morris gives us examples of these dif- 
ferent aspects. After the surgery, she reports, “The more I was 
treated as a woman, the more woman I became." 

At the same time she noticed the following psychological 
changes, which she relates to the loss of male hormones and 
genitalia: 


Psychologically I was distinctly less forceful. A neurotic 
condition common among women is called penis envy, its 
victims supposing that there is inherent to the very fact of 
male organs some potent energy of the spirit. There is 
something to this fancy. It is not merely the loss of andro- 
gens that has made me more retiring, more ready to be 
led, more passive: the removal of the organs themselves 
has contributed, for there was to the presence of the penis 
something positive, thrusting, and muscular. My body 
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then was made to push and initiate, it is made now to yield 
and accept, and the outside change has had its inner con- 
sequences. 


In her final chapter Morris comes closest to solution to the 
problem, without really answering the riddle. 


I have collated it [gender] with the medieval idea of 
soul; but I am prepared to concede that one's sense of gen- 
der may be partially acquired, as the psychologists say, or 
at least powerfully influenced by the state of society. 
Would my conflict have been so bitter if I had been born 
now, when gender line is so much less rigid? [f society had 
allowed me to live in the gender I preferred, would I have 
bothered to change sex? Is mine only a transient phenome- 
non, between the dogmatism of the last century, when men 
were men and women were ladies, and the eclecticism of 
the next, when citizens will be free to live in the gender role 
they prefer? 


Of course, by that time the concept of transsexualism will 
have lost its meaning and will not be recorded in the psychiatric 
statistics of the twenty-first century. 


FRANK G. BUCKNAM, M.D. 
Hartford, Conn. 


Law, Psychiatry and the Mental Health System, by Alexander 
D. Brooks. Boston, Mass., Little, Brown and Co., 1974, 1,143 
pp., $22.50. 


This book is one of the two outstanding books in the field of 
law and psychiatry published in the past two years by two of the 
most knowledgeable professors in the field. The other is Psychi- 
atry and Law (1), whose author, Prof. Ralph Slovenko, won the 
Manfred Guttmacher Award of APA in 1974 for it. Professor 
Slovenko's treatise is discursive, analytic, philosophical, and ac- 
ademic. It is geared for both psychiatrists and lawyers and deals 
with the major issues confronting the field of legal psychiatry. 

Professor Brooks's volume is a magnificent treatise on the 
subject of law and psychiatry. It is written primarily for law stu- 
dents and lawyers but should be read by every serious student of 
legal psychiatry, including every psychiatrist who considers 
himself a forensic psychiatrist. 

Professor Brooks has placed between two covers more mate- 
rial relevant to the field than ever before. He has included all of 
the current cases that are significant and timely. At first glance, 
one might notice only a collection of material that is well edited, 
collated, and organized. However, careful reading reveals that 
the organization is not just one brick piled on another; the vol- 
ume is carefully cemented by an expert craftsman who in- 
troduces his subject, analyzes it well, and places each case in 
proper perspective. 

Professor Brooks begins his presentation by introducing psy- 
chiatry and psychiatrists to lawyers. He tries to show what a 
psychiatrist is, how he may become involved in forensic work, 
and the pitfalls he may encounter in this work. He follows this 
introduction with a detailed discussion of the Diagnostic and 
Statistical Manual of Mental Disorders, 2nd ed. {DSM-I1) (2) 
under the heading, ‘Concepts of Mental Illness." This chapter 
is aimed more at lawyers than at psychiatrists. However, the 
sections on commitment procedures, treatment of the mentally 
ill, and doctor-patient relationships are important for psychia- 
trists. 

Professor Brooks devotes most of his 1,143 pages to the 
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phases of criminal law as they relate to psychiatry. This is not 
surprising because he has taught criminal law for many years 
and is intimately familiar with the relationship between psychi- 
atry and the criminal process. He covers commitment proce- 
dures and the right to treatment, with all of its ramifications. 
These are among the most important issues facing psychiatry 
today. All psychiatrists who testify at commitment proceedings 
or who work in hospitals treating patients ought to be familiar 
with the concerns raised in this section of the book, which has 
been: effectively condensed into four major sections: The Men- 
tally Disabled Offender, Civil Commitment, Competence (in- 
cluding civil competence, divorce, and child custody), and The 
Psychiatrist-Patient Relationship (including privilege and con- 
fidentiality). 

It is impossible to pick out any particular part of this book 
and focus on it exclusively because the whole volume is fine. 
However, we may linger on Professor Brooks’s treatment of 
criminal law because that appears to be the focus of greatest 
strength in the book. In his analysis of the role the psychiatrist 
plays, Brooks lists five major models of the insanity defense, in- 
cluding "no separate insanity defense as such" and abandon- 
ment of the mental condition as a factor in the offense. He also 
lists seven options available for dealing with the mentally ill of- 
fender; these reveal his depth of understanding of this highly 
complex interdisciplinary area. 

This is a textbook that needs to be studied and digested; it 
cannot be read in a single night. The clinician would be wise to 
refer to it in the management of cases involving complex medi- 
cal-legal issues. Brooks’s bibliography in the field is exhaustive 
and serves as a good source of reading for any student of psy- 
chiatry and law. 

This book will become the textbook for courses in law and 
psychiatry in the law schools of our country. It will also be used 
by psychiatrists teaching legal psychiatry in residency training 
programs. It is not a book for every psychiatrist—it is not for 
the beginning psychiatrist initially learning about legal prob- 
lems. Rather, it is an advanced text for psychiatrists who have 
some familiarity with the field and wish to pursue it in greater 
depth. It is also for lawyers and law students who need to know 
how to work with psychiatrists and with clients who are in- 
volved in the mental health system. 

It is obvious that Professor Brooks has spent many years 
compiling, organizing, analyzing, and writing this material for 
us. We are indebted to him for this most helpful, comprehensive 
volume, which will serve as the basis of our study of legal psy- 
chiatry for many years. | congratulate Professor Brooks for this 
scholarly masterpiece and thank him for giving us this helpful 
reference work. 


REFERENCES 


1. Slovenko R: Psychiatry and Law. Boston, Little, Brown and Co, 
1973 


2. American Psychiatric Association: Diagnostic and Statistical Man- 
ual of Mental Disorders, 2nd ed. Washington, DC, APA, 1968 


ROBERT L. SAporr, M.D. 
Jenkintown, Pa. 


They Chose Honor: The Problem of Conscience in Custody, by 
Lewis Merklin, Jr., M.D. New York, N.Y., Harper & Row, 
1974, 235 pp., $8.95. 


This is a book about Selective Service resisters who were sen- 
tenced to the Federal Correctional Institution at Lompoc, 
Calif., during the Viet Nam War. Dr. Merklin is a young psy- 
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chiatrist who was working at Lompoc to satisfy his own Selec- 
tive Service requirement as an officer in the U.S. Public Health 
Service. He took advantage of the situation to organize a group 
of draft resisters so that he could both learn more about them 
and support them throughout their incarceration. 

Dr. Merklin provides close-up character sketches, in the re- 
sisters' own words, of six of these men. Most of the book, how- 
ever, is made up of transcriptions of the weekly group sessions 
that were taped for later study. This technique provides a fasci- 
nating glimpse of the private thoughts and motivations of these 
men as they coped with the custody of a federal prison. (These 
men were denied access to the rehabilitation programs provided 
to other offenders.) 

It is clear from these accounts that these men were men of 
conscience regarding the war and the draft; they were not draft 
dodgers. Dr. Merklin's group sessions appear to have provided 
considerable support to most of the men, but they may also 
have precipitated some extra stresses and resistances in some of 
the latecomers and those in prison for a short term. The tran- 
scriptions of the group sessions are intriguing to read. 

Overall, although this book is about draft resisters, it is obvi- 
ously written by a prison resister. Prisons are undoubtedly an- 
titherapeutic, but Dr. Merklin's text is an unremitting blast at 
the Federal Bureau of Prisons and, more especially, Lompoc 
Prison itself—its staff and its officials. The starkness of the sys- 
tem might be even more obvious without the shrillness of Dr. 
Merklin's language. His suggestion that prisons abandon any 
pretense at correction or rehabilitation and concentrate solely 
on punishment and custody for a small number of incorrigible 
individuals makes good sense. Corrections and rehabilitation 
could then be carried out in community mental health treat- 
ment and rehabilitation programs. 


HAROLD L. MCPHEETERS, M.D. 
Atlanta, Ga. 


The Nature of Human Consciousness: A Book of Readings, ed- 
ited by Robert E. Ornstein. New York, N.Y., Viking Press, 
1974, 509 pp., $15.00. 


Ornstein obviously likes loose ends: a host of them are 
presented in this selection of 41 readings from books and arti- 
cles on the nature of human consciousness. Except for two 
pieces by William James and a smattering of readings from the 
1940s and 1950s, the readings are from the past two decades, 
particularly from the last few years. 

For a scientific and professional world tied up in tight knots 
of logical thinking, this book is an enlightening, timely presen- 
tation of the other side of consciousness—stuff that seems to 
come mainly from the right side of the brain. It is stimulating 
and provocative, although uneven. While a book on con- 
sciousness can hardly avoid the unconscious, there is no sepa- 
rate reading in this volume on the relationship of consciousness 
and the unconscious. 

Any reader digesting this sampling will have his appetite sat- 
isfied and come away with a renewed respect for the scholarly 
advances in thinking, theory, therapy, and research in con- 
sciousness. The bias that inevitably exists in any selection of 
readings is, 1 think, conscious, but the main shortcoming I see 
in this book is the lack of classical selectiens. Jung's article on 
what he termed *'synchronicity" is hardly his best or most ap- 
propriate work on the psychology of consciousness, although it 
does fit admirably into the scheme of the section titled An Ex- 
tended Concept of Man. There is only one brief selection by a 
psychoanalyst and none by Freud. 


The editor has wri:ten continuities for the seven divisions of 
the book. I only wish that he had written more. To me, the best 
of the selections, in order of their presentation in the book, are 
the following: Polanvi on “Understanding Ourselves,” Black- 
burn on “Sensuous-Intellectual Complementarity in Science," 
Deikman on “Bimodal Consciousness," Bogen on “The Other 
Side of the Brain: An Appositional Mind," Hastorf and Cantril 
on "They Saw a Game: A Case Study," Neisser on “Processes 
of Vision," Deikman on “The Meaning of Everything," Whorf 
on "Language, Mind, and Reality," Assagioli on ‘‘Psycho- 
synthesis: A Technique for the Use of Intuition," Luce on '*Bio- 
logical Rhythms,” LeShan on “What Is Important About the 
Paranormal,” and Tart on “Preliminary Notes on the Nature 
of Psi Process.” 

The reader’s curiosity will be rewarded by the articles on bio- 
feedback, air ions, meditation, perception, and the split brain. 
The readings on Zen, Sufism, Gestalt, and structural in- 
tegration are disappointing. 

In the introduction, Ornstein quotes Abraham Maslow: “If 
the only tool you have is a hammer, you will tend to treat every- 
thing as if it were a nail." This is a wise aphorism, and an ap- 
propriate one for the editor of this volume, who has a whole bag 
of tools that he shares with his readers. It seems to me that his 
criterion for selection of articles for this volume was the germ of 
"untrammeled imaginative thinking" (after Herrick). This is a 
book for those who want to be more aware of awareness. 


HARRY A. WILMER, M.D., PH.D. 
San Antonio, Tex. 


Schizophrenics in the New Custodial Community: Five Years 
After the Experiment, by Ann E. Davis, Simon Dinitz, and Ben- 
jamin Pasamanick. Columbus, Ohio, Ohio State University 
Press, 1974, 206 pp.. $12.00. 


This book is written with such clarity and honesty that it is a 
delightful experience 10 read it, particularly after many years of 
reading the literature on schizophrenia, which is more often dif- 
ficult and not easily understood. 

The authors, two sociologists and a psychiatrist, present the 
data, evaluations, and conclusions derived from a seven-year 
study of the lives and experiences of over 100 carefully diag- 
nosed chronic schizophrenic patients. 

This interesting work is a five-year follow-up of the original 
study, which began in 1961 and ended in 1964 and is reported in 
a book titled Schizophrenics in the Community (1). The high 
standing of the authors of the original work and their research 
studies is evidenced by their receiving the Hofheimer Prize of 
APA in 1967. Two of the authors of the original study, Dinitz 
and Pasamanick, are coauthors of the follow-up volume. 

A few comments about the original study are in order, since 
this book review concerns the same patient population. The 
original study demonstrated that acutely psychotic patients 
could be treated at home at least as well as in hospital facilities, 
thus eliminating the need for hospitalization, and that this could 
be done with a minimum of psychiatric and other professional 
personnel. The treatment plan consisted of home visits by pub- 
lic health nurses; :hey provided medication prescribed by a 
project psychiatrist, who held office consultations with the 
patients at prescribed intervals. 

The authors of the follow-up volume state that studies such 
as these two are not only rare but almost unprecedented, that no 
other studies have dealt exclusively with a homogeneous diag- 
nostic population such as schizophrenic patients, that none have 
been followed for so long (five years), and that none have se- 
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lected patients exclusively from public facilities. 

For anyone interested in long-term patients, this book is full 
of excellent case histories, from which a number of simple but 
important and far-reaching conclusions are inevitable. The 
most noteworthy is that, by the use of a little more com- 
mon sense plus sociological supports and continuing medica- 
tion, the results of care and treatment for schizophrenic patients 
would be vastly improved— with a long-term diminution of fi- 
nancial and social costs. The unique contribution of this study is 
in its emphasis on the absolute requirement that there be con- 
tinuing surveillance and treatment of former hospital patients 
in the community. If we fail to provide these elements, we will 
have merely moved schizophrenic patients from the hospital to 
the "back wards" of their homes and communities. 

It is possible in a review only to convey suggestions of the un- 
usual quality and profound implications of this unique book. It 
should be of great value to psychiatrists, psychologists, social 
workers, and nurses, all of whom are concerned with the diag- 
nosis and treatment of schizophrenic patients, Medical educa- 
tors and researchers, too, will find it a fine reference book. Fi- 
nally, [ would recommend it as required reading for all those 
who are in a position to influence large national sociopolitical 
institutions. I say this because changes in these institutions 
might significantly influence the type and locus of treatment for 
the world's most common mental illness—schizophrenia. 
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Measurement and Classification of Psychiatric Symptoms: An 
Instruction Manual for the Present State Examination and Cat- 
ego Program, by J.K. Wing, J.E. Cooper, and N. Sartorius. 
New York, N.Y., Cambridge University Press, 1974, 228 pp., 
$14.50. 


One of the most frustrating problems in psychiatry is com- 
munication among practitioners. When you and I talk about 
schizophrenia, are we talking about the same thing? We may 
think so, but how can we be certain? 

Questions such as these have, of course, bedeviled theo- 
reticians and philosophers in every area of science for as long as 
science has been around. The questions are still unsettled. On a 
practical level, however, many of the sciences as well as the 
other medical specialties have forged far ahead of psychiatry. In 
the absence of quantitative tests and clear definitions for the 
syndromes with which we deal, we often have to assume (and 
hope) that we are all talking about the same thing when we dis- 
cuss recognition, treatment, prognosis, and etiology. Some of us 
inexplicably seem to take pride in our difficulties in making sys- 
tematic distinctions among different types of patients. 

There are, however, researchers who have recognized the im- 
portance of clear, careful diagnostic categories. Without such 
categories there can be no testing of general theory, no eval- 
uation of the effectiveness of treatments, and little transfer of 
knowledge gained from the treatment of one patient to treat- 
ment of the next similasone. 

Efforts to put diagnosis on firmer footing have taken several 
directions. First has been standardization of the process of data 
collection upon which diagnosis is based—for the most part, the 
mental status examination. Second has been the precise defin- 
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ing and fixing of diagnostic categories and the rules for assign- 
ing patients to these categories. Third has been the comparison 
of day-to-day diagnostic practices of clinicians. 

For the past few years, a number of groups in scattered loca- 
tions around the world have engaged in efforts in all three direc- 
tions. Outstanding among these groups has been the one headed 
by John K. Wing at the Medical Research Council Social Psy- 
chiatry Unit, Institute of Psychiatry, London. For some time 
Wing and his collaborators have been working to develop a 
standard psychiatric interview and diagnostic process. This has 
resulted in the Present State Examination (PSE) and its asso- 
ciated diagnostic scheme and computer program (Catego). This 
book presents the latest (ninth) revision of the PSE, its support- 
ing documents, some history of the work involved, and descrip- 
tions of studies of reliability, validity, personnel training, and 
use. 

The book thus contains a good deal of detail. About half of 
the pages are taken up with a glossary and appendices. The 
chapters are brief and almost telegraphic in style. Clearly, the 
book is essential for those using or considering the use of the 
PSE system. 

However, much of the space devoted to the technica! material 
about the PSE is not wasted for those who do not use the sys- 
tem. Anyone seriously concerned about problems of diag- 
nosis—fírom either the researcher’s or the clinician's view- 
point— will find here precise definitions of symptoms with 
examples and instructions for probing during the interview. The 
detail given in this book goes far beyond what is available in 
any other single source. Although not primarily intended as 
such, this book can be used as a supplementary text or reference 
for courses in psychiatric interviewing and diagnosis. If widely 
adopted, it could represent a major force for improvement in 
the quality of mental status examinations, which are frequently 
sloppily performed even in the best training centers. 

The authors make the point several times that the PSE sys- 
tem is derived from a European style of psychiatric inter- 
viewing. They criticize the approach they consider typical of the 
"American style," which they feel is exemplified by the work of 
Spitzer and associates (1). Although they agree that Spitzer and 
associates have gone far beyond the traditional, almost struc- 
tureless psychiatric interview, they write that the Psychiatric 
Status Schedule (PSS) of Spitzer and associates shows a “‘selec- 
tion of items" and a “relative lack of interest in the details of 
psychopathology, particularly in those that might be of diag- 
nostic importance." Wing and associates also write that the 
PSS is "American rather than European in style." 

Thus with a flick of the wrist they seem to dismiss the diag- 
nostic work of American psychiatrists. No doubt, we deserve 
some castigation; diagnosis has been sadly neglected in the 
United States. But perhaps their dismissal is a little too broad. 
For example, the impressive series of papers and the recent 
book (2) from the group at Eli Robins’ Department of Psychia- 
try, Washington University, St. Louis, Mo., deserve some rec- 
ognition. 

Furthermore, although a major step forward in technique, 
the PSE itself is built on the shaky foundation of traditional 
diagnosis. The authors are no doubt aware of this, but they ne- 
glect to mention the undemonstrated validity of most of our 
standard diagnostic categories, the possible confounding effects 
of examiner bias and examiner-patient social class differences 
upon the diagnostic interview, the possibility that many crucial 
symptoms are transient and represent responses to environmen- 
tal stress, and, finally, that much of the interaction between ex- 
aminer and patient, and therefore the outcome of the diagnostic 
interview, may be influenced by extraneous social pressures and 
social roles of which we are only now becoming aware. To be 
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sure, the authors cannot be asked to take on all of the problems 
of modern psychiatry in one brief volume, but their certainty of 
their own approach does seem to call for some acknowledgment 
of unanswered questions. 

On the whole, there is a great deal in this book that is very 
useful. Every serious student of psychiatric diagnosis should 
study it, and every person learning to do mental status exam- 
inations should be aware of the descriptions and probes of 
symptoms that are presented in this volume. , 
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Psychiatric Residency in Service Settings, edited by Van Buren 
O. Hammet, M.D., and Norris Hansell, M.D. Hillsdale, N.J., 
Town House Press, 1973, 121 pp., no price listed. 


In recent years the need to carry psychiatric treatment to 
members of ethnic and socioeconomic groups identified as dis- 
advantaged has been stressed. Many leading psychiatrists com- 
plain that although adequate psychiatric effort has been di- 
rected toward the upper classes, inadequate effort —primarily 
by state hospitals and similar tax-supported institutions—has 
been directed toward the disadvantaged. This criticism is im- 
bedded in the matrix of the broader social and political asser- 
tion that treatment of illness is not a privilege but a right that 
must be made as freely available to those who cannot pay as to 
those who can. These psychiatric leaders also aver that a dis- 
advantaged person who needs treatment but does not recognize 
that need should be so approached as to apprise him of his need 
and to induce him to accept treatment. 

Those who conduct psychiatric residency programs realize 
that this major change in the emphasis of psychiatric practice 
demands that they change their programs to teach attitudes, 
knowledge, and skills appropriate to the treatment of the dis- 
advantaged. Some educators have wondered whether their 
middle-class background prepares them to deal with the value 
systems and lifestyles of the disadvantaged groups they propose 
to reach. Others have feared that the middle-class background 
of the resident himself would erect further obstacles. 

However, a number of psychiatric teaching centers addressed 
themselves to these problems and began to design training pro- 
grams that emphasize treatment of the disadvantaged. [n doing 
so, many of them assumed that the locale of treatment would be 
the community mental health center or some analogous organi- 
zation placed functionally, if not geographically, in the commu- 
nity to be served. These programs have been activated. In the 
course of consequent academic operations, these centers have 
accumulated an array of varied experience. This book reports a 
meeting held to compare notes among the various programs. 

During “three days in June of 1972, a group of 26 men met, 
at a lodge high in the Rocky Mountains, for the purpose of hav- 
ing a series of discussions." The group included chairmen of de- 
partments of psychiatry, program directors, residents, and oth- 
ers involved in mental health care. The discussion oriented itself 
to the five following objectives: 1) mental health care should be 
accessible within a single system, 2) it should deal promptly 


with emergencies and crises, 3) it should serve people in need 
whatever their diagnosis or prognosis, 4) it should be given 
without regard to the patient’s ability to pay, and 5) it should be 
responsive to the needs of society as well as the needs of the in- 
dividual mental patient. 

A special objective of the conference was to find “ways of 
modifying the traditional methods of training in order to pre- 
pare the trainee... in carrying forward . . . changes in the prac- 
tice of psychiatry." 

Each of the representatives of five training programs de- 
scribed the philosophy and approaches of his program and re- 
acted to discussion of that program by both formal discussants 
and the conference at large. Each presenter told “how we do it, 
why, and how it sezms to be working." The other conference 
participants underscored useful ideas in the presentations and 
expanded from them in their discussions. 

This book contains valuable and helpful information for 
those conducting psychiatric residency programs, especially 
those attempting to increase emphasis on work in the commu- 
nity and the use of service activities for teaching purposes. 

The book also has value:for the nonacademic psychiatrist 
who wants to improve his own effectiveness with disadvantaged 
persons or to apprise himself of current thought in this area. It 
will help residents orient themselves in today's psychiatry. It 
also contains insights for members of such allied professions as 
clinical psychology. psychiatric social work, and psychiatric 
nursing. 


WILLIAM F. SHEELEY, M.D. 
Phoenix, Ariz. 


Drinking, Community and Civilization: The Account of a New 
Jersey Interview Study. Monographs of the Rutgers Center of 
Alcohol Studies 9, by Harold Fallding, with the assistance of 
Carol Miles. New Brunswick, N.J., Rutgers Center of Alcohol 
Studies, 1974, 69 pp., $6.00. 


This volume is slender but excellent. Professor Fallding is a 
distinguished sociologist whose major interests have been socio- 
logical theory, religion, the family, and, more recently, alcohol- 
ism. Carol Miles is identified as a doctoral candidate "who bore 
the main load of assistance." 

Readers who are not fluent in sociologese must be prepared 
to have some initial difficulty with certain key words in this 
book, words that appear familiar but are used in an unfamiliar 
way. For example, Fallding identifies four types of drinking in 
the following terms: 

Ornamental. Symbolic of community (human or super- 
natural), thus benign, social, ceremonial, religious, or sacred. 
This is called normal. 

Facilitation. Designed to ease integration into society in the 
face of internal barriers, thus to compensate for and counteract 
blocks and inadequacies. This is called a crutch. 

Assuagement. Using alcohol as a substitute for community, a 
gratification for those with no social membership. This is called 
glitter behavior; alcohol is used as food, power, excitement, or 
possessions; or mystical exaltation may be used. 

Retaliation. Protest drinking, exploiting the incapacity of 
being on skid row in revenge at the system. This is called partial 
suicide, 

Fallding's typology for abstinence relies upon opposition to 
the above types of drinking: indifference abstinence, in opposi- 
tion to ornamental drinking, considers drinking unnecessary 
and redundant; moral abstinence, in opposition to facilitation 
drinking, considers drinking an irresponsible forfeiture of self- 
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control; religious abstinence, in opposition to assuagement 
drinking, considers religion rather than alcohol to be the answer 
to social demoralization; and respectability abstinence, in oppo- 
sition to retaliation drinking, which considers that drinking pro- 
duces low-status bums and drunks. 

Fallding includes a masterly chapter on the history of drink- 
ing practices in New Jersey over the past four centuries, with 
special attention to the great American adventure of Prohibi- 
tion. He reasons, 


If drinking has to be categorically outlawed because 
many abuse it, the impression can be left that all drinking 
is an abuse.... It is a crucial problem of this study to ask 
what sense of meaningfulness in drinking has been recov- 
ered by modern Americans in view of history. 


Fallding set about the task of determining why people drink 
or abstain from drinking by sending out carefully coached inter- 
viewers to semirural burroughs in New Jersey to question over 
300 individuals. Anyone interested in shrewd, sophisticated 
questioning in the field of alcoholism would do well to examine 
the interviewing schedules used. (These are not printed in the 
book, however. They are available by writing to a source whose 
address 1s given in a footnote in the text.) 

Fallding concludes that people are divided fairly evenly in 
their attitudes toward drinking. About half of his sample con- 
sidered drinking to be relaxing, pleasurable, and an aid to so- 
ciability, and about half considered it to be a danger that leads 
toward loss of control, accidents, and habituation or addiction. 
There was a positive relationship of favorable attitudes toward 
drinking with affluence and influence and a negative relation- 
ship with religious observance. 

In answer to the book's central question of what is the signifi- 
cance of drinking or abstaining, Faliding found that 83 percent 
of all drinkers could be categorized as drinking for facilitation, 
65 percent as ornamental drinkers, 14 percent as assuagement 
drinkers, and none as retaliation drinkers. There was consid- 
erable overlap among these categories. Fallding concludes that 
the most significant finding of the study was the general preva- 
lence of facilitation (relaxation) drinking. 

Among those who did not drink, 61 percent were moral ab- 
stainers (in opposition to facilitation drinkers), 38 percent were 
indifferent, 34 percent were religious, and 20 percent were re- 
spectability abstainers. Both drinking and abstaining were fam- 
ily related and strongly dependent on parent-child or husband- 
wife relationships. 

The authoritative national survey of drinking practices in the 
United States was published in 1969 (1), the year Fallding re- 
ports that his survey was completed. The general correspon- 
dence between the two studies is striking and of great con- 
firmation value. One must be clear, however, on just what is 
confirmed—not that drinking is good for you, but that many 
people (as many as do not) think it is. At least they like and ap- 
prove of the effects of drinking. 

Anyone with a professional or scholarly interest in the prob- 
lems of drinking and alcoholism will enjoy this little book. Sip it 
slowly. 
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Drug Dependence: Social Regulation and Treatment Alterna- 
tives, by Carl N. Edwards. New York, N.Y., Jason Aronson, 
1974, 193 pp., $7.50. 


This book was originally published in 1973 under the title of 
Justice Administration and Drug Dependence: Issues and Al- 
ternatives (now out of print). The original title is longer and 
more descriptive of the contents. It is a thoughtful book whose 
audience may be a larger group of professionals and laymen in- 
terested in the problems of addiction than only psychiatrists. 

Concerned with the increasing incidence of drug abuse, the 
author and his collaborators first point out the widespread na- 
ture of the problem. They then demonstrate the highly con- 
tradictory attitudes that exist in relation to drug use, degree of 
illness, and adequacy of treatment. 

The chapter titled "Psychiatry and the Law" is very good. 
This essay is well worth reading—even by psychiatrists who 
deal regularly with the courts. It presents a good summary of 
important legal decisions and a view of the psychiatrist’s role in 
the legal process. 

The difficulty in defining addiction is no surprise to the prac- 
ticing psychiatrist who struggles throughout his professional life 
with the attempt to define such states as normal, psychosis, psy- 
chotherapy, and the like. Too broad an overview tends to blur 
out the concepts on which there is general agreement. I know 
that this may sound carping, but the nonprofessional may be 
bewildered by this book's overstatement of the controversies. 


The chapter titled “Treatment Alternatives" explores the.. 


medical model and the self-help abstinence model in a lively 
way. Emphasis is placed on the need for mutual understanding 
among the helping professions as weil as in the judicial system. 

The restatement of the dilemmas in the field of addiction is 
scholarly.: The attitude of horror of stereotype and gener- 
alization is evident, but by moving to an opposite polarity the 
book may disappoint the reader who is looking for a more posi- 
tive statement. 

I feel that this book is a worthwhile contribution, carefully 
researched and including an excellent bibliography. 


MARVIN STERN, M.D. 
New York, N.Y. 


Some Must Watch While Some Must Sleep, by William C. De- 
ment. San Francisco, Calif., W.H. Freeman and Co., 1974, 139 
pp., $5.95. 


This trim, attractive volume does not fit into the category of 
works ordinarily reviewed in a professional journal. Originally 
written as one volume in the Portable Stanford series, it is di- 
rected primarily at the intelligent lay reader who wants to be- 
come informed about the subject of modern sleep research. 
However, it covers much more than the findings of sleep re- 
search. 

By intent, it is a highly personal description by Dr. Dement of 
the fascinations, trials, pitfalls, triumphs, and challenges of 
sleep research. Thus it tells not only about sleep but about sci- 
ence and what it is like to be a scientist. Designed as well as 
written by Dr. Dement, who selected the title from Shakespeare 
and the illustrations from Picasso's work, the book reveals a 
great deal about Dr. Dement as a human being: decent, wise, 
concerned, sensible, subject to the ubiquitous human foibles, 
but always deeply curious and in active pursuit of knowledge. A 
reader unfamiliar with sleep research will come away not only 
informed about its subject matter but with a sense of the excite- 
ment of science and a stimulus to join its ranks. For these rea- 
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sons the book has special value for young people. 

This is not to suggest that Dement fails to provide sufficient 
information about sleep itself. Quite the contrary, he covers a 
variety of issues in the most important areas of sleep research: 
its nature and functions, sleep deprivation, dreaming, and sleep 
disorders. Necessarily, the coverage is far from exhaustive and 
not even comprehensive. It is intended literally only as an in- 
troduction to the topic. However, the book has an accuracy and 
authenticity that only a preeminent authority can provide, so 
that although the reader gets an incomplete view, it is not a dis- 
torted one. 

The lack of coverage is greatest in the area of basic biology, 
e.g., biochemistry and neurophysiology. The appendix provides 
a bit more detail in these fields as well as a glossary of relevant 
technical terms and a "'reader's guide" that suggests multiple 
sources for obtaining further information. The lattermost is 
helpfully classified as to the complexity and content of the 
SOUICCS. 

Stylistically, there are occasional problems of two opposite 
varieties. The usually successful emphasis on clarity and com- 
prehensibility sometimes becomes sufficiently labored to seem 
condescending. In his conscious effort to be personal and infor- 
mal, Dement occasionally strays past the border of charm. 
Conversely, highly technical medical terms and concepts are 
sometimes used without explanation when they are not directly 
related to the area of sleep research. Dement succeeds overall, 
however, in making his book interesting, stimulating, highly in- 
formative, eminently readable, and within the compass of the 
intelligent layman. 

This, then, is not a book for the psychiatrist or for the psychi- 
atric resident, who will do better to use a more sophisticated, 
content-oriented source. But it can be recommended with en- 
thusiasm to the premedical or fledgling medical student, to the 
intelligent layman, and to the very bright high school student. 
For such an audience it will provide a superb introduction to 
knowledge about sleep as well as an exciting insight into psychi- 
atric research. 


DONALD OKEN, M.D. 
Syracuse, N.Y. 


Marital and Sexual Counseling in Medical Practice, 2nd ed., ed- 
ited by D. Wilfred Abse, M.D., Ethel M. Nash, M.A., and Lois 
M.R. Louden, Ph.D. New York, N.Y., Harper & Row, 1974, 
558 pp., $14.95. 


This book is the second edition of the pioneering work of 
1964 that was aimed at educating and training medical students 
and their teachers as well as physicians and their paramedical 
associates in the practice of total] medicine. This goal is ap- 
proached by emphasizing the distillate of clinical experience 
that attitudes as well as anatomy must be heeded in giving 
counsel about marriage and sex and that, although organic dis- 
ease may cause marital problems, the reverse is also true. 

The revision of this book is timely and even urgently needed 
because substantive developments have occurred in the field in 
the very short period of 10 years. Outstanding, of course, is the 
work of Masters and Johnson with their landmark publication 
in 1966 (1), which is foremost among several other contribu- 
tions to this period of sexual revolution. A synthesis of recent 
work is reflected in the pages of this edition of Marital and Sex- 
ual Counseling in Medical Practice. 

To the well-read psychiatrist, there will not be so much that is 
new or in depth in this book. However, for those psychiatrists 
involved in teaching practitioners in continuing education pro- 


grams, medical students, residents, and paramedical personnel, 
this book can be invaluable in presenting concepts at the level of 
the student and avoiding psychiatric terminology. Unfortu- 
nately, the book has been put together by the editors; its various 
chapters are written by different contributors. Although the in- 
dividual contributions are outstanding, the book lacks the im- 
pact and unity of a single-authored volume. Thus it functions 
more as a reference book than as an internally consistent how- 
to-do-it guide for those confronted with clinical material in 
daily practice. 

The first edition of this book played a considerable role in 
adding studies of sex and marriage to medical school curricula. 
It is likely that this edition will continue to further this worthy 
cause because it insists that members of the medical profession 
must meet the public’s expectations. Physicians must acquire 
and teach each other the skills they are expected to possess in 
the area of marital and sexual matters. 
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The History of the Concept of Association of Ideas, by David 
Rapaport. New York, N.Y., International Universities Press, 
1974, 189 pp., $8.50. 


“I think about thought," Edward Dahlberg wrote. *'Believe 
me, there’s no more cruel labor than that, for no matter how 
hard you think you are likely to be thoughtless” (1, p. 82). This 
is so despite the fact that the most earnest of men, from Plato 
and Aristotle to Russell and Chomsky, have thought about 
thought, not thoughtlessly but without end. David Rapaport’s 
posthumously published The History of the Concept of Associ- 
ation of Ideas is witness to the cruel labors involved in thinking 
about thought. 

The work calls for a tripart treatment: as the initiate product 
of a man who in his lifetime gained recognition and respect as a 
distinguished psychologist, esteemed for his deep erudition; sub- 
stantively for its succinct exposition of the thoughts of nine of 
the leading philosophers, from Descartes to Kant, preoccupied 
with thought processes and the role therein of the association of 
ideas; and for its relation to present-day thought on association. 

The text of this work is the doctoral dissertation that Rapa- 
port submitted in 1929 to the faculty of the University of Buda- 
pest. The text shares the common characteristics of the doctoral 
dissertation. Addressed to the learned faculty, it is the novi- 
tiate's offering to the cognoscenti to show that the candidate 
knows what the faculty intends him to know. This submission 
presumes a two-sided familiarity with the material that is not 
necessarily shared by the outside reader. In such cases the read- 
ing may prove a bit taxing. 

The work can be read as academic biography. As such, it re- 
veals its author to have been a broadly informed and critical- 
minded young man. He was not content to merely expound 
what the philosophers (Bacon, Descartes, Hobbes, Spinoza, 
Locke, Leibnitz, Berkeley, Hume, and Kant) wrote and thought 
about thought, particularly about the role therein of the associ- 
ation of ideas, but further evaluated the philosophers' basic 
postulates and derivative conclusions. He opined freely and 
firmly on the contributions and limitations of the cited authors 
with an assuredness that evokes admiration. That assuredness 
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characterized his personality and his other works. 

Twenty-one years after he wrote this history of association 
of ideas, Rapaport published a monumental work quite in the 
spirit of his doctoral thesis, Organization and Pathology of 
Thought (2). In this later book he canvassed the writings of the 
leading European and American psychologists and psychia- 
trists, selecting and, where necessary, translating pertinent seg- 
ments of their publications. To this survey he added 40 pages of 
conclusions. His final sentence characteristically affirms, 


It would seem that, after the many attempts to explain 
[thinking and] thought-disorders by a simple theory have 
proved partial or irrelevant, this complex phenomenon will 
finally exact a complex definition." (2, p.730) 


This is judicious assuredness. 

The authors discussed in The History of the Concept of Asso- 
ciation of Ideas were essentially philosophers. None of them, 
with the possible exception of Descartes, was also an experi- 
mentalist. Yet it was experimental psychology, a late develop- 
ment, that yielded the most serious challenge to the association 
theory. The work of Pavlov on the conditional reflex and Kurt 
Lewin's studies on the motivation of thought (i.e., thinking and 
reasoning do not happen by themselves) stand forth in critical 
opposition to the classical theory of association. Yet, as George 
Humphrey (3) stated, ““The history of the psychology of think- 
ing consists largely of an unsuccessful revolt against the doc- 
trine of association" (p. 28). 

In this purview, and for its biographical relevance, this 
earliest of Rapaport's works has a many-sided appeal and sig- 
nificance. 
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Textbook of Adolescent Psychopathology and Treatment, by 
Adrian D. Copeland, M.S., M.D. Springfield, Ill., Charles C 
Thomas, 1974, 135 pp., $9.75; $6.95 (paper). 


This is a brief, concise, and highly readable text. In keeping 
with the title Dr. Copeland divides the book into two main sec- 
tions, the psychopathology of the adolescent and his treatment. 
Included in the section on psychopathology is a brief discussion 
of key factors in the psychological evaluation of normal adoles- 
cents. This is followed by a discussion of basic concepts in and 
classification of adolescent psychopathology. 

The second section of the book is devoted to treatment and 
includes three chapter headings: "Treatment of the Adoles- 
cent," “Aspects of Psychotherapeutic Technique," and “Edu- 
cation, Vocation and Adaptation." The author places great 
stress on the special adaptational problems of emotionally dis- 
turbed young people and offers proposed solutions to the prob- 
lem of adolescent adaptational arrest. 

Readers who look for case reports tó document texts on 
treatment will be disappointed because Dr. Copeland includes 
no more than one or two. This inadequacy is more than com- 
pensated for by the voluminous bibliographies at the end of 
each chapter, however. 
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This book should be of value not only to psychotherapists of 
the various mental health disciplines but also to pediatricians 
working with adolescents. 


CAROLINE A. CHANDLER, M.D. 
Bethesda, Md. 


Occupational Stress, edited by Alan McLean, M.D. Springfield, 
HI., Charles C Thomas, 1974, 105 pp., $9.75. 


This fascinating volume is a distilled report of a seminar on 
occupational stress held in 1972 in White Plains, N.Y., by the 
Westchester Division of New York Hospital-Cornell Medical 
Center. Dr. McLean does a superb job of reporting the mass of 
material generated by representatives of occupational medicine, 
psychiatry, psychology, psychoanalysis, sociology, business, in- 
dustry, social work, rehabilitation, the military, and govern- 
ment agencies. 

The concept of stress is controversial. It is not readily or uni- 
versally defined or understood and is difficult to measure. There 
are many communication gaps among the disciplines interested 
in occupational stress specifically. 

From the major presentations and the group discussions, Dr. 
McLean chose the following topics for chapter headings: *Oc- 
cupational Stress and Strain," "Clinical Concepts," "A Psy- 
choanalytic Framework," "Stress, Distress, and Psychosocial 
Stimuli," "Conflict, Ambiguity, and Overload: Three Elements 
in Job Stress," "Role Responsibility: The Differentiation of a 
Concept,” “Person Role Fit," “Health Status Assessment: An 
Untapped Source of Management Information," “Work Per- 
formance and Occupational Stress," and “Off-the-Job Stress 
and Occupational Behavior.” Dr. McLean also contributed two 
chapters, "Concepts of Occupational Stress" and “Occupa- 
tional 'Stress' —A Misnomer.” 

It is clear from Dr. McLean’s summary that the term 
"stress" as used by behavioral scientists, clinicians, and engi- 
neers has different meanings. Most clinicians consider stress to 
be an external force that produces symptoms in patients. Many 
researchers consider stress to be the result of an external stres- 
sor or, in Selye’s terminology, a general adaptation syndrome. 
Engineers and some behavioral scientists view stress as an inter- 
nal product of external loading. 

When the term "stress" is applied to behavior on the job, its 
different meanings interfere with clarity of communication and 
understanding across disciplinary lines. This book presents the 
most widely held concepts of occupational stress in a single vol- 
ume. Theoretical concepts, research results, and specific sugges- 
tions for coping with stress-related problems are included. Psy- 
chiatric, psychoanalytic, and psychophysiological considera- 
tions are discussed as well as ideas from role therapy. 

Among the many revealing ideas in this volume are the fol- 
lowing: 

1. Companies might add a human resources section to their 
annual reports, assessing their ability to meet workers' needs 
for job satisfaction as part of their accounting system. 

2. Job stress represents a poor person-environment fit. 

3. Job stress is caused by a factor or group of factors (job 
stressors) that disrupt psychological and physiological homeo- 
stasis, creating job strain. Five groups of dimensions of such 
factors are measurable: anxiety, tension, and anger; chronic de- 
pression, fatigue, alienation, and general malaise; the level of 
catecholamines, blood lipids, blood pressure, and gut motility; 
gastrointestinal disorders, coronary heart disease, asthmatic at- 
tacks, and other psychosomatic disorders; and decrease in work 
performance. 
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4. The mental set of the worker at the time of job stress is im- 
portant. Coping with it includes casting out stress, substituting 
vicarious stress for real situations (spectator activities), physical 
activity, recreation, fitting natural biologic rhythm to job envi- 


ronment, and discovering workers’ desires, proclivities, and in- 


terests. 

5. Work behavior can be viewed psychoanalytically in terms 
of drive or instinct theory, id, ego, and superego structure, levels 
of consciousness, the developmental concept of personality, and 
concepts of adaptation between these forces and the environ- 
ment. Psychological sources of disruption involve fear, guilt, 
and anxiety tolerance. Adaptation involves coping with charac- 
ter defenses. 

6. Off-the-job stresses might be reduced by reopening day- 
care centers for mothers who are working, by offering job re- 
training to workers who request it, and by supporting improve- 
ments in the general physical environment (e.g., working to- 
ward anti-noise legislation and pension protection). 

7. Since our knowledge of psychosocial hazards and diseases 
is fairly incomplete, much of what we say about monitoring and 
preventing disease is incomplete. 

Dr. McLean concludes that stress should be considered a 
general rubric rather than a single concept. He states, 


Each discipline must further develop its own terms to 
refer to the specific concepts of its own analysis. The pre- 
sentations of each researcher and clinician must define his 
frame of reference and his terms in such manner as to be 
intelligible to those in his professional audience unfamiliar 
with what has gone on before in his discipline. Clarity, def- 
inition ... exposure, cross-pollination, and acceptance of 
those differing concepts as deeply held values is urgently 
necessary if we are to further our task. 


I agree completely and recommend this volume. 


RALPH T. CoLLiNs, M.D., MED.Sc.D. 
Hilton Head Island, S.C. 


Operational Theories of Personality, edited by Arthur Burton. 
New York, N.Y., Brunner/ Mazel, 1974, 414 pp., $15.00. 


The purpose of this book is to describe a broad array of per- 
sonality theories, making their ties to clinica! practice explicit 
(or operational). To achieve this end, the editor has sought con- 
tributions from the founders of the various theories. Thus the 
chapters on client-centered therapy, rational-emotive therapy, 
and bioenergetics are written by Carl Rogers, Albert Ellis, and 
Alexander Lowen, respectively. 

When the originators of theories were unavailable, chapters 
were written by well-known students and associates of theorists. 
For example, Rudolf Ekstein writes about Freud, James Hill- 
man about Jung, and Hilde Bruch about Sullivan. The book 
consists of 11 such chapters, bracketed by introductory and 
concluding comments by the editor. Approximately 20 percent 
of each chapter is devoted to a case study in which theoretical 
discussions are brought to life. 

In creating this kind of book Burton implicitly states his will- 
ingness to sacrifice the uniformity of style and organizational 
consistency that result from single authorship for the wisdom, 
attention to detail, and anecdotal information that only such 
eminent authors can provide. The full potential of this ap- 
proach, however, is only partially realized here. 

The chapters on Sullivan, Rogers, Ellis, Skinner, and Adler 
are all good, straightforward, elementary accounts. However, 


except for Heinz Ansbacher’s Adlerian analysis of the life and 
death of Marilyn Monroe and Bruch’s recollections of Sullivan 
as a supervisor, they offer little to the reader that he has not yet 
read or cannot find elsewhere. Most of the chapters seem to be 
addressed to the beginning student of personality. One looks in 
vain for any new theoretical statements or applications that 
would distinguish this textbook. Only Ekstein assumes a more 
sophisticated readership, largely limiting his remarks to the 
way in which personality changes during the course of psycho- 
analytic treatment. His article and Hillman’s are likely to be 
difficult for newcomers to the field. 

Burton’s choice of theorists is comprehensive and often pleas- 
antly surprising, although the inclusion of Gordon Allport 
seems somewhat strained. Reich and Lowen, Ellis, and the fam- 
ily theories of Donald Jackson and Nathan Ackerman are 
rarely represented in standard personality texts, although they 
certainly belong in a text that emphasizes clinical application. 
In this regard Helm Stierlin’s chapter on family theory is an es- 
pecially inviting and well-integrated introduction to a relatively 
new field that is full of diverse ideas. Burton’s own chapter on 
Binswanger and Laing, on the other hand, gives the flavor of 
their theories but is so fraught with jargon that only the most 
devout proponents of existentialism will not protest. 

As a reference book or for the practicing clinician, this book 
will have little appeal. The same information plus much more 
is, in the case of each theory included, readily available else- 
where. Further, the case applications are, of necessity, brief and 
predictable. However, for the beginner in personality theory, 
whether in psychiatry, psychology, or social work, the book 
houses under one roof a collection of informative if uneven in- 
troductory articles. All of them offer a basic understanding of 
how various theorists conceptualize personality and treat 
people with emotional problems. 


PETER B. ZELDOW, PH.D. 
Syracuse, N.Y. 


Experiment Perilous: Physicians and Patients Facing the Un- 
known, by Renée C. Fox. Philadelphia, Pa., University of Penn- 
sylvania Press, 1974, 257 pp., $5.95 (paper). 


This is the first paperback edition of a sociological study of a 
behavior research ward in a New England hospital connected 
with a medical school. It was originally published in hardback 
by Free Press in 1959 and is based on studies conducted in the 
early 1950s. The ward studied had 15 beds and was heavily 
staffed with research personnel, including 11 physicians. The re- 
search was focused on the effects of ACTH and cortisones on 
chronically ill patients with various diagnoses. Many other 
drugs were also used. Addison's disease and diabetes, particu- 
larly when they were seen in combination, were the most 
interesting to the researchers, but the study was by no means 
confined to the smaller number of patients who had both ill- 
nesses. 

This is not a medical textbook. Although Ms. Fox was able to 
pick up a great deal of medical knowledge, much of it is now 
obsolete, and there are what appear to be outright errors in her 
understanding of medical situations. It is the earliest and still 
the most important sociological study of research scientists and 
their patients, however. It focuses on the sociological and psy- 
chological problems of both staff and patients and the surpris- 
ingly similar coping mechanisms developed by both groups. 

The book is extremely interestingly written. It is a pleasure to 
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read because it has many of the literary characteristics of a 
novel rather than a scientific study. This statement is not meant 
to downgrade the sociological and psychological qualities of the 
book. On the contrary, the writing style emphasizes these quali- 
ties in a way that makes them easy to remember. 

The major focus of the book is the ethical problems of human 
experimentation as they were felt by the medical staff of a re- 
search ward. Fox carefully describes how potential conflicts 
were solved. 

I would recommend this book to all who are involved ac- 
tually or potentially in experimental work with human beings in 
any field of medicine or related sciences. A great deal has been 
written on this subject recently by scientists, theologians, politi- 
cians, and many others. However, I believe this book makes 
more sense than most recent publications on the subject. Unfor- 
tunately, medical-legal aspects of the problems of human ex- 
perimentation are almost entirely ignored, perhaps primarily 
because they were less of a problem at the time this book was 
written than they are now. 


WILLARD C. BRINEGAR, M.D. 
Norfolk, Neb. 


The Secret Strength of Depression, by Frederic F. Flach, M.D. 
Philadelphia, Pa., J.B. Lippincott Co., 1974, 282 pp., $7.95. 


It is my impression that the best technique for developing 
clarity and precision of presentation in any type of science writ- 
ing is to write ostensibly for the general public. This book, 
which is so written, will certainly be of great value to the medi- 
cal student, the family physician, and the resident in psychiatry. 
The style is intriguing, absorbing, and fascinating. The com- 
pelling way the case histories fit into the lucid discussion of the 
historical and theoretical considerations of depression is re- 
markable. 

This book satisfies the criteria as a source of study. It is well 
outlined, and the chapters unfold in an orderly fashion that 
seems to follow the natural history of the condition of depres- 
sion. The indexing and referencing withstand very careful scru- 
tiny. The skillful method of working into the discourse the his- 
torical perspective demonstrates again that the true scholar can 
inform without being pedantic or condescending. The author's 
comments on the multifaceted nature and etiology of depres- 
sion speak well for his balanced approach as a laboratory scien- 
tist, a clinician, a clinical teacher, and a social historian. 

I am sure that his book will be a source of considerable com- 
fort to anyone whose life has been touched by depression-—his 
own or that of significant others. It is written by a clinician 
whose long experience in helping people is well conveyed by his 
prose. 

Dr. Flach not only gives the impression of understanding but, 
in a kindly, direct fashion, goes a long way toward dispelling 
further anguish by providing some definite steps to take to se- 
cure relief from depression. Most people will take some sur- 
cease from sorrow as they realize that Western man has been 
plagued with varying degrees of depression from prehistoric 
times. No matter that the physicians of antiquity thought that 
melancholia was black bile—they were sure it had many causes 
and, like today's healers, tried many cures. 


IRVIN L. BLose, M.D. 
Omaha, Neb. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


Obsessive Children, by Paul L. Adams, M.D. Baltimore, Md.. 
Penguin Books, 1975, 276 pp., $2.95 (paper). 


The Behavioral Treatment of Sexual Problems, vol. 1: Brief 
Therapy, by Jack S. Annon, Ph.D. Honolulu, Hawaii, Kapio- 
lani Health Services, 1974, 230 pp., no price listed (paper). 


Philotherapy: A New Approach to Psychotherapy, by /. Emery 
Breitner, M.D. Old Bethpage, N.Y., Institute of Human Rela- 
tions Press, 1974, 105 pp., $5.95. 


The Scientific Evaluation of Drug Equivalency: Proceedings of a 
Colloquium, Washington, D.C., June 14, 1974, edited by Albert 
N. Brest, M.D. Princeton, NJ., Excerpta Medica, 1974, 70 pp., 
no price listed (paper). 


Annual Progress in Child Psychiatry and Child Development, 
1974, edited by Stella Chess, M.D., and Alexander Thomas, 
M.D. New York, N.Y., Brunner/ Mazel, 1975, 625 pp., $15.00. 


A Family Album: Portraits of Intimacy and Kinship, by Thomas 
J. Cottle. New York, N.Y.. Harper & Row, 1975, 203 pp., 
$7.95; $3.75 (paper). 


The Story of Medicine, by Petros De Baz, M.D. New York, 
N.Y., Philosophical Library, 1975, 99 pp.. $6.00. 


Parent Power/Child Power: A New and Tested Method for Par- 
enting Without Guilt, by Helen De Rosis, M.D. Indianapolis, 
Ind., Bobbs-Merrill Co., 1974, 230 pp.. $6.95. 


Clinical Interviewing and Counseling: Principles and Tech- 
niques, by Golda M. Edinburg, M.S.S.S., Norman E. Zinberg, 
M.D., and Wendy Kelman, M.S.S.S. New York, N.Y., Apple- 
ton-Century-Crofts (Prentice-Hall), 1975, 121 pp., $6.95 (pa- 
per). 


Life History and the Historical Movement, by Erik H. Erikson. 
New York, N.Y.. W.W. Norton & Co., 1975, 270 pp., $9.95. 


Medical Experimentation: Personal Integrity and Social Policy. 
Clinical Studies, vol. 5, by Charles Fried. New York, NY., 
American Elsevier Publishing Co., 1974, 172 pp., no price 
listed. 


The Key to the Sciences of Man: The “Impossible” Relativity of 
Value Reactions, by D.G. Garan, Ph.D., J.U.D., LL.D. New 
York, N.Y., Philosophical Library, 1975, 541 pp.. $10.00. 


Learning Difficulties: Causes and Psychological Implications— 
A Guide for Professionals, by Kurt Glaser, M.D., M.Sc., as- 
sisted by Susanne Glaser, M.S.W. Springfield, Ill, Charles C 
Thomas, 1974, 86 pp., $8.75. 


Marital and Family Therapy, by Ira D. Glick, M.D., and David 
R. Kessler, M.D. New York, N.Y., Grune & Stratton (Har- 
court Brace Jovanovich}, 1974, 172 pp.. $12.50. 


Growth and Change of Schizophrenic Children: A Longitudinal 
Study, by William Goldfarb, M.D., Ph.D. Washington, D.C., 
V.H. Winston & Sons (New York, N.Y., Halsted Press, John 
Wiley & Sons, distributor), 1975, 271 pp., $10.95. 


Trainer's Manual for Structured Learning Therapy, by Arnold 
P. Goldstein. Syracuse, N.Y., Arnold P. Goldstein. Psychology 
Department, Syracuse University, 1974, 16 pp., no charge (pa- 
peri. 


From Diagnosis to Treatment in Child Psychiatry, by the Group 
for the Advancement of Psychiatry Committee on Child Psy- 
chiatry. New York, N.Y., Jason Aronson, 1974, 181 pp., 
$10.00. 


The Educated Woman: Prospects and Problems. Report 92, by 
the Group for the Advancement of Psychiatry Committee on 
the College Student. New York, N.Y., GAP, 1975, 145 pp., 
$4.00 (paper). 


Mentally Hl Mothers and Their Children, by Henry Grune- 
baum, Justin L. Weiss, Bertram J. Cohler, Carol R. Hartman, 
and David H. Gallant. Chicago, Hl... University of Chicago 
Press, 1975, 338 pp., $15.50. 


Adolescent Suicide, by André Haim; translaied by A.M. Sheri- 
dan Smith. New York, N.Y., International Universities Press. 
1975, 307 pp., $15.00. 


Modification of Behavior of the Mentally Retarded: Applied 
Principles, edited by Richard E. Hardy, Ed.D., and John G. 
Cull, Ph.D. Springfield, Iil., Charles C Thomas, 1974, 157 pp., 
$12.75. 


A Handbook on Drug and Alcohol Abuse: The Biomedical As- 
pects, by Frederick G. Hofmann in collaboration with Adele D. 
Hofmann. New York, N.Y., Oxford University Press, 1975, 
315 pp.. $10.95; $6.95 (paper). 


Vagotomy: Latest Advances with Special.Reference to Gastric 
and Duodenal Ulcers Disease, edited by F. Holle and S. Anders- 
son. New York, N.Y., Springer-Verlag, 1974, 237 pp., $34.50 
{paper}. 


Behavior Therapy and Health Care: Principles and Applications, 
edited by Roger C. Katz and Steven Zlutnick. New York, N.Y., 
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Pergamon Press, 1975, 620 pp., $14.00; $8.75 (paper). 


Mental Health and Going to School: The Woodlawn Program of 

- Assessment, Early Intervention, and Evaluation, by Sheppard G. 

Kellam, Jeannette D. Branch, Khazan C. Agrawal, and Marga- 

. ret E. Ensminger. Chicago, Il., University of Chicago: Press, 
. 1975, 204 pp., $11.00. 


A Season in Hell, by Percy Knauth. New York, N.Y. peer & 
Row, 1975, 111 pp.. $6.95. 


Pleasure: A Creative Approach to Life, by Alexander Lowen, 
M.D. Baltimore, Md., Penguin Books, 1975, 251 pp., $1.95 (pa- 


per). 


Psychopathology: The Science of Understanding Deviance, 2nd 
ed., by James D. Page. Chicago, Ill., Aldine Publishing Co. ( Al- 
dine/ Atherton), 1975, 495 pp., $14.75. 


Consumers and Social Services, by Robert Perlman. New York, 
N.Y., John Wiley & Sons, 1975, 123 pp., $9.95. 


Psychotherapy and Multiple Personality: Selected Essays, by 
Morton Prince, edited by Nathan G. Hale, Jr. Cambridge, 
Mass., Harvard University Press, 1975, 328 pp., $12.50. 


The Psychoanalytic Study of the Child, Volumes 1-25: Ab- 
stracts and Index. New Haven, Conn., Yale University Press, 
1975, 414 pp., $15.00. 


Childhood Deprivation, compiled and edited by Albert R. Rob- 
erts. Springfield, Hi., Charles C Thomas, 1974, 203 pp., i 75; 
$6.95 (paper). 


The Volunteer Subject, by Robert Rosenthal and Ralph L. Ros- 
now. New York, N.Y., Wiley-Interscience (John Wiley & 
Sons), 1975, 247 pp., $14.95. 


The Index of Scientific Writings on Creativity: Creative Men 
and Women, by Albert Rothenberg, M.D., and Bette Green- 
berg. Hamden, Conn., Archon Books {Shoe String Press), 1974, 
103 pp., $15.00. 


Compassion and Self-Hate: An Alternative to Despair, by Theo- 
dore I. Rubin, M.D., with Eleanor Rubin. New York, N.Y., 
David McKay Co., 1975, 299 pp., $9.95. 


Methods of Psychiatric Research: An Introduction for Clinical 
Psychiatrists, 2nd ed., edited by Peter Sainsbury, M.D., 
D.P.M., and Norman Kreitman, M.D., D.P.M. New York, 
| N.Y., Oxford University Press, 1975, 305 pp., $18.95 (paper). 
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Self-Assessment of Current Knowledge m Psychiatry, 2nd ed., 
by Paul Salkin, M.D. Flushing, N.Y., Medical Examination 
Publishing Co., 1974, 226 pp., $10.00 (spiral bound). 


Between Existentialism and Marxism, by Jean-Paul Sartre; 
translated by John Mathews. New York, N.Y., Pantheon 
Books ( Random House), 1975, 298 PP.. $10.00. 


Corporate. Wives—Corporate Casualties? by Robert Seiden- 
berg. Garden City, N.Y., Anchor Press] Doubleday, 1975, 214 
pp., $2.50 (paper). 


When I Say No, I Feel Guilty: How to Cope—Using the Skills 
of Systematic Assertive Therapy, by Manuel J. Smith, Ph.D. 
New York, N.Y., Dial Press, 1975, 299 pp., $8.95. 


Famine and Human Development: The Dutch Hunger Winter of 

1944-1945, by Zena Stein, Mervyn Susser, Gerhart Saenger, 
and Francis Marolla. New York, N.Y., CORE University 
Press, 1975, 274 pp., $12.95. 


The Future: Human Ecology and Education, by Edward A. Sul- 
livan. Homewood, Ill., ETC Publications, 1975, 151 pp., $8.50. 


Overview of the Psychotherapies, edited by Gene Usdin, M.D. 
New York, N.Y., Brunner] Mazel, 1975, 204 pp., $8.50. 


Neurophysiology of Enlightenment: Scientific Research on 
Transcendental Meditation, by Dr. Robert Keith Wallace. Fair- 
field, Iowa, Maharishi International University, 1974, 49 pp., 
no price listed (paper). 


Cognition and the Symbolic Processes, edited by Walter B. Wei- 
mer and David S. Palermo. Hillsdale, N.J., Lawrence Erlbaum 
Associates (New York, N.Y., Halsted Press, John Wiley & 
Sons, distributor), 1975, 442 pp., $19.50. 


Lecture Notes on Psychiatry, 4th ed., by James Willis, M.B., 
D.P.M. Oxford, England, Blackwell Scientific Publications 
( Philadelphia, Pa., J.B. Lippincott Co., distributor), 1975, 128 
pp., $5.75 (paper). 


Infant and Environment: Early Cognitive and Motivational De- 
velopment, by Leon J. Yarrow, Judith L. Rubenstein, and Frank 

A. Pedersen. Washington, D.C., Hemisphere Publishing Corp. 
joe York, N.Y., Halsted Press, John Wiley & Sons, distrib- 


. utor), 1975, 243 pp., $15.95. 


The Teenage Pregnant Girl, edited by Jack Zackler, M.D., and 
Wayne Brandstadt, M.D. Springfield, Ill., Charles C Thomas, 
1974, 300 pp., $12.95. 
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MOBAN 


(molindone HCI) 


THE FIRST OF A NEW CLASS OF 
ANTIPSYCHOTICS TO TREAT THE MANIFESTATIONS 
OF SCHIZOPHRENIA 


CHEMICALLY UNIQUE: MOBAN® is completely unrelated structurally 
or chemically to any of the three main categories of major onti- 
psychotics currently available* MOBAN® represents a new class of 
antipsychotic...the dihydroindolones, oxygenated indole derivatives. 

*Please see list of reference literature on comparative studies. 





MOBAN (molindone HCI) PERMITS PATIENT 
PARTICIPATION AND COOPERATION IN A PROGRA 
OF ON-GOING REHABILITATION 


CONTROLS SCHIZOPHRENIC 
SYMPTOMS AS IT MOBILIZES 
THE PATIENT TOWARD 
PRODUCTIVE ACTIVITY 


At the start of therapy, MOBAN® can often 
control schizophrenic symptoms. MOBAN" 
acts rapidly— usually within 2 to 4 weeks 


—attaining maximum therapeutic bene- 


fit by the third treatment month. Once 


control is achieved, it can often be main- 


tained with MOBAN*. MOBAN* produces 
increased functional activity which may 
allow a gradual return to the world the 


patient has left behind: his family, his job, 


and his social activities. (Of course, in 


certain instances where increased activ- 


ity is contraindicated, caution should be 
exercised.) 


In controlled pre-introductory stud- 






RAPIDLY AIDS ARREST OF ACUTE 
OR CHRONIC PSYCHOTIC SYMPTOMS 
OF SCHIZOPHRENIA 





ies, MOBAN" produced significant improve 
ment of thought, affective, motor, and 
behavioral disorders. 


HELPS KEEP PATIENTS 
ALERT AND RESPONSIVE TO 
PSYCHOTHERAPY 


Because MOBAN" has been shown to pro 
duce an increased sense of alertness in 
some patients, it may be especially use 
ful in those who are withdrawn and 
apathetic. 

MODAN* (molindone HCl) does not 
produce the prolonged dulling effects 
observed with earlier antipsychotics 
This lack of continued sedation should 
make for a more cooperative, better 
functioning patient..one who will be 
able to assume a more active role in his 
over-all rehabilitation, and one less likely 





ACTIVATES MANY WITHDRAWN AND 
APATHETIC PATIENTS 


to discontinue the needed maintenance 
medication. A beneficial sense of well- 
being occurs in some patients (others 
may experience an abnormal, exagger- 
ated sense of well-being). 


AN EFFECTIVE 
THERAPEUTIC ALTERNATIVE 


When patients are unresponsive or have 
become refractory to their current medi- 
cation or suffer certain untoward side 
effects, MOBAN® offers a clear-cut thera- 
peutic alternative. MOBAN* may be effec- 
tively used for the newly diagnosed 
schizophrenic, on a long-term, in-patient 
basis, or later on when the patient has 
assumed an out-patient status. In short, 
at any step on the way home. 


PHARMACOLOGIC PROFILE 


The pharmacologic profile of MOBAN* in 
laboratory animals resembles that of 
other major antipsychotic agents in that 
it causes the reduction of spontaneous 
locomotion and aggressiveness, sup- 
pression of conditioned psychotic 
responses and antagonism of the bizarre, 
stereotyped behavior and hyperactiv- 
ity induced by amphetamines. In addi- 
fion, MOBAN® antagonizes the depres- 
sion caused by the tranquilizing agent, 
tetrabenazine. 

In human clinical studies, tranquili- 
zation is achieved in the absence of mus- 
de relaxing or incoordinoting effects. 
Based on EEG studies, MOBAN® exerts its 
effects on the ascending reticular activa- 
ting system. 

Human metabolic studies show 
MOBAN* to reach peak blood levels within 
one hour after oral administration. 

Tolerance has not developed dur- 
ing long-term (3 years) therapy in 
limited pre-introductory studies. 

PLEASE NOTE: Lenticular opacities 


and skin pigmentation often seen with 
other currently-prescribed antipsychotics, 
have not been observed during pre- 
introductory studies with MOBAN”...mak- 
ing it suitable for those patients from 
whom other medication should be with- 
drawn due to those side effects. Such 
adverse effects result principally from 
long-term, high dose phenothiazine 
therapy. The possibility that similar ad- 
verse reactions may occur with MOBAN" 
should be kept in mind. 


USUAL DOSAGE RANGES 


Initial and maintenance dosages of 
MOBAN" (molindone HCI) should be in- 
dividualized, and the minimol effective 
dose should be employed. Elderly and 
debilitated patients should be started on 
lower doses. 

Mild 5 mg three or four times a day, up to 
15 mg three or four times a day. 
Moderate 10 mg three or four times a 
day, up to 25 mg three or four times 
a day. 

Severe Daily dosages up to 225 mg may 
be required. 








AVAILABLE AS TABLETS IN THREE 





DOSAGE STRENGTHS — — 
992 
5 mg lOmg 25mg 
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AODAN'(molindone HCl) 


‘SCRIPTION MOBAN* (molindone hydrochloride) is a dihydroindo- 
1e compound which is not structurally related to the phenothia- 
ies, the butyrophenones or the thioxanthenes. 

JBAN* is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
Jol-4(5H)-one hydrochloride. It is a white crystalline powder, freely 
luble in water and alcohol and has a molecular weight of 312.67. 


O 
| N-CH2 CH2-CH3 
| N | CH; ®@HCl 
l 
H 
MOLINDONE HYDROCHLORIDE 


TIONS MOBAN* (molindone hydrochloride) has a pharmacological 
ofile in laboratory animals which predominantly resembles that of 
ajor tranquilizers causing reduction of spontaneous locomotion 
id aggressiveness, suppression of a conditional response and 
itagonism of the bizarre stereotyped behavior and hyperactivity 
duced by amphetamines. In addition, MOBAN* antagonizes the 
ipression caused by the tranquilizing agent tetrabenazine. 

human clinical studies tranquilization is achieved in the absence 
muscle relaxing or incoordinating effects. Based on EEG studies, 
OBAN* exerts its effect on the ascending reticular activating 
stem. 

iman metabolic studies show MOBAN* to reach peak blood levels 
thin one hour after oral administration. 


DICATIONS MOBAN* (molindone hydrochloride) is indicated in the 
anagement of the manifestations of schizophrenia. 


JNTRAINDICATIONS MOBAN* (molindone hydrochloride) is con- 
jindicated in severe central nervous system depression (alcohol. 
irbiturates, narcotics, etc.) or comatose states, and in patients 
ith known hypersensitivity to the drug. 


ARNINGS Usage in Pregnancy Studies in the pregnant patient 
ive not been carried out. Animal reproductive studies have not 
:monstrated a teratogenic potential. The anticipated benefits must 
' weighed against the unknown risks to the fetus if used in these 
itients. 


irsing Mothers Data is not available on the content of MOBAN* 
1olindone hydrochloride) in the milk of nursing mothers. 


sage in Children Use of MOBAN* (molindone hydrochloride) in 
lildren below the age of twelve years is not recommended because 
ife and effective conditions for its usage have not been 
stablished. 


RECAUTIONS Some patients receiving MOBAN* (molindone hydro- 
iloride) may note drowsiness initially and they should be advised 
gainst activities requiring mental alertness until their response to 
ie drug has been established. 

icreased activity has been noted in patients receiving MOBAN* . 
aution should be exercised where increased activity may be 
armful. 


DVERSE REACTIONS Transient initial drowsiness was noted most 
equently. Noted less frequently were Parkinsonian reactions (aki- 
esia characterized by rigidity, immobility and reduction of volun- 
ary movement and tremor), akathisia, restlessness, insomnia, 
epression, feeling of dizziness, blurred vision, hyperactivity, 
uphoria, dry mouth, headache, nausea and tachycardia. Upon 
brupt withdrawal after prolonged high dosage an abstinence 
yndrome has not been noted. 

ithers which were observed included weight gain, weight loss, 
uicidal thinking, postural hypotension, initial heavy menses, amen- 
rrhea, lactation, rash, spasticity, dystonia, akinesia, oculogyric 
risis, gastrointestinal upset, increased libido, leukopenia, and 
onspecific EKG changes. 


DVERSE REACTIONS NOTED WITH OTHER ANTIPSYCHOTIC AGENTS 
he following adverse reactions have been observed with phenothi- 
zine antipsychotic drugs. MOBAN* (molindone hydrochloride) dif- 
ers chemically and to some degree pharmacologically from 
henothiazines, but the possibility that similar adverse reactions 
nay occur with MOBAN® (molindone hydrochloride) should be kept 
1 mind. 


lrowsiness Usually mild to moderate, may occur, particularly during 
he first or second week, after which it generally disappears. If trou- 
Mesome, dosage may be lowered. 


aundice Over-all incidence has been low, regardless of indication 
ir dosage. Most investigators conclude it is a sensitivity reaction. 
fost cases occur between the second and fourth weeks of therapy. 
‘he clinical picture resembles infectious hepatitis, with laboratory 
eatures of obstructive jaundice, rather than those of parenchymal 
lamage. It is usually promptly reversible on withdrawal of the medi- 
‘ation; however, chronic jaundice has been reported. There is no 
:onclusive evidence that pre-existing liver disease makes patients 
nore susceptible to jaundice. Alcoholics with cirrhosis have been 
successfully treated with phenothiazine, without complications. 
Nevertheless, the medication should be used cautiously in patients 
vith liver disease. Patients who have experienced jaundice with a 
j»henothiazine should not, if possible, be re-exposed to 
phenothiazines. 

f fever with grippe-like symptoms occurs, test for increased biliru- 
din or for bile in urine. If tests are positive, stop treatment. 

Aver function tests in jaundice induced by the drug may mimic 
xtrahepatic obstruction; withhold exploratory laparotomy until 
xtrahepatic obstruction is confirmed. 





Hematological Disorders Including agranulocytosis, eosinophilia, 
leukopenia, hemolytic anemia, thrombocytopenic purpura, and pan- 
cytopenia, though rare, have been reported. 


a enter ere Observe patients regularly for sudden appearance 
of sore throat or other signs of infection. If white blood counts and 
differential smears indicate cellular depression, stop treatment and 
start antibiotic and other suitable therapy. 

Most cases have occurred between the 4th and 10th weeks of ther- 
apy; patients should be watched closely during that period. 


Moderate suppression of white blood cells is not an indication for 
stopping treatment unless accompanied by the symptoms described 
above. 

Cardiovascular: 

Hypotensive Effects Postural hypotension, simple tachycardia, 
momentary fainting and dizziness may occur after the first injection; 
occasionally after subsequent injections; rarely after the first oral 
dose. Usually recovery is spontaneous and symptoms disappear 
within 4/2 to 2 hours. Occasionally, these effects may be more severe 
and prolonged, producing a shock-like condition. 


EKG Changes Particularly nonspecific, usually reversible Q and T 
wave distortions — have been observed in some patients receiving 
phenothiazine tranquilizers. Their relationship to myocardial dam- 
age has not been confirmed. 

Note: sudden death, apparently due to cardiac arrest, has been 
reported, but there is not sufficient evidence to establish a rela- 
tionship between such deaths and the administration of the drug. 


C.N.S. Effects: 

Neuromuscular (Extrapyramidal) Reactions Closely resembling 
parkinsonism, and motor restlessness have occurred most 
frequently in psychiatric patients receiving high dosages. Dystonic 
reactions have been reported occasionally. Such symptoms usually 
disappear soon after dosage is lowered, the drug temporarily with- 
drawn, and/or concomitant administration of an anti-parkinsonism 
agent. (Note: Levodopa has not been found effective in relief of 
these neuromuscular reactions.) In severe cases suitable supportive 
measures such as maintaining a clear airway and adequate hydra- 
tion should be used. When phenothiazine is reinstituted, it should be 
at a lower dosage. 

Hyperreflexia has been reported in the newborn. 


Persistent Tardive Dyskinesia As with all antipsychotic agents, 
tardive dyskinesia may appear in some patients on long-term ther- 
apy or may appear after drug therapy has been discontinued. The 
risk appears to be greater in elderly patients on high-dose therapy. 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be accompanied by 
involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia; anti- 
parkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discon- 


tinued if these symptoms appear. Should it be necessary to reinsti- ; 


tute treatment, or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may be masked. 

It has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


Adverse Behavioral Effects Psychotic symptoms and catatonic-like 
states have been reported rarely. 


Other C.N.S. Effects Cerebral edema has been reported. 

Convulsive seizures (petit mal and grand mal) have been reported, 
particularly in patients with EEG abnormalities or history of such 
disorders. 

Abnormality of the cerebrospinal fluid proteins has also been 
reported. 


Allergic Reactions Of a mild urticarial type of photosensitivity are 
seen. Avoid undue exposure to sun. More severe reactions, including 
exfoliative dermatitis, have been reported occasionally. 


Endocrine Disorders Lactation and moderate breast engorgement 
may occur in females on large doses. If persistent, lower dosage or 
withdraw drug. False positive pregnancy tests have been reported, 
but are less likely to occur when a serum test is used. Amenorrhea 
and gynecomastia have also been reported. Hyperglycemia, hypogly- 
cemia and glycosuria have been reported. 


Autonomic Reactions Occasional dry mouth; nasal congestion; con- 
stipation; adynamic ileus; urinary retention; miosis and mydriasis. 


Special Considerations in Long-Term Therapy Skin pigmentation 
and ocular changes have occurred in some patients taking substan- 
tial doses of phenothiazines, for prolonged periods. 


Skin Pigmentation Rare instances of skin pigmentation have been 
observed in hospitalized mental patients, primarily females who 


have received the drug usually for three years or more in higher dos- 
ages. The pigmentary changes, restricted to exposed areas of the 
body, range from an almost imperceptible darkening of the skin to a 
slate gray color, sometimes with a violet hue. Histological examina- 
tion reveals a pigment, chiefly in the dermis, which is probably a 
melanin-like complex. The pigmentation may fade following discon- 
tinuance of the drug. 


Ocular Changes Ocular changes have occurred more frequently 
than skin pigmentation and have been observed both in pigmented 
and nonpigmented patients receiving phenothiazines, usually for 
two years or more. Eye changes are characterized by deposition of 
fine particulate matter in the lens and cornea. In more advanced 
cases, star-shaped opacities have also been observed in the 
anterior portion of the lens. The nature of the eye deposits has not 
yet been determined. A small number of patients with more severe 
ocular changes have had some visual impairment. In addition to 
these corneal and lenticular changes, epithelial keratopathy and 
pigmentary retinopathy have been reported. Reports suggest that 
the eye lesions may regress after withdrawal of the drug. 

Since the occurrence of eye changes seems to be related to dosage 
levels and/or duration of therapy, it is suggested that long-term 
patients on moderate to high dosage levels have periodic ocular 
examinations. 


Etiology The etiology of both of these reactions is not clear, but 
exposure to light, along with dosage/duration of therapy, appears to 
be the most significant factor. If either of these reactions is ob- 
served, the physician should weigh the benefits of continued ther- 
apy against the possible risks and, on the merits of the individual 
case, determine whether or not to continue present therapy, lower 
the dosage, or withdraw the drug. 


Other Adverse Reactions Mild fever may occur after large I.M. 
doses. Hyperpyrexia has been reported. lncreases in appetite and 
weight sometimes occur. Peripheral edema and a systemic lupus 
erythematosus-like syndrome have been reported. 

Note: There have been occasional repcrts of sudden death in 
patients receiving phenothiazines. In some cases, the cause 
appeared to be asphyxia due to failure of the cough reflex. In others, 
the cause could not be determined. There is not sufficient evidence 
to establish a relationship between such deaths and the adminis- 
tration of phenothiazines. 

DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN* (molindone hydrochloride) should be individualized, and 
the minimal effective dose should be employed. Elderly and debili- 
tated patients should be started on lower dosage. 


Dosage schedule, based on severity of symptomatology 

1. Mild —5 mg three or four times a day; an increase to 15 mg three 
or four times a day may be required. 

2. Moderate — 10 mg three or four times a day; an increase to 25 mg 
three or four times a day may be required. 

3. Severe — daily dosage as high as 225 mg may be required. 


DRUG INTERACTIONS Potentiation of drugs administered concur- 
rently with MOBAN* (molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not shown increased 
toxicity when MOBAN" is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 
Gastric lavage is indicated for the recuction of absorption of 
MOBAN* (molindone hydrochloride) which is freely soluble in water. 
Since the absorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 
Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN* in animals, 
this blocking effect has not been determined in humans. 
A significant increase in the rate of removal of unmetabolized 
MOBAN* from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN" is excreted unmetabolized in the urine.) However, poor 
response of the patient may justify use of these procedures. While 
the use of laxatives or enemas might be based on general princi- 
ples, the amount of unmetabolized MOBAN* in feces is less than 1%. 
Extrapyramidal symptoms have respondec to the use of diphenhy- 
dramine (Benadryl" ) and the synthetic anticholinergic antiparkinson 
agents, (i.e., Artane*, Cogentin* , Akineton” ). 
HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 
5 mg orange * Benadryl — Trademark, Parke Davis and Co. 

10 mg lavender | "Artane— Trademark, Lederle Laboratories 
25 mg light green} *Cogentin— Trademark, Merck Sharp & Dohme 

* Akineton — Trademark. Knoll Pharmaceutical Co. 


Endo Laboratories, Inc. 


Subsidiary of E.l. du Pont de Nemours & Co. (Inc.) 
Garden City, N.Y. 11530 
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Five Separate Campuses 


Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 


environment and individualized 


treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. 





THE OAKS- intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 
Austin. 


Brown Hall -90 ACRES-Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 


Write: The Director of Admissions/ - 
Department C-O/THE BROWN 
SCHOOLS/P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 . 
From Texas Free: (800) 292-5404 


Jackson R. Day, M.D /Medical and Psychiatric 
Director 

James L. Boynton, M.D./Director, The Oaks 
Residential Treatment Center 

John L. Carrick, M.D./Psychiatric Director, 
San Marcos Units. 

Other Medical Staff: Thomas F. Caldwell, 
D.D.S /Patrick A. Cato, M.D /Orrie L. Forbis, 
Jr.. M.D./Willis M. Thorstad, M.D. 


Fr " 
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THERE IS NOW A NEW DIMENSION IN THINKING 
ABOUT HUMAN BEINGS! 


C. David Jones, M.D., a world recognized medical scientist, listed in the Dictionary of International Biography, 
teaches at the Chicago Medical School and maintains his own large practice utilizing hominological therapy 
with outstanding success. He has written a book called: HOMINOLOGY — PSYCHIATRY'S NEWEST FRONTIER. 













For the first time moral values are clearly integrated into concepts of mental health, education, international 
affairs and physical disease. All of these concepts are meaningfully tied together in a manner that is easy and 
pleasant to read yet offers principles, ideas and guidelines that can be readily utilized and immediately applied. 

Dr. Jones' book is truly revolutionary in its innovations making other concepts in the field of community mental 
health, psychotherapy and diagnosis obsolete. The concensus of those who have previewed it is that "no one in 
the field of mental health should be without it!" 


ge h 
| Charles C Thomas, Publisher, 301-327 East Lawrence Av. 
Springfield, Ill. 62703 USA 


Mail me copies of: Hominology — Psychiatry’s 


| 

| 

| Newest Frontier, by C. David Jones, M.D. The book may be 
| returned at no cost to me within ten days of receipt. 
| 
| 
| 


NAME: 
ADDRESS: 




















: À Check enclosed: : Bill me: J 


C. David Jones, M.D. F.R.S.H. 
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Tablets and Elixir: Indications: FDA has 
evaluated this drug as Effective as an 
adjunct in the therapy of the indications 
listed below under SEQUELS. 


"INDICATIONS FOR ARTANE SEQUELS: 

Based on a review of this drug in sus- 
tained release form by the National 
Academy of Sciences-National Re- 
search Council and/or other informa- 
tion, FDA has classified the indications 
as follows: Probably effective as an 





adjunct in the therapy of all forms of 
parkinsonism (postencephalitic, arte- 
riosclerotic, and idiopathic) and for the 
use in the prevention or control of extra- 
pyramidal disorders due to central 
nervous system drugs such as reserpine 
and phenothiazines. 


Humanizer 


Cnoreoathetosis 


ut. WARNING: 

1 Patientstobe treated should have a gonio- 
scope evaluation and close monitoring of 
intraocular pressures at regular periodic 
intervals. 

Precautions: Patients with cardiac, liver or 
kidney disorders orwith hypertension should 
be maintained under close observation. In 
long-term therapy, take care to avoid 
allergic and other untoward reactions. Use 
with caution in patients with glaucoma, ob- 
structive disease of the gastrointestinal or 
genitourinary tracts and in elderly males 
with possible prostatic hypertrophy. Geri- 
atric patients require strict dosage regula- 
tion. Incipient giaucoma may be 
precipitated. Periodic gonioscopic eval- 
uations in all patients to be treated with 
this or any related drug is advised. 
Adverse Reactions: Such effects as dry- 
ness of mouth, blurring of vision, dizziness, 
nauseaornervousness wil! be experienced 
by 30 to 50 per cent of patients. (These tend 
to lessen and can often be controlled by 
adjusting dosage.) Isolated instances of 
suppurative parotitis, skin rashes, dilatation 
of the colon, paralytic ileus, delusions, 
hallucinations and paranoia (1 doubtful 
case) have been reported. Patients with 








Propulsive gait 





a arteriosclerosis or with a history of idiosyn- 
| crasy to drugs may exhibit mental con- 
Ut | | fusion, agitation, disturbed behavior, 
d |! EX ornauseaand vomiting. If a severe reac- 
VE tionoccurs, discontinue drug fora few days, 


then resume at lower dosage. Psychiatric 
disturbances can result from overdosage 
to sustain euphoria. Side effects of any 


E ARTANE® Trihexyphenidyl HCl. It can prevent or reverse the risiede cieli chil acs aa 
sometime dehumanizing extrapyramidal effects of the anti- tachycardia, dilation of the pupil, in- 
psychotic drugs. lil But without the drug buildup potential of ee oe ee 
cumulative action anticholinergics. W And at lower cost. glaucoma due to long-term treatment 


with this drug has been reported. 


Tablets: ( 
2 mg and 5 mg 

Elixir: 

2 mg/5 cc with 0.08% methyl- 

paraben, 0.0296 propylpara- 


ben and 5% Alcohol as 


mane, TRIHEXYPHENIDYL HCI 


Sustained Release Cap- 


nell TO REMOVE THE “CHEMICAL STRAITJACKET” 


LEDERLE LABORATORIES, A Division of American Cyanamid Co. Pear! River, NY.10965 
833-4 











ANTABUSE: ‘Social security” 
for the alcoholic who wants 
tO stop drinkino... 















TOW 


The temptation is resisted, 1 
ANTABUSE (disulfiram) represents 
the security alcoholics need 


in any situation. They are ^ X 
better able to abstain from i 
drinking because they know the à 

consequences of taking “even one” 


until psychiatric support 


can oe the rest 
Undoubtedly it will take 
considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

" selected the patients 
who are qum motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portiveresourcesinthecommunity. im 
In the meantime, ANTABUSE can help * a 
the chronic alcoholic abstain from drinking. 








BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


ANTABUSE ' (disulfiram) in Alcoholism 


INDICATION: ANTABUSE is an aid inthe manage- 
ment of selected chronic alcoholic patients who 
want to remain in a state of enforced sobriety so 
that supportive and psychotherapeutic treatment 
may be applied to best advantage. (Used alone, 
without proper motivation and without suppor- 
tive therapy, ANTABUSE is not a cure for alco- 
holism, and it is unlikely that it will have more 
than a brief effect on the drinking pattern of the 
chronic alcoholic.) 


CONTRAINDICATIONS: Patients who are re- 
ceiving or have recently received metronidazole, 
paraldehyde, alcohol, or alcohol-containing 
preparations, e.g. cough syrups, tonics, and the 
like, should not be given ANTABUSE. 


ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, or hypersensitivity. 


WARNINGS: ANTABUSE should never be 
administered to a patient when he is in a state 
of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives 
accordingly. 









The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol upto 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, 
produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 
In severe reactions there may be respiratory 
depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varies with each 
individual, but is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcohol 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcohol concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcohol level reaches 125 to 

150 mg. 


The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 


DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenylhydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reported during concomitant 
disulfiram therapy. 


It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulfiram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of un- 
steady gait or marked changes in mental status and 
the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 


reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 

the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 

a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction has 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (4% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 

HOW SUPPLIED: No. 809 —Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES 
New York, N.Y. 10017 
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It can save time, 


it can save money, and it can 







w 
Time Prolixin Decanoate (Fluphenazine Decanoate 
ijection), with duration of action that may last up to 4 
weeks or longer in patients on maintenance therapy, can 
effect important savings in nursing time. 


Approximate Staff Time Required to Medicate 
18 Schizophrenic Patients* 


(—— umb 
1 injection every 


28 days for most 
patients 








4 minutes required 
for each injection 


— 1 hr., 10 minutes nursing 
time in 28 days 







ie every 28 
T IN IBISAVED IN 61 hours and 50 minutes or 


i. more than 7% eight-hour 


ASIN 
3 DAYS | 
ry b working days 


Plat R: Br J Social Psychiatry 2: 187-191, 1968. 


another report. 


unemployed’. 


~ PROLIXIN DECANOAT 


even save people - 
by reducing readmissions. 


Money vanin and Townend’, who found from their 


study of Prolixin Decanoate that 15 of 39 patients could 
be maintained on 25 mg. every 4 weeks, also note that on 
this basis “a year's maintenance on chlorpromazine 
represents the order of 110 grams of phenothiazine as 
opposed to 0.33 gram of fluphenazine." Translating this 
into dollars shows the following potential hospital savings 
on the basis of patient population: 





Cost/500 

Agent and Cost/patient/ patients/ 
amount/year Form year year 
Chlorpromazine 8 oz. concen- $48.75* $24,375 
(SKF brand) trate 100 mg./ml.t 
110 grams 
Prolixin Decanoate 5 ml. vials 23.1277 11,585 
.33 grams 25 mg./ml. 
SAVINGS $25.58 $12,790 

patient, year 500 pts/yr. 


* Calculated from prices published in 1975 Red Book 
** Calculated from Squibb 1975 price catalogue 
T With tablets, the annual cost is even greater 


Y People The controlled drug delivery system of Prolixin Decanoate helps get 
schizophrenic patients out of the hospital and helps them stay out. It promotes 

continuity of therapy—reducing outpatient drug defaulting from approximately 

90% with oral medications according to one report? to about 16% according to 


It reduces the number and length of rehospitalizations. In one study of 103 patients 
maintained on injections of long-acting fluphenazines, total hospital readmissions 
for a year were cut from 191 to 50 and inpatient time from 8,713 days to 1,335 days’. 


It facilitates return to a productive life. A 12-month followup of 103 discharged 
patients revealed 77% in full-time employment or household duties and only 23% 





(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks 
or longer in patients on maintenance therapy. 


& 
e$ UIBB 'The Priceless Ingredient of every product 
is the honor and integrity of its maker! ™ 


References: 
I. Martin ICA and Townend RA: Brit J Psychiat 124: 173-6, 1974 


2. Goldberg HL, DiMascio A, Chaudhary B: Psychosomatics 11: 173-177. 1970 


3. Medical World News, February 11, 1972, p. 58H 
t. Denham J and Adamson L: Can Psychiat Assoc J 18: 235-7, 1973. 


For product brief summary see following page. 
H425-001R 
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Fluphenazine Decanoate Injection) 


LIXIN DECANOATE 


nay control schizophrenic symptoms for up to 4 weeks or longer in patients on maintenance therapy. 


rolixin Decanoate (Fluphenazine Decanoate Injection) provides 
5 mg. fluphenazine decanoate per ml. in a sesame oil vehicle with 
2% (w/v) benzyl alcohol as a preservative. 


ONTRAINDICATIONS: In presence of suspected or established sub- 
ortical brain damage. In patients who have a blood dyscrasia, liver 
amage or renal insufficiency, or who are receiving large doses of 
ypnotics, or who are comatose or severely depressed. In patients who 
ave shown hypersensitivity to fluphenazine; cross-sensitivity to phe- 
othiazine derivatives may occur. 

Not intended for use in children under 12. 


/ARNINGS: Mental and physical abilities required for driving a car 
r operating heavy machinery may be impaired by use of this drug. 
hysicians should be alert to the possibility that severe adverse re- 
ctions may occur which require immediate medical attention. Potentia- 
on of effects of alcohol may occur. Safety and efficacy in children 
ave not been established because of inadequate experience in use 
! children. 

Usage in Pregnancy: Safety for use during pregnancy has not been 
stablished; weigh possible hazards against potential benefits if ad- 
iinistering this drug to pregnant patients. 


'RECAUTIONS: Caution must be exercised if another phenothiazine 
ompound caused cholestatic jaundice, dermatoses or other allergic 
eactions because ofthe possibility of cross-sensitivity. When psychotic 
atients on large doses of a phenothiazine drug are to undergo surgery, 
ypotensive phenomena should be watched for; less anesthetics or 
entral nervous system depressants may be required. Because of added 
nticholinergic effects, fluphenazine may potentiate the effects of 
tropine. 

Use fluphenazine decanoate cautiously in patients exposed to ex- 
reme heat or phosphorus insecticides; in patients with a history of 
.onvulsive disorders since grand mal convulsions have occurred, and 
n patients with special medical disorders such as mitral insufficiency 
yr other cardiovascular diseases, and pheochromocytoma. Bear in 
nind that with prolonged therapy there is the possibility of liver damage, 
yigmentary retinopathy, lenticular and corneal deposits, and develop- 
nent of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction 

>f a physician experienced in the clinical use of psychotropic drugs. 
2eriodic checking of hepatic and renal functions and blood picture 
should be done. Renal function of patients on long-term therapy should 
ye monitored; if BUN becomes abnormal, treatment should be dis- 
sontinued. Silent pneumonias’ are possible. 
ADVERSE REACTIONS: Central Nervous System —Extrapyramidal 
symptoms are most frequently reported. These include pseudoparkin- 
sonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
ind hyperreflexia; most often these are reversible, but they may be 
ersistent. One can expect a higher incidence of such reactions with 
luphenazine decanoate than with less potent piperazine derivatives 
or straight-chain phenothiazines. The incidence and severity will de- 
vend more on individual patient sensitivity, but dosage level and patient 
age are also determinants. As these reactions may be alarming, the 
3atientshould be forewarned andreassured. Thesereactionscan usually 
»e controlled by administration of antiparkinsonian drugs such as benz- 
‘ropine mesylate or intravenous Caffeine and Sodium Benzoate Injec- 
ion U.S.P., and by subsequent reduction in dosage 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, per- 
sistent and sometimes irreversible tardive dyskinesia may appear in 
some patients on long-term therapy or may occur after discontinuation 
of drug. The risk seems greater in elderly patients, especially females, 
on high dosages. The syndrome is characterized by rhythmical involun- 
tary movements of tongue, face, mouth, or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usually the 
symptomsare notalleviated by antiparkinsonism agents. Ifthe symptoms 
appear, discontinuation of all antipsychotic agents is suggested. The 
syndrome may be masked if treatment is reinstituted, or drug dosage 
increased, or a different antipsychotic agent used. Reports are that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restlessness, 
excitement, or bizarre dreams; reactivation or aggravation of psychotic 
processes may be encountered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 


Autonomic Nervous System —Hypertension and fluctuations in blood 
pressure have been reported. Although hypotension is rarely a prob- 
lem, patients with pheochromocytoma, cerebral vascular or renal in- 
sufficiency or severe cardiac reserve deficiency such as mitral insuf- 


ficiency appear to be particularly prone to this reaction and should be 
observed carefully. Supportive measures including intravenous 
vasopressor drugs should be instituted immediately should severe 
hypotension occur; Levarterenol Bitartrate Injection U.S.P. is the most 
suitable drug; epinephrine should not be used since phenothiazine» 
derivatives have been found to reverse its action. Nausea, loss om 
appetite, salivation, polyuria, perspiration, dry mouth, headache ande 
constipation may occur. Reducing or temporarily discontinuing the dos- 
age will usually control these effects. Blurred vision, glaucoma, bladde m 
paralysis, fecal impaction, paralytic ileus, tachycardia, or nasal con- 
gestion have occurred in some patients on phenothiazine derivatives 

Metabolic and Endocrine—Weight change, peripheral edema, ab- 
normal lactation, gynecomastia, menstrual irregularities, false results 
on pregnancy tests, impotency in men and increased libido in womens 
have occurred in some patients on phenothiazine therapy. 


Allergic Reactions —Itching, erythema, urticaria, seborrhea, photo- 
sensitivity, eczema and exfoliative dermatitis have been reported withe 
phenothiazines. The possibility of anaphylactoid reactions should be 
borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocy- 
tosis, thrombocytopenic ornonthrombocytopenic purpura, eosinophilia, 
and pancytopenia have been observed with phenothiazines. If sore- 
ness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular 
depression, therapy should be discontinued and other appropriate 
measures instituted immediately. 


Hepatic—Liver damage manifested by cholestatic jaundice, particu- 
larly during the first months of therapy, may occur; treatment should! 
be discontinued. A cephalin flocculation increase, sometimes accom- 
panied by alterations in other liver function tests, has been reported! 
in patients who have had no clinical evidence of liver damage. 


Others —Sudden deaths have been reported in hospitalized patients 
on phenothiazines. Previous brain damage or seizures may be pre- 
disposing factors. High doses should be avoided in known seizures 
patients. Shortly before death, several patients showed flare-ups of* 
psychotic behavior patterns. Autopsy findings have usually revealede 
acute fulminating pneumonia or pneumonitis, aspiration of gastric 
contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants suche 
as opiates, analgesics, antihistamines, barbiturates, and alcohol may 
OCCUT 

Systemic lupus erythematosus-like syndrome, hypotension severe 
enough to cause fatal cardiac arrest, altered electrocardiographic and* 
electroencephalographic tracings, altered cerebrospinal fluid proteins, 
cerebral edema, asthma, laryngeal edema, and angioneurotic edema, 
with long-term use, skin pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. Local tissue reactions 
occur only rarely with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic* single dose preassembled syringes 
and cartridge-needle units, and 5 ml. vials. 


FILMS ON PSYCHIATRIC MANAGEMENT 
AVAILABLE FROM SQUIBB 


e A Chance for Change 
e A Way Out 
e Community Treatment of the Psychotic Patient 


e A New Concept in Psychiatric Management 
e Psychiatric Services in General Hospitals 
e The Quality of Care 


For further information contact your Squibb Representative 
or write: Squibb, P.O. Box 4000, Princeton, N.J. 08540 
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PSYCHIATRISTS 


Board eligible and board certified to 
fashion positions within innovative 
programs. New medical school affilia- 
tion with medical students and 
residents training within clinical 
programs. Research and formal 
teaching opportunities are available. 
Positions in the Triage-Crisis Interven- 
tion, Acute Psychiatry and Intermediate 
Psychiatry, Out-patient Psychiatry 
Programs. Salaries from $29,846 to 
$36,000 based upon qualifications. No 
discrimination in employment. Apply to 
Chief of Psychiatry, VA Hospital, 
Downey, Illinois 60064. 


BOARD CERTIFIED OR 
BOARD ELIGIBLE PSYCHIATRISTS 


Needed at 951 bed modern NP Center; 
salary up to $36,000 per annum depending 
on qualifications; excellent fringe benefits; 
non-discrimination in employment; full and 
unrestricted license required; may be from 
any state; travel and transportation costs 
may be supported. Contact Chief of Staff, 
VA Hospital, Leech Farm Road, Pittsburgh, 
PA 15206, or telephone 412-363-4900, Ex- 
tension 223 or 244. 


The Prince George 
Regional Hospital 


is urgently requesting applications from a 
1) Psychiatrist 
2) Internist 
3) Neurologist 
Neurosurgeon interested in setting 
up a neurosurgical unit. 
) General Practitioners 


The Prince George Regional Hospital currently 
expanded to a 370 bed fully accredited active 
treatment Regional referral hospital, located in 
Central B.C. The Hospital is situated in the City 
of Prince George that has a population of 65,000 
and serves an area of 150,000. There are 70 
practicing physicians, 36 of which are 
Specialists. Prince George is one of the fastest 
growing Communities in the Province and offers 
excellent educational and recreational facilities 
with easy access to Vancouver and other parts of 
Canada. 


Please direct enquiries to: 
Dr. P. J. Konkal, Chairman 
Medical Manpower Committee, 
Prince George Regional Hospital, 
Prince George, B.C. 
V2M 1S2 Canada 


FACULTY POSITION 
IN 
PSYCHIATRY AVAILABLE 


Texas A&M University is currently developing a 
new Program in Medical Education; the two-year 
preclinical course of instruction will be 
presented primarily on the TAMU campus; the 
clinical curriculum, occupying the 3rd and 4th 
years, will utilize the faculty and facilities of the 
Baylor College of Medicine and its affiliated 
hospitals in Houston as well as the Veterans Ad- 
ministration Center and the Scott & White Clinic 
and Hospital in Temple, Texas. A program direc- 
tor for psychiatry and behavioral science is 
needed. Teaching in the first two years of 
medical school will be a major responsibility. 
Qualified persons are invited to make applica- 
tion. Letters of application should include a 
resume of pertinent prior experience and train- 
ing and may be directed to James A. Knight, 
M.D., Dean of Medicine, Texas A&M University, 
College Station, Texas 77843. 


An equal opportunity affirmative action employer. 
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Exploring the Nondrug Parameters of Tranquilizer Effectiveness No. 1 


How individual patient variables influence 


It is now well established 
that certain nondrug factors can 
affect response to antianxiety 
medication. Thus, even with 
agents of proven efficacy, such 
as Librium (chlordiazepoxide 
HC]), different patients may 
exhibit varying degrees of 
symptomatic relief from 
excessive anxiety and tension. 


1. Rickels K, Lipman RS, Park LC, Covi L, 


Uhlenhuth EH, Mock JE: 
Psychopharmacologia 20:128-152, 1971 

2. Hollister LE: Ann Intern Med 79:88-98, 
July 1973 

3. Greenblatt DJ, Shader RI: [bid., 77: 
91-100, July 1972 

4. Rickels K, Downing RW, Howard K: 
Clin Pharmacol Ther 12:263-273, Mar-Apr 
1971 





Socioeconomic status 
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Apart from the effect of the 
physician's personality and 
prescribing attitudes on patient 
response, there are certain 
significant patient variables, 
e.g., personality type, severity 
and duration of anxiety, 
socioeconomic status, attitude 
toward medication and insight 
into the nature of the condition 
under treatment: ' Thus, some 
clinical experience suggests that 
physically active extroverts, for 
whom abatement of anxiety 
may decrease the will to achieve 
or take action, may respond 








negatively — resulting in 
exacerbation of anxiety? On the 
other hand, more passively 
anxious individuals with 
intellectual and esthetic 
inclinations have been shown to 
benefit from antianxiety 
medications. 

When medication is 
indicated in the latter group, 
many psychiatrists place a high 
value on the benzodiazepines — 
of which Librium (chlordiaz- 
epoxide HCl) was the first in 
clinical use — for their antianxiet 
effectiveness, broad usefulness 
and wide margin of safety?” 





n 


. , Intellectual lc 








he effectiveness of antianxiety therapy 


Demonstrated predictors of 


Statistical analysis revealed 


favorable response to Librium that the greatest drug-placebo 


;chlordiazepoxide HC!) 


In a double-blind, controlled 
study’ of psychoneurotic 
@atients with moderately severe 
anxiety, 111 patients were 
treated with Librium in a daily 
dosage of 30 to 40 mg, and 201 
patients received a placebo. 
Outcome criteria included a 
wlobal improvement measure 
after 2 and 4 weeks and the 
4-week change score of a 10-item 
physician questionnaire. 





difference in relieving anxiety 
occurred among patients who 
were more severely ill, those in 
a higher socioeconomic class 
and those whose illness had 


persisted for at least six months. 


The more educated patient 
with high verbal ability, greater 
insight and 
an accepting 
attitude toward 
combined 
psychotherapy 


and drug therapy responded 
significantly better to Librium 
than to the placebo. On the 
other hand, patients of lower 
socioeconomic status, with less 
insight and greater readiness to 
accept medication alone as 
sufficient therapy, tend to show 
a moderately favorable response 


to both drug and placebo. 


For proven effectiveness against 
excessive, obstructive anxiety 


adjunctive 


Librium 


ichlordiazepoxide HC]} 








Personality 
type 


10 mg, 25 mg capsules 


Please see following page 
for summary of product information. 
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Effective adjunct in psychotherapy 
Libriunr (chlordiazepoxide HCl) 


10 mg, 25 mg capsules/up to 100 mg daily in severe anxiety 


While drowsiness, ataxia 
and confusion are the most 
frequently occurring side 
effects, physicians should be 
aware of the possibility of 
more serious reactions. 
Before prescribing, please 
consult complete product 
information, a summary of 
which appears below. 

When anxiety has been 
reduced to useful, appropriate 
levels, Librium should be 
discontinued. 


Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 


Warnings: Caution patients about 
possible combined effects with alcohol 
and other CNS depressants. As with all 
CNS-acting drugs, caution patients 
against hazardous occupations requiring 
complete mental alertness (e.g.. operating 
machinery, driving). Though physical and 
psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage; withdrawal symptoms 
(including convulsions}, following 
discontinuation of the drug and similar to 
those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age 
requires that its potential benefits be 
weighed against its possible hazards. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less 
per day) to preclude ataxia or oversedation, 
increasing gradually as needed and 
tolerated. Not recommended in children 
under six. Though generally not 
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Wide margin of satety 





performance 





recommended, if combination therapy 


with other psychotropics seems indicated, 


carefully consider individual 
pharmacologic effects, particularly in use 
of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation 
and acute rage) have been reported in 
psychiatric patients and hyperactive 
aggressive children. Employ usual 
precautions in treatment of anxiety states 
with evidence of impending depression; 
suicidal tendencies may be present and 
protective measures necessary. Variable 
effects on blood coagulation have been 
reported very rarely in patients receiving 
the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in 
the elderly and debilitated. These are 
reversible in most instances by proper 
dosage adjustment, but are also 
occasionally observed at the lower dosage 
ranges. In a few instances syncope has 
been reported. Also encountered are 
isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 


Minimal likeli- 
hood of impairing 
mental acuity and 


Dependable antianxiety action 





symptoms, increased and decreased libido 
—all infrequent and generally controlled 
with dosage reduction; changes in EEG 
patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have 
been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 
Usual Daily Dosage: Individualize for 
maximum beneficial effects. Oral — 
Adults: Mild and moderate anxiety and 
tension, 5 or 10 mg t.i.d. or q.i.d.; severe 
states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See 
Precautions.} 

Supplied: Librium” (chlordiazepoxide 
HCl) Capsules, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500; Tel-E-Dose* 
packages of 100. Libritabs* (chlordiaz- 
epoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to 
clinical activity, capsules and tablets are 
indistinguishable. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley. New Jersey 07110 


Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


a national survey of 
general hospital psychiatry 
and private psychiatric hospitals 





with a foreword by ZIGMOND LEBENSOHN 


Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: O bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association Kia 
1700 18th St. N.W., Washington, 
D.C. 20009 
Address 
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Consider the advantages of 
starting her on HALDOL (haloperidol) 


Acts promptly to 
control | 
hostility and 
suspiciousness 


Several clinicians have cited the 
special value of HALDOL 
haloperidol in controlling 
hostility, suspiciousness, ideas of 
persecution and other delusions 
associated with psychoses!® 
Symptom control is achieved 
rapidly, with many patients 
showing distinct improvement in 
a few days to a week'*— 
frequently within a few hours 
when the intramuscular form is 
used for initial control of acutely 
agitated psychotic states ^^ 


Usually _ 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drughas been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
"normalize" behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community.’ 


Reduces 
likelihood of 


certain adverse 
reactions 
HALDOL haloperidol, a 


butyrophenone, avoids or 
minimizes many of the problems 
associated with the 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol— 
extrapyramidal reactions—are 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 

Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
reactions and skin-rashes. Ocular 
damage and pigmentation 
changes have not been reported. 


References: 1. Towler, M.L., and Wick, PH.: Int. ]. Neuropsychiat. 3: Suppl. 1,62 (Aug.) 1967. 2. Crane, G.E.: Int. }. Neuropsychiat. 3: SuppL 
1,111 (Aug.) 1967. 3. Ban, T.A., and Lehmann, H.E.: Int. J. Neuropsychiat. 3: Suppl. 1,79 (Aug.) 1967. 4. Haward, L.R.C.: Clin. Trials J. 2:135 
(May) 1965. 5. Yun, B.S., et aL: Mich. Med. 67:1349 (Nov.) 1968. 6. Rubin, R.: Alabama J. Med. Sci. 8:414 (Oct.) 1971. 7. Reschke, R.W.: Dis. 


Nerv. Syst. 35:112 (Mar.) 1974. 8. Palestine, M.L., and Alatorre, E.: Quart. J. Stud. Alcohol 34:185 (Mar.) 1973. 


HALDOL 


(haloperidol) 


tablets/concentrate/injection 


highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


IMPORTANT: Full directions for use should be read before HALDOL haloperidol is administered or prescribed. 


*McNeil Laboratories, Inc.. 1975 
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HALDOL 
(haloperidol) 


tablets/concentrate/injection 


highly specific controlot — 
disordered and disruptive behavior 


A Dosage Form for Every Need: 





5 tablet strengths for convenience in individualizing dos- 
age: Ve mg., 1 mg., 2 mg., 5 mg. and 10 mg. 





An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 


| 





A rapid-acting injection for psychiatric 
emergencies: 5 mg. per cc., with 0.5 mg. 
methylparaben and 0.05 mg. propylparaben 
ay ene and lactic acid for pH adjustment to 
3.4+0.2. 


| 





Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this rh 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption. reduced fertility, delayed delivery, dose-related pup 
mortality (presumably due to lack of maternal care reflecting ENS 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear. especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperidol should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2)— receiving anticonvulsant medica- 
tion. because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3) — with known allergies. or with a history of allergic 
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reactions to drugs. (4)— receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 

If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs. including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions — 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia. akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia —Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage. or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness. anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence. 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision. urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL haloperidol is administered or prescribed. 


McNeil Laboratories, Inc. 
McNEIL Fort Washington, Pa. 19034 
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Now Available 


INSTITUTE ON H&CP 
CASSETTE TAPES 


Cassette tapes for four sessions 
from the 26th Institute on Hospital 
& Community Psychiatry, held from 
September 30 to October 2, 1974 in 
Denver, Colorado are now available. 
Cost is $10 for each session, and each 
session includes 2 cassettes. Please 
fill out the order blank below and send 
Lo: 

Henry H. Work, M.D. 

Deputy Medical Director 

American Psychiatric Association 

1700 18th Street, N.W. 

Washington, D. C. 20009 


TO: Henry H. Work, M.D. 
FROM: 


Name (please print) 


Street 


City State Zip Code 


Please send me the following cassettes: 
A. Professional Alliances in 





Times of Transition ' | $10.00 
C. New Legal Issues [] $10.00 
D. Drugs and Alcohol | $10.00 
E. Rural Psychiatry [] $10.00 
Total Cassettes ordered 
Check | | or 


money order | | enclosed 


Due to technical difficulties, session B 
was not taped. 

Please make checks payable to the 
American Psychiatric Association. 


Just published 
4th edition 


A 
Psychiatrie 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me |. . copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


| | bill me | | remittance enclosed 

Name 

Address 

c  —————— . — É  — 
575APA 


Send coupon to: Publications Sales 
American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 
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The long wait for low priced 
imipramine ends 





ntroducing low cost 


SKPramine. 


Imipramine HCI 


: 25 mg., 50 mg. 











e Savings your patients can bank on. 








The manufacturer's suggested list prices 





SK-LINE® to pharmacists for SK-Pramine' compared 
mg SK&F Quality at Low Cost to those for Tofranil* (imipramine HCI, 
à; ; Geigy). Differences in pharmacy charges for 
omith Kline & French Laboratories these products will vary, depending on locatior 
Div. of SmithKline Corp., Phila., Pa. services offered, and other factors 
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YOU'RE 
WHISTLING 
IN THE 
DARK... 


epee dae eere 


IF YOU 

THINK 

HEART AT TACK 
AND STROKE 

HIT ONLY THE 
OTHER FELLOWS 
FAMILY. 


Help your 
Heart... 

Help your 2. 
Heart Fund T, 


€ onmributed by the Publisher 


Akineton hydrochloride 
(biperiden hydrochloride) 
Tablets J. Ampules 


Contraindications: The only known 
contraindication is sensitivity to 
Akineton hydrochloride. 


Warnings: Isolated instances of mental 
confusion, euphoria, agitation and dis- 
turbed behavior have been reported 
in susceptible patients. 


Precautions: Caution should be ob- 
served in patients with manifest glau- 
coma, though no prohibitive rise in 
intraocular pressure has been noted 
following either oral or parenteral ad- 
ministration. Patients with prostatism 
or cardiac arrhythmia should be given 
this drug with caution. Occasionally, 
drowsiness may occur. 


Adverse reactions: Adverse reactions 
encountered are primarily dry mouth 
and blurred vision. These side effects 
are usually slight and can be over- 
come by judicious reduction of dos- 
age. If gastric irritation cccurs, it can 
be avoided by administering during or 
after meals. 


Dosage and Administration: Doses re- 
quired to achieve °therapeutic goal 
are variable and must be individually 
and gradually adjusted. 

Parkinson's disease: 1 tablet, 2 mg. 
three or four times daily. 


Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 


How Supplied: 
Akineton hydrochloride tablets, 
2 mg. each, bisected—bottles of 
100 and 1000. 


Akineton lactate ampules, 1 ml. each 
containing 5 mg./ml. in an aque- 
ous 1.4 percent sodium lactate 
solution. No added preservative. 
Boxes of 10. 


Additional literature available upon 
request. 


Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 


® 





EXTRAPYRAMIDAL REACTIONS 


e Early control of drug-induced 
extrapyramidal reactions 

often without reduction in 
dosage or discontinuance of the 
psychotropic agent 


e Efficacy demonstrated in 
more than a decade of clinical 
experience 


e Minimal anticholinergic side 
effects 





patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms, 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 





TABLETS: 0.5 mg, 1 mg, and 2 mg 
INJECTION: 1.0 mg/ml 


COGENTIN 
(Benztropine Mesylate | MSD) 


helps alleviate most 
phenothiazine-induced 


extrapyramidal symptoms 


In a recent study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
pyramidal symptoms. Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 


1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 
vie S side effects: single or multiple daily doses? Curr Ther Res 14:246, 
May 1972. 


impaired, Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
sionally requires discontinuatlon. 


Note: Large doses generally cannot be tolerated by older patients, thin panels: Of pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. When benztropine mesylate is used with lev the usual dose of 
each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
as tardive dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 
containing 1.0 mg benztropine mesylate and 9.0 sodium chloride per mi, in 2-ml ampuls. 


For more detailed information, consult your MSO representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Marck & Co., INC., Wast Point, Pa. 19486 


is 


Facts about dosage 
schedules of 

COGENTIN 

(Benztropine Mesylate | MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 


_develop soon after initiation of 


phenothiazine treatment, they are 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see full prescribing information. 
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About nine out of ten epileptics suffer their first 

seizure in childhood. Certain physical and psychic 

postseizure evidence—a badly bitten tongue, bro- 
ken or dropped objects, amnesia, exhaustion — may 

suggest grand mal. Once the diagnosis of epilepsy 

has been established, MYSOLINE (primidone) may 

mean the start of a seizure-free life. 


Early therapy for control of grand 
mal, focaland psychomotor epilepsy. 
Used: alone or as concomitant therapy, MYSOLINE 
may reduce the frequency and severity of major 


May be the start of a 
better] life for the epileptic 








motor seizures—or even eliminate them. Based on 
years of clinical success, MYSOLINE has earned 
the reputation of being an excellent drug for con 
trol of grand mal epilepsy.?^ But its usefulness is 
not confined to this type alone: MYSOLINE has 
proved to be valuable for control of psychomotor?? 
and focal epilepsy? as well. 


Improves response to concomitant 
therapy. When other anticonvulsants prove to 
be inadequate, adding MYSOLINE to the regimen 
can improve seizure control in grand mal and psy 




















chomotor epilepsy. A double-blind comparative 
study? shows that the combined use of phenobar- 
bital, diphenylhydantoin,and MYSOLINE may have 
additive anticonvulsant effects without additive 
side effects. 


Effective changeover therapy. Unsat- 
isfactory performance or important side effects 
may force discontinuation of the patient's existing 
anticonvulsant therapy. For more effective control, 
MYSOLINE may be added to the patient's present 
regimen, then gradually substituted for the origi- 
nal medication. The changeover to MYSOLINE is 
frequently warranted when grand mal is refractory 
to phenobarbital, with or without diphenylhy- 
dantoin.’ 


Mysoline 


See last page of 


e > 
(primidone) 


AYERST LABORATORIES 
New York, N.Y. 10017 





Mysoline (primidone) 
May be the start of a better 
life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEF-SUMMARY 
(For full prescribing information, see package circular.) 


MYSOLINE ’rand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system to raise seizure thresh- 


old or alter seizure pattern. The mechanism(s) of action of anticonvulsant drugs is 
not known. 

Primidone has anticonvulsant activity per se. In addition, its two metabolites possess 
anticonvulsant qualities. The major metabolite is phenylethylmalonamide (PEMA): 
the other is phenobarbital. [n addition to its own anticonvulsant potential, PEMA 
potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used concomitantly with other 


anticonvulsants, is indicated in the control of grand mal, psychomotor, and focal 


epileptic seizures. It may control grand mal seizures refractory to other anticonvul- 


sant therapy. 


CONTRAINDICATIONS: Primidone is contraindicated in: 1) patients 


with porphyria and 2) patients whoare hypersensitive to phenobarbital (see ACTIONS). 
WARNINGS: The abrupt withdrawal of antiepileptic medication may precipi- 


tate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an association between the 
use of anticonvulsant drugs by women with epilepsy and an elevated incidence of birth 
defects in children born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other anticonvulsants: but its 
teratogenicity has not been conclusively demonstrated. The possibility exists that other 
factors, e.g., genetic factors or the epileptic condition, may contribute to the higher 
incidence of birth defects. T'he data also indicate that the great majority of mothers 
receiving anticonvulsant medication deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in whom the drug is 
administered to prevent major seizures because of the strong possibility of precipitating 
status epilepticus with attendant hypoxia and risk to both mother and the unborn child. 


Whenthenature, frequency, and severity of the seizures do not pose a clear threat to the 
patient, good medical practice requires that the physician weigh the expected thera- 
peutic benefit of anticonvulsant therapy against possible risk on an individual basis. 
Neonatal hemorrhage, with a coagulation defect resembling vitamin K deficiency, has 
been described in newborns whose mothers were taking primidone and other anticon- 
vulsants. Pregnant women under anticonvulsant therapy should receive prophylactic 
vitamin K1 therapy for one month prior to, and during, delivery. 


The physician should weigh all of the foregoing considerations when treating and 
counseling epileptic women of childbearing potential. 


PRECAUTIONS: The total daily dosage should not exceed 2 Gm. Since 
MYSOLINE therapy genera!ly extends over prolonged periods, a complete blood count 
and a sequential multiple analysis-12 (SMA-12) test should be made every six months. 





In nursing mothers: There is evidence that in mothers treated with primidone, 
the drug appears in the milk in substantial quantities. Since tests tor the presence ot 
primidoae in biological fluids are too complex to be carried out in the average clinical 
laboratory, it is suggested that the presence of undue somnolence and drowsiness in 
nursing newborns of MYSOLINE treated mothers be taken as an indication that nurs- 
ing should be discontinued. 


ADVERSE REACTIONS: The most frequently occurring early side effects 


are ataxia and vertigo. [hese tend to disappear with continued therapy, or with re- 
duction of initial dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional disturbances, sexual impo- 
tency, diplopia, nystagmus, drowsiness, and morbilliform skin eruptions. Occasionally, 
persistent or severe side effects may necessitate withdrawal of the drug. Megaloblastic 
anemia may occur as a rare idiosyncrasy to MYSOLINE (primidone) and to other anti- 
convulsants. The anemia responds to folic acid, 15 mg. daily, without necessity of dis- 
continuing medication. 


DOSAGE AND ADMINISTRATION: The average acult dose is 0.75 


to 1.5 Gm. per day. The initial dose is 250 mg. Increments of 250 mg. are added, usually 
at weekly intervals, to tolerance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduction of MYSOLINE 
is as follows: 


Adults and Children Over 8 Years of Age 









1st Week 
250 mg. daily at bedtime 


2nd Week 
250 mg. b.i.d. 











3rd Week 
250 mg. t.i.d. 





4th Week 
250 mg. q.i.d. 





In chüdren under 8 years of age, maintenance levels are established by a similar 
schedule, but at one-half the adult dosage. It is best to begin with 125 mg., with gradual 
weekly increases of 125 mg. a day, toa daily total usually between 500 mg. and 750 mg. 


In patients already receiving other anticonvulsants: MYSOLINE (primidone) 
should be gradually increased as dosage of the other drug(s) is maintained or grad ually 
decreased. This regimen should be continued until satisfactory dosage level is achieved 
for combination, or the other medication is completely withdrawn. When therapy 
with this product alone is the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage when small fractional 
adjustments( upward or downward) may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
* for added protection in periods of stress or stressful situations that are likely to 
precipitate seizures (menstruation, allergic episodes, holidays, etc.) 


HOW SUPPLIED: MYSOLINE Tablets—No. 430—Each tablet contains 


250 mg. of primidone( scored), in bottles of 100 and 1,000. Also in unit dose package of 
100. No. 431 — Each tablet contains 50 mg. of primidone (scored), in bottles of 100 
and 500. MYSOLINE Suspension —No. 3850—Each 5 cc. (teaspoonful) contains 
250 mg. of primidone, in bottles of 8 fluidounces. 


References: 1. Livingston, S., and Pruce, 1.: Pediatr. Ann. 2:10 (Aug.) 19723. 
2. Livingston, S., and Pruce, I. M.: Drug Therapy for Epilepsy, Spring:ield, Ill., Charles 
C Thomas, 1966, p. 23. 3. Scholl, M. L., in Conn, H. F.: Current Therapy 1973, Phila- 
delphia, Saunders, 1973, pp. 675-7. 4. Metrick, S.: C.M.D. 37:49 (Jan.) 1970. 
5. Forster, F. M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White, P. T.: Wis. 
Med. J. 68:178 ( Apr.) 1969. 7. Millichap, J. G.: Drug Ther. 1:15 (Oct.) 1971. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME oo 


DEPARTMENT 


ORGANIZATION 
STREET 
CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


UBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Elghteenth Street, N.W. 
Washington, D.C. 20009 


ATT 


Indication: For relief of mental depression. Contraindica- 
tions: Do not use MAO inhibitors concomitantly or within 2 
weeks of the use of this drug. Hyperpyretic crises or severe 
convulsive seizures may occur with such combinations; 
potentiation of adverse reactions can be serious or even 
fatal. When substituting Pertofrane (desipramine HCl) in 
patients receiving an MAO inhibitor, allow an interval of at 
least 14 days. Initial dosage in such patients should be low 
and increases should be gradual and cautiously pre- 
scribed. The drug is contraindicated following recent myo- 
cardial infarction and in patients with a known 
hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest 
care in patients with narrow-angle glaucoma or urethral or 
ureteral spasm. Do not use in patients with the following 
conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progres- 
sive heart failure, angina pectoris, paroxysmal tachycardia 
and active seizure disorder (may lower seizure threshold). 
This drug may block the action of the antihypertensive, 
guanethidine, and related adrenergic neuron-blocking 
agents. Hypertensive episodes have been observed dur- 
ing surgery. The concurrent use of other central nervous 
system drugs or alcohol may potentiate adverse effects. 
Since many such drugs may be used during surgery, desi- 
pramine should be discontinued prior to elective proce- 
dures. Caution patients on the possibility of impaired ability 
to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant. or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitiv- 
ity to the drug, use lower than normal dosage in adolescent 
and geriatric patients. Precautions: Potentially suicidal 
patients require careful supervision and protective mea- 
sures during therapy. Prescriptions should be limited to 
small quantities. Discontinuation of the drug may be nec- 
essary in the presence of increased agitation and anxiety 
shifting to hypomanic or manic excitement. Atropine-like 
effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic 
drugs (including antiparkinsonism agents). Prescribe cau- 
tiously in hyperthyroid patients and in those receiving 
thyroid medications; transient cardiac arrhythmias have 
occurred in rare instances. Periodic blood and liver studies 
should supplement careful clinical observations in all 
patients undergoing extended courses of therapy. 
Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, head- 
ache, disturbed visual accommodation, tremor, unsteadi- 
ness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling 
and neuromuscular incoordination. A confusional state 
(with such symptoms as hallucinations and disorientation), 
particularly in older patients and at higher dosage, may 
require discontinuation of the drug. Gastrointestinal Tract: 
anorexia, dryness of the mouth, nausea, epigastric dis- 
tress, constipation and diarrhea. Skin: skin rashes (includ- 
ing photosensitization), perspiration and flushing 
sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If 
jaundice or abnormalities in liver function tests occur. dis- 
continue the drug and investigate. Blood Elements: bone- 
marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Tran- 
sient eosinophilia has been observed. Cardiovascular 
System: orthostatic hypotension and tachycardia. Care- 
fully supervise patients requiring concomitant vasodilating 
therapy, particularly during initial phases. Genitourinary 
System: urinary frequency or retention and impotence. 
Endocrine System: occasional hormonal effects, including 
gynecomastia, galactorrhea and breast enlargement, and 
decreased libido and estrogenic effect. Sensitivity: urticaria 
and rare instances of drug fever and cross-sensitivity with 
imipramine. Dosage: All patients except geriatric and ado- 
lescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be 
Increased up to 200 mg. daily. Geriatric and adolescent 
patients should usually be started with lower dosage (25 to 
50 mg. daily) and may not tolerate higher doses. Dosage 
may be increased up to 100 mg. daily. Lower maintenance 
dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Mild anxiety and agita- 
tion which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative 
or tranquilizer may be indicated. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. 
capsules (maroon and pink), bottles of 100 and 1000; 
single-dose blister packs, boxes of 500 
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The buck 
stops here. 


How often are you 
the last resort? 


Please read brief summary 
of prescribing information. 





How best to encourage a productive 
one-to-one relationship for 
treatment of this most difficult 
emotional problem? 

Establishing rapport with the 
depressed patient is basic to 
building patient confidence for 
productive psychotherapy. 
Pertofrane (desipramine HCl) can 
be a helpful adjunct to your therapy, 
particularly in the early stages, to 
help relieve depressive symptoms. 
As the depression lifts, new 
pathways that permit enhanced 
cooperation for more effective 
psychotherapy are opened. 


SBS DRS Fs tog 








ertofrane “In many instances hospitalization 

pecific for Depression was avoided because of the drug's Pertofrane: 
[desipramine] rapid action, and 

om the report! of a clinical trial patients were able to function 


desipramine in 105 depressed adequately on their jobs or at home ( i " 
ivate patients. Usual dosage— throughout the treatment period." desipramine 


'0 mg. per day. "[Desipramine] exerted a faster hydrochloride NF) 


here was a clearly parallel onset of action... compared to ific f . 

H H a l ^ -~ 3 r De r S | 
provement in sleep when previous use of imipramine. Speci IC 10 pression 
‘pression improved and alack Of 4. Marshall, M.H.: Psychopharmacology of 
is improvement when depression oo Pepe sien Research, 

' ” sychosomat S 24 9, J 
aS Sustained. ^d Bait nger T.J.: Clinical Trial of Desipramine 
limi studv? of in the Treatment of Depressic n, Am d. l PHARMACEUTICALS 
S P OUENN Suddyo | Psychiatry 121:1117, 1965 USV PHARMACEUTICAL MFG. CORP. 
'sipramine in 30 private-practice 


ptite Manati, P.R. 00701 
itients with depressive illnesses. 


sual dosage— 75 to 150 mg. per 
iy, plus psychotherapy and 
inquilizers as needed. 
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[BD Case History “1 


a B 3 
9 ! „a difficult child, a distraught mother 
o & $ 
a 
Medical diagnosis: M BD 

Robert Boynton,;* second of 
five children, born October 7, 
1963. Normal pregnancy and 
delivery. ! 

From the age of 3, Robert’s 
mother found him “hard to 
handle," *wilder" than his 
brothers and sisters. ! 

At age 6, after an "ex- 
tremely difficult" experience in 
kindergarten, Robert was re- 
ferred to a pediatric neurologist. 
The examination and later 
psychological testing revealed 
a host of the neurologic “soft 
signs," plus an abnormal EEG. ! 

The diagnosis: average 
intelligence, but multiple signs 
of an underlying organic dys- 
function. ' 

At age 7, Robert was placed 
in a special first-grade class 








SURE ries 
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H called an *extended readiness 
] program." ! 
1 Laterthat year, her child's 


continued problems at school 
and at home made Robert's 
mother “increasingly desperate" 
for help. 














An MBD child on the road to maturity. 
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974 ...a regular fourth-grader, 
accepted at home | 


In the opinion of the physician, methylphenidate 
talin) was called for to help the child over the obsta- 
s of hyperactivity. So he initiated a trial of the drug, 
ich was then implemented on school days only. ! 

The improvement in classroom perform- 
:e and behavior was “prompt and dra- 
tic.” Robert's teacher could “scarcely be- 
re" that he was the same child. ! 

For the past 4 years (as of April 1974), 
bert has been maintained on 15 mg 
thylphenidate daily during school 
ods. During the summer he attends 
y camp and is not on medication. He 
n a regular fourth-grade class, and 
aavioral problems at home have 
sened. Robert's parents now find 
nuch easier to accept their son. ! 
ote: In this presentation, clini- 

material has been used factu- 
y with the permission of the physi- 
n. However, identities have been con- 
iled and names changed. 

















How other children with MBD can benefit 
»n methylphenidate therapy 

Of course, medication is not indicated for all 
3D children; nor will all such children respond 
drug therapy. 

However, when pharmacotherapy is clearly 
licated, the use of a widely successful drug such - 
Ritalin (methylphenidate) may prove to be a significant element in many 
nplete remedial programs. 

Over a decade of controlled studies has underlined the beneficial effects of 
-alin in producing improved behavior ratings,?? better motor coordination, ** 
d cognition and learning.?* Indeed, it is currently the drug of choice in many 
3D situations.^ 

And side effects with Ritalin have occurred less frequently than with other 
mulant drugs. 468:7 

Dosage should be periodically interrupted in the presence of improved motor 
yrdination and behavior. These interruptions often reveal that the child's 
havior shows some “stabilization” even without chemotherapy, permitting a 
luction in dosage and gradual elimination of drug therapy. 

Of course, Ritalin is not indicated for childhood personality and behavioral 
orders not associated with medical diagnosis of MBD. 


brief prescribing information, please see following page. 








ut alin (methylphenidate) 


an help when medication Is indicated C IBA 


Ritalin 


(methylphenidate) 


Only when medication 4 


is indicated 


Ritalin® hydrochioride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 
Minimal Brain Dysfunction in Children—as ad- 
junctive therapy to other remedial measures 
(psychological, educational, social) 
Special Diagnostic Considerations 
Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diag- 
nostic test. Adequate diagnosis requires the use 
not only of medical but of special psychological, 
educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, dis- 
tractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neuro- 
logical signs and abnormal EEG. Learning may 
or may not be impaired. The diagnosis of MBD 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these characteristics. 
Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary to 
environmental factors and/or primary psychiatric 
disorders, including psychosis. Appropriate edu- 
cational placement is essential and psycho- 
social intervention is generally necessary. When 
remedial measures alone are insufficient, the 
decision to prescribe stimulant medication will 
depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also con- 
traindicated in patients known to be hypersensi- 
tive to the drug and in patients with glaucoma. 


WARNINGS 

Ritalin should not be used in children under 

six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. Although 
a causal relationship has not been established, 
suppression of growth (ie, weight gain and/or 
height) has been reported with long-term use of 
stimulants in children. Therefore, children re- 
quiring long-term therapy should be carefully 
monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in ab- 
sence of seizures. Safe concomitant use of anti- 
convulsants and Ritalin has not been established. 
If seizures occur, Ritalin should be discontinued. 
Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 







Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabol sm of coumarin anticoagulants, anti- 
convulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic anti- 
depressants (imipramine, desipramine). Down- 
ward dosage adjustments of these drugs may be 
required when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to estab- 
lish safe use of Ritalin during pregnancy have 
not beer conducted. Therefore, until more infor- 
mation is available, Ritalin should not be pre- 
scribed tor women of childbearing age unless, 

in the opinion of the physician, the potential 
benefits outweigh the possible risks. 


Drug Dependence | 

Ritalin should be given cautiously to emo- 
tionally unstable patients, Such as those 
with a history of drug dependence or alco- 
holism, because such patients may in- 
crease dosage on their own initiative. 
Chron cally abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be un- 
masked. Long-term follow-up may be re- 
quired because of the patient's basic 
personality disturbances. 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; ab- 
dominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. Al- 
though a definite causal relationship has not been 
established, the following have been reported 

in patients taking this drug: leukopenia and/or 
anemia; a few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over) 





Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 
mg weekly. Daily dosage above 60 mg is not 
recommended. If improvement is not observed 
after appropriate dosage adjustment over a one- 
month period, the drug should be discontinued. 
If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 
Sam should be periodically discontinued to 
sess the child’s condition. Improvement may 
aR sustained when the drug is either temporarily 
or permanently discontinued. 
Drug treatment should not and need not be 
indefinite and usually may be discontinued after 
puberty. 
HOW SUPPLIED 
Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 
Tablets, 10 mg (pale green, scored): bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 
Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 


References: 

1. Files of Medical Research Department, CIBA 
Pharmaceutical Company, Summit, New Jersey. 
2. Knights RM, Hinton GG: J Nerv Ment Dis 
148:643-653, 1969. 

3. Comly HH: J Learning Disabil 4:484-490, 1971. 
4. ORDERS CK: J Learning Disabil 4:476-483, 
197 


5. Charlton MH: NY State J Med 16:2058-2060, 
1972. 

6. Paine RS: Pediatr Clin North Am 15:779-800, 
1 


7. Conners CK: Pediatrics 49:702-708, 1972. 
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Just released 


A Survey of 
Academic Resources 


in Psychiatric Residency Training 


Author: Lee Gurel, Ph.D. 


This survey provides information and analyzes various characteristics of psychiatric: 
residency training programs: training institutions, faculty and trainees. 


117 Pages single copy $3.25 
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Please send me... copy(ies) of A Survey of Academic Resources in Psychiatric Resi- 
dency Training, Order #187, $3.25 ea. 


O Bill Me O Check Enclosed 
(Please Print) 


Name 
Address 
City State Zip 


Send Coupon to: American Psychiatric Association 
Publications Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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- Effectiveness across 
the spectrum of most 
common forms 
of insomnia 


Awake too long, awake too often, As you can see, this hypothetical " patient" 
awake too early. - takes well over an hour to fall asleep, awakens 


several times during the middle of the night 
and awakens too early in the morning. 


E Stage 2 


These are the most common forms of insomnia, 
and may occur singly or in any combination. 
The night of troubled sleep depicted here 
comprises all three types. As the night 





progresses from left to right, each —— 
sleep stage is identifiable by its own [| REM ET Stage 3 
shade of grav. Blue represents "Awake: eA stage i Eo Side d 

| 2 3 4 5 
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The insomnias most often 


occurring in young and older adults 
For patients with trouble falling asleep 

(common in young adult insomnia patients), 

Dalmane (flurazepam HCl) 30 mg provides sleep 

within 17 minutes, on average. For those with 

trouble staying asleep or sleeping long 

enough (common in those over 50), Dalmane 

offers increased total sleep time with fewer 

nocturnal awakenings. These clinical results 

were demonstrated in studies conducted in 

four geographically separated sleep 

research laboratories! 


The relative safety of Dalmane 


(flurazepam HCl) is well documented 
Dalmane (flurazepam HCl) is relatively safe 

and well tolerated; morning "hang-over" has 

been infrequent. The usual adult dosage is 30 

mg; in elderly or debilitated patients, limit 

initial dosage to 15 mg to preclude over- 

sedation, dizziness or ataxia. Caution patients 

about possible combined effects with 

alcohol and other CNS depressants. 


Broad-spectrum 
medication for the 
|." most common forms - 


f 











of insomnia 


Dalmane 
urazepam HC 


One 30-mg capsule h.s.— usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— initial dosage for 
elderly or debilitated patients. 








o induces sleep rapidly 
reduces nighttime awakenings 
lengthens total sleep time 


Please see following page for a 
summary of complete product information. 


Broad-spectrum medication for — 
the most common forms of insomnia 





Dalmane 
(flurazepam HCI} 





o induces sleep within 
17 minutes, on average 

o reduces nighttime 
awakenings 

o provides 7 to 8 hours 
sleep, on average, with- 
out repeating dosage 


Before prescribing Dalmane (flurazepam 
HCI), please consult complete product 
information, a summary of which follows: 


Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 


Contraindications: Known hypersensitivity 
to flurazepam HCl. 


Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 
Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 


recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 
on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 


presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 


plaints. There have also been rare occurrences 


of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 





Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 


30 mg flurazepam HCl. 


REFERENCES: 


1. Karacan I, Williams RL, Smith JR: The 
sleep laboratory in the investigation of 
sleep and sleep disturbances. Scientific 
exhibit at the 124th annual meeting of the 
American Psychiatric Association, 
Washington DC, May 3-7, 1971 


2. Frost JD Jr: A system for automatically 
analyzing sleep. Scientific exhibit at the 
24th annual Clinical Convention of the 
American Medical Association, Boston, 
Nov 29-Dec 2, 1970; and at the 42nd annual 
scientific meeting of the Aerospace Medical 
Association, Houston, Apr 26-29, 1971 


3. Vogel GW: Data on file, Medical 
Department, Hoffmann-La Roche Inc., 
Nutley NJ 

4. Dement WC: Data on file, Medical 
Department, Hoffmann-La Roche Inc., 
Nutley NJ 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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Just released 


A Survey of 
Academic Resources 


in Psychiatric Residency Training 





Author: Lee Gurel, Ph.D. 


This survey provides information and analyzes various characteristics of psychiatric 


residency training programs: training institutions, faculty and trainees. 


117 Pages single copy $3.25 


Please send me |... copy(ies) of A Survey of Academic Resources in Psychiatric Resi- 
dency Training, Order #187, $3.25 ea. 
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(Please Print) 
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Send Coupon to: American Psychiatric Association 
Publications Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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For single-dose therapy in 
depression when the dosage is 
established. 


® simple enough dosage regimen 
to help avoid missed doses. 


® provides a full range of single 
daily dosage strengths, including 
the 75- and 150-mg. capsules.* 








Tofranil-PM 


imipramine pamoate 


In depression: 
One capsule lasts from 
bedtime to bedtime. 


* as effective as divided daily Please read the prescribing in- 

doses. formation for details of usage, 
precautions, warnings, contra- 

* the 150-mg. capsule may be indications, adverse experiences, 

the most effective daily dose for and dosage recommendations. 

many patients. A summary of this information 


! appears on the back of this page. 
* saves time and cost of dosage 
administration in the hospital. "Also available in capsules of 100 and 
125 mg. Each capsule contains imipra- 
mine pamoate equivalent to 150, 125, 
100 or 75 mg. of imipramine hydro- 
chloride. 


Tofranil-PM 


imipramine pamoate 


Geigy 





Capsules* of 150, 125, 100 and 75 mg. : 
In depression: One capsule lasts from- 
bedtime to bedtime. 


Tofranii-PM* 

brand of imipramine pamoate 

Tofranii* 

brand of Imipramine trydrochloride USP 


indications: For the relief of symptoms of 
depression. Endogenous depression la more 
likely to be alleviated than other depressive 
states. 

Contraindioations: The concomitant use of 
monoamine oxidase Inhibiting compounds is 


contraindicated. Hyperpyretic crises or severe 


convulsive selzures may occur In patients re- 

ceiving such combinations. The potentiation 

of adverse effects can be serlous, or even 
fatai. When it is desired to substitute Tofranil, 
brand of Imipramine hydrochloride, In patients 
receiving a monoamine oxidase inhibitor, as 
long an Interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. 

Initlal dosage should be low and increases 

should be gradual and cautiously prescribed. 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction. 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of crosa-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 

Warnings: Usage in Pregnanoy: Safe use of 

imipramine during pregnancy and lactation 

has not been established; therefore, in admin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazarde. Animal repro- 
duction studies have yleided inconclusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

—patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycard!a:; 

— patients with Increased Intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle gigucoma because of the 
drug's anticholinergic properties; 

—hyperthyroid patients or those on thyrold 
medication because of the possibility of 
cardiovascular toxicity; 

— patients with a history of selzure disorder 
because this drug has been shown tolower 
the seizure threshold; 

— patients receiving guanethidine or similar 
agents since Imipramine may block the 
pharmacologic effecte of these drugs. 

Usage in Children: Pending evaluation of re- 

.8uíts from clinicai trials in chlidren, Tofrantl, 
brand.of Imipramine hydrochloride, is not 
recommended for treatment of depression in 
patíents under twelve years of age. 

Tofranii-PM, brand of imipramine pamoate, 

should not be used In children of any age 

because of the increased potential for acute 
overdosage due to the high unit potency 

(75 mg., 100 mg., 125 mg. and 150 mg.). Each 

capsule contains Imipramine pamoate equiva- 

lent to 76 mg., 100 mg., 125 mg. or 150 mg. 

Imipramine hydrochloride. 

Since imipramine may impair the mental and/ 

or physical abilities required for the perform | 

ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 


patient should be cautioned accordingly. 
Precautions: It should be kept in mind that 
the possibility of sulcide in seriously de- 
pressed patients is inherent In the illness and 
may persist until significant remission occurs. 
Such patlents should be carefully supervised 
during the early phase of treatmant with 
Tofranil, brand of Imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feagibie. 

Hypomanic or manic episodes may occur, 
particularly in patients with cyolic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
Imipramine hydrochloride, may be resumed in 
lower dosage when these apisodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes. 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed In schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

In occasional susceptible patients or in those 
receiving anticholinergic drugs (inciuding 
antiparkinsonism agents) in addition, the 
atropine-iike effects may become more pro- 
nounced (e.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (6.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warmed that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
leveis have been reported. 

Concurrent administration of Imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experlence. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyciic antidepressant drugs re- 
quire that each of the reactions be considered 
when Imipramine Is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falls. 
Psychiatric: Confusional states (espacially In 
the elderly) with hallucinations; disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
elas of extremities; incoordInation, ataxia, 
tremors; peripheral neuropathy; extrapyram- 
Idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. : 
Anticholinergic: Dry mouth, and, rarely, asso- 
ciated subiinguai adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 


delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
Ing, photosensitization (avoid excessive expo- 
sure to sunlight) edema (general or of face 
and tongue); drug fever; cross-senaitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
Ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there ls evidence of pathological neutrophil 
depression. . A cr 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; pecullar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female; 
Increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. f 

Other: Jaundice (simulating obstructive); 
altered iiver function; weight gain or loss; 
perspiration; flushing: urinary frequency; 
drowsiress, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 
Withdrawal Symptoms: Though not Indicative 
of addiction, abrupt cessation of treatment — 
after protonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for eldery patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitailzed patients who wili be under close 
supervision. Dosage should be initiated with 
Tofranii, brand of imipramine hydrochloride, 
at a low level and Increased gradually, noting 
carefully the clinical response and any evi- 
dence of Intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that wili maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if thia dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may ba given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 25 and 

SO mg.; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. In 2 cc. for I.M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 76, 100, 125 and 160 mg. (Each 
capsule contalns Imipramine pamoate equiva- 
lant to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-1 46-850-P (2/74 


For complete details, Including dosage and 
administration, please refer to the full pre- 
soribing Information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 


*Each capsule contains imipramine pamoate equivalent to 150, 125, 100 or 75 mg. of imipramine hydrochloride. 





Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 
environment and individualized 
treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 


benefit from the combined training 
and experience of a wide range of 
staff members. 





THE OAKS— intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 
Austin. 


Brown Hall - 90 ACRES -Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning cisabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment: prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 


The July 1975 issue of 


Five Separate Campuses 


Write: The Director of Admissions/ 
Department C-0/THE BROWN 
SCHOOLS /P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 292-5404 


Jackson R. Day. M.D./Medical and Psychiatric 
Director 

James L. Boynton, M.D./Director, The Oaks 
Residential Treatment Center 

John L. Carrick, M.D./Psychiatric Director, 
San Marcos Units. 

Other Medical Staff: Thomas F. Caldwell, 
D.D.S /Patrick A. Cato, M.D./Orrie L. Forbis, 
Jr., M.D./Willis M. Thorstad, M.D. 
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The American Journal of Psychiatry 


will feature 


9 Presidential Papers: 1975 


patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do ndt alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 





TABLETS: 0.5 mg, I mg, and 2 mg 
INJECTION: 1.0 mg/ml 


COGENTIN 
(Benztropine Mesylate | MSD) 


helps alleviate most 
phenothiazine-induced 


extrapyramidal symptoms 


In a recent study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phencthiazine-induced extra- 
pyramidal symptoms. Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 


1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 
extrapyramidal side effects: single or multiple daily doses? Curr Ther Ras 14:246, 
May 1972. 


impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or pose. or loss of appetite and weight, reduce dosage, or discontinue 
drug Maan omiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
slonally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin pauents or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. When benztropine mesylate is used with levodopa the usual dose of 
each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
as tardive dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 m Sen op ie mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 


containing 1.0 mg benztropine mesylate and 9.0 sodium chloride per ml, in 2-mi ampuis. 


For more detailed information, consult your MSD representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Merck & Co., Inc., Wast Point, Pa. 19486 
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Facts about dosage 
schedules of 

COGENTIN 

(Benztropine Mesylate | MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to centrai nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
ee treatment, they are 
ikely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see full prescribing information. 


THE NATION'S PSYCHIATRISTS— 
1970 SURVEY. 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


1. Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the; number who were in 
training and those psychiatrists with less than three years' Training: It gives data on 
their age, sex, citizenship, race and work status. | 


2. The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years _ 
in training, whether the respondent is board certified, etc. All data are. analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin.of medical school attended are also given for foreign medical graduates. 


3. Professional Activities of Psychiatrists presents analyses dealing with various . 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and what they do. 


4. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pool, along with ratios per 100,000 population. 


5. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 


38 pages | | single copy $3.25 
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Please send me ——— copy(ies) of order #233, The Nation's Psychiatrists— 1970 Survey, 
@ $3.25 per copy. (10% discount for 10 copies or more, and 20% for 50 or more). 


CJ Bill Me [] Check Enclosed 
(Please Print) 


Name 
Address 


City State Zip 


Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 675AJP 








ENDO LABURATORIES INTRODUCES 


MOBAN 


(molindone HCI) 


THE FIRST OF A NEW CLASS OF 
ANTIPSYCHOTICS TO TREAT THE MANIFESTATIONS 
OF SCHIZOPHRENIA 


CHEMICALLY UNIQUE: MODAN'" is completely unrelated structurally 
or chemically to any of the three main categories of major anti- 
psychotics currently available* MOBAN® represents a new class of 
antipsychotic...the dihydroindolones, oxygenated indole derivatives. 

“Please see list of reference literature on comparative studies. 





MOBAN (molindone HCI) PERMITS PATIENT 
DARTICIPATION AND COOPERATION IN A PROGRAM 
OF ON-GOING REHABILITATION 
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CONTROLS SCHIZOPHRENIC 
SYMPTOMS AS IT MOBILIZES 
THE PATIENT TOWARD 
PRODUCTIVE ACTIVITY 


At the start of therapy, MOBAN* can often 
control schizophrenic symptoms. MOBAN" 
acts rapidly—usually within 2 to 4 weeks 


—attaining maximum therapeutic bene- 


fit by the third treatment month. Once 


control is achieved, it can often be main- 


tained with MOBAN®. MOBAN® produces 
increased functional activity which may 
allow a gradual return to the world the 


patient has left behind: his family, his job, 


and his social activities. (Of course, in 


certain instances where increased activ- 


ity is contraindicated, caution should be 
exercised.) 


In controlled pre-introductory stud- 


| | i 





RAPIDLY AIDS ARREST OF ACUTE 
OR CHRONIC PSYCHOTIC SYMPTOMS 
OF SCHIZOPHRENIA 





ies, MOBAN" produced significant improve 
ment of thought, affective, motor, and 
behavioral disorders. 


HELPS KEEP PATIENTS 
ALERT AND RESPONSIVE TO 
PSYCHOTHERAPY 


Because MOBAN® has been shown to pro 
duce an increased sense of alertness in 
some patients, it may be especially use 
ful in those who are withdrawn and 
apathetic. 

MOBAN* (molindone HCI) does not 
produce the prolonged dulling effects 
observed with earlier antipsychotics 
This lack of continued sedation shoulc 
make for a more cooperative, better 
functioning patient...one who will be 
able to assume a more active role in his 
over-all rehabilitation, and one less likely 





ACTIVATES MANY WITHDRAWN AND 
APATHETIC PATIENTS 


to discontinue the needed maintenance 
medication. A beneficial sense of well- 
being occurs in some patients (others 
may experience an abnormal, exagger- 
ated sense of well-being). 


AN EFFECTIVE 
THERAPEUTIC ALTERNATIVE 


When patients are unresponsive or have 
become refractory to their current medi- 
cation or suffer certain untoward side 
effects, MOBAN" offers a clear-cut thera- 
peutic alfernative. MOBAN® may be effec- 
tively used for the newly diagnosed 
schizophrenic, on a long-term, in-patient 
basis, or later on when the patient has 
assumed an out-patient status. In short, 
at any step on the way home. 


PHARMACOLOGIC PROFILE 


The pharmacologic profile of MOBAN®in 
laboratory animals resembles that of 
other major antipsychotic agents in that 
it causes the reduction of spontaneous 
locomotion and aggressiveness, sup- 
pression of conditioned psychotic 
responses and antagonism of the bizarre, 
stereotyped behavior and hyperactiv- 
ity induced by amphetamines. In addi- 
tion, MODAN* antagonizes the depres- 
sion caused by the tranquilizing agent, 
tetrabenazine. 

In human clinical studies, tranquili- 
zation is achieved in the absence of mus- 
cle relaxing or incoordinating effects. 
Based on EEG studies, MOBAN® exerts its 
effects on the ascending reticular activa- 
ting system. 

Human metabolic studies show 
MOBAN* to reach peak blood levels within 
one hour after oral administration. 

Tolerance has not developed dur- 
ing long-term (3 years) therapy in 
limited pre-introductory studies. 

PLEASE NOTE: Lenticular opacities 


and skin pigmentation often seen with 
other currently-prescribed antipsychotics, 
have not been observed during pre- 
introductory studies with MOBAN®...mak- 
ing it suitable for those patients from 
whom other medication should be with- 
drawn due to those side effects. Such 
adverse effects result principally from 
long-term, high dose phenothiazine 
therapy. The possibility that similar ad- 
verse reactions may occur with MOBAN® 
should be kept in mind. 


USUAL DOSAGE RANGES 


Initial and maintenance dosages of 
MODAN* (molindone HCl) should be in- 
dividualized, and the minimal effective 
dose should be employed. Elderly and 
debilitated patients should be started on 
lower doses. 


Mild 5 mg three orfour times a day, up to 
15 mg three or four times a day. 
Moderate 10 mg three or four times a 
day, up to 25 mg three or four times 
a day. 

Severe Daily dosages upto 225 mg may 
be required. 





AVAILABLE AS TABLETS IN THREE 
DOSAGE STRENGTHS 


9 9 ® 
9 mg lOmg 25mg 
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MOBILIZES THE PATIENT TOWARD PRODUCTIVE ACTIVIT 
Endo Laboratories, Inc. 


Subsidiary of E.l. du Pont de Nemours & Co. (Inc ) 
Garden City, N.Y. 11530 


«POR» 


PLEASE SEE NEXT PAGE FO 
FULL PRESCRIBING INFORMATIC 


KOBAN*(molindone HCl) 


XCRIPTION MOBAN® (molindone hydrochloride) is a dihydroindo- 
2 compound which is not structurally related to the phenothia- 
35, the butyrophenones or the thioxanthenes. 

BAN* is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
ol-4(5H)-one hydrochloride. It is a white crystalline powder, freely 
ible in water gnd alcohol and has a molecular weight of 312.67. 


O 
N-CH» CH2-CH3 
lul cu, eno 
[ 
H 
MOLINDONE HYDROCHLORIDE 


FIONS MOBAN* (molindone hydrochloride) has a pharmacological 
file in laboratory animals which predominantly resembles that of 
jor tranquilizers causing reduction of spontaneous locomotion 
] aggressiveness, suppression of a conditional response and 
'agonism of the bizarre stereotyped behavior and hyperactivity 
uced by amphetamines. In addition, MOBAN* antagonizes the 
yession caused by the tranquilizing agent tetrabenazine. 

human clinical studies tranquilization is achieved in the absence 
muscle relaxing or incoordinating effects. Based on EEG studies, 
IBAN exerts its effect on the ascending reticular activating 
item. 

man metabolic studies show MOBAN® to reach peak blood levels 
‘hin one hour after oral administration. 


JICATIONS MOBAN* (molindone hydrochloride) is indicated in the 
inagement of the manifestations of schizophrenia. 


INTRAINDICATIONS MOBAN* (molindone hydrochloride) is con- 
indicated in severe central nervous system depression (alcohol, 
rbiturates, narcotics, etc.) or comatose states, and in patients 
th known hypersensitivity to the drug. 


ARNINGS Usage in Pregnancy Studies in the pregnant patient 
ive not been carried out. Animal reproductive studies have not 
monstrated a teratogenic potential. The anticipated benefits must 
weighed against the unknown risks to the fetus if used in these 
itients. 


irsing Mothers Data is not available on the content of MOBAN* 
Yolindone hydrochloride) in the milk of nursing mothers. 


sage in Children Use of MOBAN* (molindone hydrochloride) in 
illdren below the age of twelve years is not recommended because 
ife and effective conditions for its usage have not been 
itablished. 


RECAUTIONS Some patients receiving MOBAN* (molindone hydro- 
Woride) may note drowsiness initially and they should be advised 
zainst activities requiring mental alertness until their response to 
ie drug has been established. 

creased activity has been noted in patients receiving MOBAN® . 
aution should be exercised where increased activity may be 
armful. 


DVERSE REACTIONS Transient initial drowsiness was noted most 
equently. Noted less frequently were Parkinsonian reactions (aki- 
esia characterized by rigidity, immobility and reduction of volun- 
iry movement and tremor), akathisia, restlessness, insomnia, 
epression, feeling of dizziness, blurred vision, hyperactivity, 
uphoria, dry mouth, headache, nausea and tachycardia. Upon 
brupt withdrawal after prolonged high dosage an abstinence 
yndrome has not been noted. 

thers which were observed included weight gain, weight loss, 
uicidal thinking, postural hypotension, initial heavy menses, amen- 
rrhea, lactation, rash, spasticity, dystonia, akinesia, oculogyric 
risis, gastrointestinal upset, increased libido, leukopenia, and 
onspecific EKG changes. 


DVERSE REACTIONS NOTED WITH OTHER ANTIPSYCHOTIC AGENTS 
he following adverse reactions have been observed with phenothi- 
zine antipsychotic drugs. MOBAN* (molindone hydrochloride) dif- 
ers chemically and to some degree pharmacologically from 
henothiazines, but the possibility that similar adverse reactions 
nay occur with MOBAN* (molindone hydrochloride) should be kept 
1 mind. 


Irowsiness Usually mild to moderate, may occur, particularly during 
he first or second week, after which it generally disappears. If trou- 
\lesome, dosage may be lowered. 


aundice Over-all incidence has been low, regardless of indication 
ir dosage. Most investigators conclude it is a sensitivity reaction. 
Aost cases occur between the second and fourth weeks of therapy. 
‘he clinical picture resembles infectious hepatitis, with laboratory 
eatures of obstructive jaundice, rather than those of parenchymal 
lamage. It is usually promptly reversible on withdrawal of the medi- 
sation; however, chronic jaundice has been reported. There is no 
:onclusive evidence that pre-existing liver disease makes patients 
nore susceptible to jaundice. Alcoholics with cirrhosis have been 
successfully treated with phenothiazine, without complications. 
Nevertheless, the medication should be used cautiously in patients 
with liver disease. Patients who have experienced jaundice with a 
phenothiazine should not, if possible, be re-exposed to 
dhenothiazines. 

f fever with grippe-like symptoms occurs, test for increased biliru- 
jin or for bile in urine. If tests are positive, stop treatment. 

ver function tests in jaundice induced by the drug may mimic 
xtrahepatic obstruction; withhold exploratory laparotomy until 
xtrahepatic obstruction is confirmed. 


acer" 
Sj ra hee at 





Hematological Disorders Including agranulocytosis, eosinophilia, 
leukopenia, hemolytic anemia, thrombocytopenic purpura, and pan- 
cytopenia, though rare, have been reported. 


agrami Observe patients regularly for sudden appearance 
of sore throat or other signs of infection. If white blood counts and 
differential smears indicate cellular depression, stop treatment and 
start antibiotic and other suitable therapy. 

Most cases have occurred between the 4th and 10th weeks of ther- 
apy; patients should be watched closely during that period. 


Moderate suppression of white blood cells is not an indication for 
stopping treatment unless accompanied by the symptoms described 
above. 

Cardiovascular: 

Hypotensive Effects Postura! hypotension, simple tachycardia, 
momentary fainting and dizziness may occur after the first injection; 
occasionally after subsequent injections; rarely after the first oral 
dose. Usually recovery is spontaneous and symptoms disappear 
within 1⁄2 to 2 hours. Occasionally, these effects may be more severe 
and prolonged, producing a shock-like condition. 


EKG Changes Particularly nonspecific, usually reversible Q and T 
wave distortions — have been observed in some patients receiving 
phenothiazine tranquilizers. Their relationship to myocardial dam- 
age has not been confirmed. 

Note: sudden death, apparently due to cardiac arrest, has been 
reported, but there is not sufficient evidence to establish a rela- 
tionship between such deaths and the administration of the drug. 


C.N.S. Effects: 

Neuromuscular (Extrapyramidal) Reactions Closely resembling 
parkinsonism, and motor restlessness have occurred most 
frequently in psychiatric patients receiving high dosages. Dystonic 
reactions have been reported occasionally. Such symptoms usually 
disappear soon after dosage is lowered, the drug temporarily with- 
drawn, and/or concomitant administration of an anti-parkinsonism 
agent. (Note: Levodopa has not been found effective in relief of 
these neuromuscular reactions.) In severe cases suitable supportive 
measures such as maintaining a clear airway and adequate hydra- 
tion should be used. When phenothiazine is reinstituted, it should be 
at a lower dosage. 

Hyperreflexia has been reported in the newborn. 


Persistent Tardive Dyskinesia As with all antipsychotic agents, 
tardive dyskinesia may appear in some patients on long-term ther- 
apy or may appear after drug therapy has been discontinued. The 
risk appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be accompanied by 
involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia; anti- 
parkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discon- 


tinued if these symptoms appear. Should it be necessary to reinsti- ; 


tute treatment, or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may be masked. 

It has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


Adverse Behavioral Effects Psychotic symptoms and catatonic-like 
states have been reported rarely. 


Other C.N.S. Effects Cerebral edema has been reported. 

Convulsive seizures (petit mal and grand mal) have been reported, 
particularly in patients with EEG abnormalities or history of such 
disorders. 

Abnormality of the cerebrospinal fluid proteins has also been 
reported. 


Allergic Reactions Of a mild urticarial type of photosensitivity are 
seen. Avoid undue exposure to sun. More severe reactions, including 
exfoliative dermatitis, have been reported occasionally. 


Endocrine Disorders Lactation and moderate breast engorgement 
may occur in females on large doses. If persistent, lower dosage or 
withdraw drug. False positive pregnancy tests have been reported, 
but are less likely to occur when a serum test is used. Amenorrhea 
and gynecomastia have also been reported. Hyperglycemia, hypogly- 
cemia and glycosuria have been reported. 


Autonomic Reactions Occasional dry mouth; nasal congestion; con- 
stipation; adynamic ileus; urinary retention; miosis and mydriasis. 


Special Considerations in Long-Term Therapy Skin pigmentation 
and ocular changes have occurred in some patients taking substan- 
tial doses of phenothiazines, for prolonged periods. 


Skin Pigmentation Rare instances of skin pigmentation have been 
observed in hospitalized mental patients, primarily females who 


have received the drug usually for three years or more in higher dos- 
ages. The pigmentary changes, restricted to exposed areas of the 
body, range from an almost imperceptible darkening of the skin to a 
slate gray color, sometimes with a violet hue. Histological examina- 
tion reveals a pigment, chiefly in the dermis, which is probably a 
melanin-like complex. The pigmentation may fade following discon- 
tinuance of the drug. 


Ocular Changes Ocular changes have occurred more frequently 
than skin pigmentation and have been observed both in pigmented 
and nonpigmented patients receiving phenothiazines, usually for 
two years or more. Eye changes are characterized by deposition of 
fine particulate matter in the lens and cornea. In more advanced 
cases, star-shaped opacities have also been observed in the 
anterior portion of the lens. The nature of the eye deposits has not 
yet been determined. A small number of patients with more severe 
ocular changes have had some visual impairment. In addition to 
these corneal and lenticular changes, epithelial keratopathy and 
pigmentary retinopathy have been reported. Reports suggest that 
the eye lesions may regress after withdrawal of the drug. 

Since the occurrence of eye changes seems to be related to dosage 
levels and/or duration of therapy, it is suggested that long-term 
patients on moderate to high dosage levels have periodic ocular 
examinations. 


Etiology The etiology of both of these reactions is not clear, but 
exposure to light, along with dosage/duration of therapy, appears to 
be the most significant factor. If either of these reactions is ob- 
served, the physician should weigh the benefits of continued ther- 
apy against the possible risks and, on the merits of the individual 
case, determine whether or not to continue present therapy, lower 
the dosage, or withdraw the drug. 


Other Adverse Reactions Mild fever may occur after large |.M. 
doses. Hyperpyrexia has been reported. Increases in appetite and 
weight sometimes occur. Peripheral edema and a systemic lupus 
erythematosus-like syndrome have been reported. 

Note: There have been occasional reports of sudden death in 
patients receiving phenothiazines. In some cases, the cause 
appeared to be asphyxia due to failure of the cough reflex. In others, 
the cause could not be determined. There is not sufficient evidence 
to establish a relationship between such deaths and the adminis- 
tration of phenothiazines. 

DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized, and 
the minimal effective dose should be employed. Elderly and debili- 
tated patients should be started on lower dosage. 


Dosage schedule, based on severity of symptomatology 

|. Mild —5 mg three or four times a day; an increase to 15 mg three 
or four times a day may be required. 

2. Moderate— 10 mg three or four times a day; an increase to 25 mg 
three or four times a day may be required. 

3. Severe—daily dosage as high as 225 mg may be required. 


DRUG INTERACTIONS Potentiation of drugs administered concur- 
rently with MOBAN® (molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not shown increased 
toxicity when MOBAN® is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 
Gastric lavage is indicated for the reduction of absorption of 
MOBAN* (molindone hydrochloride) which is freely soluble in water. 
Since the absorption of MOBAN* (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 
Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 
A significant increase in the rate of removal of unmetabolized 
MOBAN* from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN* is excreted unmetabolized in the urine.) However, poor 
response of the patient may justify use of these procedures. While 
the use of laxatives or enemas might be based on general princi- 
ples, the amount of unmetabolized MOBAN* in feces is less than 1%. 
Extrapyramidal symptoms have responded to the use of diphenhy- 
dramine (Benadryl*) and the synthetic anticholinergic antiparkinson 
agents, (i.e., Artane" , Cogentin" , Akineton * ). 
HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 

5 mg orange * Benadryl — Trademark, Parke Davis and Co. 
10 mg lavender | *Artane— Trademark, Lederle Laboratories 
25 mg light green| * Cogentin— Trademark, Merck Sharp & Dohme 


* Akineton — Trademark, Knoll Pharmaceutical Co. 


Endo Laboratories, Inc. 


Subsidiary of E.I. du Pont de Nemours & Co. (Inc.) 
Garden City, N.Y. 11530 
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Indicated particularly during critical 









mental acuity 














Before prescribing, please consult complete 
product information, a summary of which 
follows: 

Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other CNS 
depressants. As with all CNS-acting drugs, 
caution patients against hazardous occupations 
requiring complete mental alertness (e.g., 


During the entry phase: 
Librium (chlordiazepoxide HCI) 
helps reduce “anxiety block” 
usually without impairing 


Heightened levels of obstructive anxiety are often 
encountered during the initial stages of psychotherapy. At 
such times, the antianxiety action of Librium can facilitate 
verbal communication and development of productive 
rapport between physician and patient. Since Librium, in 
recommended dosage, does not usually impair the patient’s 
mental acuity, it enables him to respond during the vitally 
important introductory sessions. 






During the probe phase: 
















without loss of affect 





operating machinery, driving). Though physical 
and psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction-prone 
individuals or those who might increase dos- 
age; withdrawal symptoms (including convul- 
sions), following discontinuation of the drug 
and similar to those seen with barbiturates, 
have been reported. Use of any drug in preg- 
nancy, lactation or in women of childbearing 
age requires that its potential benefits be 
weighed against its possible hazards. 
Precautions: |n the elderly and debilitated, 


Librium (chlordiazepoxide HCI) 
helps relieve excessive anxiety 


As treatment progresses, the psychoneurotic patient 
can often discuss his problems freely up to acertain point. 
But as more disturbing psychic material comes under exami- 
nation, anxiety may again rise sharply, creating resistance 

to further exploration. During this phase, adjunctive use 

of Librium can relieve the excessive anxiety and thus help the 
patient to handle the emotional impact of emerging insights. 
Librium may be administered to reduce anxiety without 
completely extinguishing emotional response. 







and in children over six, limit to smallest effec- 
tive dosage (initially 10 mg or less per day) to 
preciude ataxia or oversedation, increasing 
gradually as needed and tolerated. Not recom- 
mended in children under six. Though generally 
not recommended, if combination therapy with 
other psychotropics seems indicated, carefully 
consider individual pharmacologic effects, 
particularly in use of potentiating drugs such 
as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal 
or hepatic function. Paradoxical reactions (e.g., 
excitement, stimulation and acute rage) have 





anxiety phases of psychotherapy 











During the termination phase: 
Librium (chlordiazepoxide HCI) helps 
ease separation anxiety 











The knowledge that he will soon be essentially "on his 
own" may cause a resurgence of the patient's original 

«| excessive anxiety. If indicated, Librium may be a valuable 
adjunct for a limited period. Its antianxiety effect may help 
the patient to become better able to act constructively, 

to apply his hard-won insights. In all stages of psychotherapy, 
once anxiety has been reduced to manageable levels, Librium 
should be discontinued. 
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E D ri um 15 me capsules 


(chlordiazepoxide HCI) 





up to 100 mg daily in severe anxiety 
sen reported in psychiatric patients and instances by proper dosage ad justment, but occasionally, making periodic blood counts and 
yperactive aggressive children. Employ usual are also occasionally observed at the lower liver function tests advisable during protracted 
recautions in treatment of anxiety states with dosage ranges. In a few instances syncopehas therapy. 
‘idence of impending depression; suicidal been reported. Also encountered are isolated Supplied: Librium® Capsules containing 
indencies may be present and protective instances of skin eruptions, edema, minor 5 mg, 10 mg or 25 mg chlordiazepoxide HCI. 


ieasures necessary. Variable effects on blood menstrual irregularities, nausea and constipa-  Libritabs& Tablets containing 5 mg, 10 mg or 
Jagulation have been reported very rarely in tion, extrapyramidal symptoms, increased and 25 mg chlordiazepoxide. 

atients receiving the drug and oral anticoagu- decreased libido—all infrequent and generally 

nts; causal relationship has not been estab- controlled with dosage reduction; changes in 


shed clinically. EEG patterns (low-voltage fast activity) may Roche Laboratories 
. Adverse Reactions: Drowsiness, ataxia and appear duri ng and after treatment; blood (ROCHE Division of Hoffmann-La Roche Inc. 
infusion may occur, especially in the elderly ^ dyscrasias (including agranulocytosis), jaun- (mort) Nutley, New Jersey 07110 

id debilitated. These are reversible in most dice and hepatic dysfunction have been reported 





. Itcansave time, ! 
It can save money, and it can 
even save people - 


by reducing readmissions. 





Uu 
Time Prolixin Decanoate (Fluphenazine Decanoate Money vanin and Townend’, who found from their 
Injection), with duration of action that may last up to 4 study of Prolixin Decanoate that 15 of 39 patients could 
weeks or longer in patients on maintenance therapy, can be maintained on 25 mg. every 4 weeks, also note that on 
effect important savings in nursing time. this basis “a years maintenance on chlorpromazine 


represents the order of 110 grams of phenothiazine as 
opposed to 0.33 gram of fluphenazine." Translating this 
into dollars shows the following potential hospital savings 
on the basis of patient population: 


Approximate Staff Time Required to Medicate 
18 Schizophrenic Patients* 


~<a 












ERRE Cost/50C 
1 injection every : 
28 days for most paio thee , PAR iii panon 
patients amount/year Form year year - 
4 minutes required ri diera c E. | $48.75 $24,375 
for each injection rand) rate mg./ml.t 
E - 110 grams 
of ye " À nr 59 ESS reg Prolixin Decanoate 5 ml. vials ed dr 11,585 
time in 28 days 
.33 grams 25 mg./ml. 
\VED IN 61 hours and 50 minutes or SAVINGS ee he d 
"t more than 775 eight-hour LLL Patent, year 500 pis/yr 
fi working days * Calculated from prices published in 1975 Red Book 
— ** Calculated from Squibb 1975 price catalogue 
WBr J Social Psychiatry 2: 187-191, 1968. t With tablets, the annual cost is even greater 


People The controlled drug delivery system of Prolixin Decanoate helps get 
schizophrenic patients out of the hospital and helps them stay out. It promotes 
continuity of therapy—reducing outpatient drug defaulting from approximately 
90% with oral medications according to one report? to about 16% according to 
another report?. 


It reduces the number and length of rehospitalizations. In one study of 103 patients 
maintained on injections of long-acting fluphenazines, total hospital readmissions 
for a year were cut from 191 to 50 and inpatient time from 8,713 days to 1,335 days*. 


It facilitates return to a productive life. A 12-month followup of 103 discharged 


patients revealed 77% in full-time employment or household duties and only 23% 
unemployed‘. 


PROLIXIN DECANOATE 


(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks 
or longer in patients on maintenance therapy. 


® 
&3 UIBB 'The Priceless Ingredient of every product 
is the honor and integrity of its maker: ™ 
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ay control schizophrenic symptoms for up to 4 weeks or longer in patients on maintenance therapy. 


»xlixIn Decanoate (Fluphenazine Decanoate Injection) provides 
mg. fluphenazine decanoate per ml. in a sesame oil vehicle with 
96 (w/v) benzyl alcohol as a preservative. 


INTRAIN DICATIONS: In presence of suspected or established sub- 
tical brain damage. In patients who have a blood dyscrasia, ilver 
nage or renal insufficiency, or who are receiving large doses of 
»notics, or who are comatose or severely depressed. in patients who 
fe shown hypersensitivity to fluphenazine; cross-sensitivity to phe- 
‘hlazine derivatives may occur. 

Not intended for use In children under 12. 


WARNINGS: Mental and physical abilities required for driving a car 
operating heavy machinery may be impaired by use of this drug. 
/Sicians should be alert to the possibility that severe adverse re- 
ions may occur which require immediate medical attention. Potentia- 
1 of effects of alcohol may occur. Safety and efficacy In children 
/a not been established because of inadequate experience in use 
:hiidren. 


gage in Pregnancy: Safety for use during pregnancy has not been 
ablished; weigh posslbie hazards against potential benefits if ad- 
vistering this drug to pregnant patients. 


ECAUTIONS: Caution must be exercised if another phenothlazine 
npound caused cholestatic Jaundice, dermatoses or other allergic 
actions because of the possibility of cross-sensitivity. When psychotic 
‘Tents on large doses of a phenothlazine drug are to undergo surgery, 
;»otensive phenomena should be watched for, less anesthetics or 
tral nervous system depressants may be required. Because of added 
icholinergic effects, fluphenazine may potentiate the effects of 
opine. 

ise fluphenazine decanoate cautiously in patients exposed to ex- 
me heat or phosphorus insecticides; in patients with a history of 
wulsive disorders since grand mal convulsions have occurred; and 
3atients with special medical disorders such as mitral insufficiency 
other cardiovascular diseases, and pheochromocytoma. Bear In 
id that with prolonged therapy there is the possibility of liver damage, 
imentary retinopathy, lenticular and corneal deposits, and develop- 
int of irreversible dyskinesia. 

"luphenazine decanoate should be administered under the direction 
«à physician experienced in the clinical use of psychotropic drugs. 
:iodic checking of hepatic and renal functions and blood picture 
)uld be done. Renal function of patients on long-term therapy should 

monitored; if BUN becomes abnormal, treatment should be dis- 
tinued. “Silent pneumonias” are possible. 


HVERSE REACTIONS: Central Nervous System—Extrapyramidal 
nptoms are most frequently reported. These include pseudoparkin- 
1ism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
1 hyperreflexla; most often these are reversible, but they may be 
«sistent. One can expect a higher incidence of such reactions with 
phenazine decanoate than with less potent piperazine derivatives 
straight-chain phenothlazines. The incidence and severity will de- 

«ad more on individual patient sensitivity, but dosage level and patient 
3 are also determinants. As these reactions may be alarming, the 
tlant should be forewarned and reassured. Thesereactionscan usually 
controlled by administration of antiparkinsonian drugs such as benz- 
pine mesylate or intravenous Caffeine and Sodium Benzoate injec- 
^ U.S.P., and by subsequent reduction in dosage. 


°ersistent Tardive Dyskinesia: As with all antipsychotic agents, per- 
tent and sometimes Irreversible tardive dyskinesia may appear in 
«ne patients on long-term therapy or may occur after discontinuation 
«drug. The risk seems greater in elderly patients, especially females, 

high dosages. The syndrome is characterized by rhythmical Involun- 
y movements of tongue, face, mouth, or jaw (e.g., protrusion of 
ue, puffing of cheeks, puckering of mouth, chewing movements) 
«d may be accompanied by involuntary movements of extremities. 
ere is no known effective therapy for tardive dyskinesia; usually the 
nptoms are not alleviated by antiparkinsonism agents. ifthe symptoms 
pear, discontinuation of all antipsychotic agents is suggested. The 
drome may be masked if treatment is relnstituted, or drug dosage 
'reased, or a different antipsychotic agent used. Reports are that 
e vermicular movements of the tongue may be an early sign of the 
«ndrome which may not develop if medicatlon Is stopped at that time. 
?henothiazine derivatives have been known to cause restlessness, 
cltement, or bizarre dreams; reactivation or aggravation of psychotic 
ocesses may be encountered. If drowsiness or lethargy occur, the 
sage may have to be reduced. Dosages, far in excess of the recom- 
anded amounts, may Induce a catatonic-like state. 


Autonomic Nervous System— Hypertension and fluctuations in blood 
assure have been reported. Although hypotension is rarely a prob- 
n, patients with pheochromocytoma, cerebral vascular or renal in- 
fHiclency or severe cardiac reserve deficiency such as mitral insuf- 


ficiency appear to be particularly prone to this reaction and should be 
observed carefully. Supportive measures including intravenous 
vasopressor drugs should be instituted Immediately should severe 
hypotension occur; Levarterenol Bitartrate Injection U.S.P. is the most 
suitable drug: epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its action. Nausea, loss of 
appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing ortemporarily discontinulng the dos- 
age will usually control these effects. Blurred vision, glaucoma, bladder 
paralysis, fecal impaction, paralytic Ileus, tachycardia, or nasal con- 
gestion have occurred In some patients on phenothiazine derivatives. 

Metabolic and Endocrine — Weight change, peripheral edema, ab- 
normai lactation, gynecomastia, menstrual irregularities, false results 
on pregnancy tests, Impotency in men and increased Ilbido In women 
have occurred in some patients on phenothiazine therapy. 


Allergic Reactions—litching, erythema, urticaria, seborrhea, photo- 
sensitivity, eczema and exfoliative dermatitis have been reported with 
phenothiazines. The possibility of anaphylactoid reactions should be 
borne in mind. 


Hematologic—Blood dyscrasias Including leukopenia, agranulocy- 
tosis, thrombocytopenic ornonthrombocytopenlc purpura, eosinophilia, 
and pancytopenia have been observed with phenothiazines. If sore- 
ness of the mouth, gums or throat or any symptoms of upper respiratory 
Infection occur and confirmatory leukocyte count indicates cellular 
depression, therapy should be discontinued and other appropriate 
measures instituted Immediately. 


Hepatic—Liver damage manlfested by cholestatic Jaundice, particu- 
larly during the first months of therapy, may occur; treatment should 
be discontinued. A cephalin flocculation increase, sometimes accom- 
panied by alterations in other liver function tests, has been reported 
in patients who have had no clinical evidence of liver damage. 


Others—Sudden deaths have been reported in hospitalized patients 
on phenothiazines. Previous brain damage or seizures may be pre- 
disposing factors. High doses should be avoided in known seizure 
patients. Shortly before death, several patients showed flare-ups of 
psychotic behavior patterns. Autopsy findings have usually revealed 
acute fulminating pneumonia or pneumonitis, aspiration of gastric 
contents, or Intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such 
as oplates, analgesics, antihistamines, barbiturates, and alcohol may 
occur. 

Systemic lupus erythematosus-iike syndrome, hypotension severe 
enough to cause fatal cardiac arrest, altered electrocardiographic and 
electroencephalographic tracings, altered cerebrospinal fluid proteins, 
cerebral edema, asthma, laryngeal edema, and angioneurotic edema; 
with long-term use, skin pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. Local tissue reactions 
occur only rarely with Injections of fluphenazine decanoate. 

For full prescribing Information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic® single dose preassembled syringes 
and cartridge-needie units, and 5 ml. vials. 


FILMS ON PSYCHIATRIC MANAGEMENT 
AVAILABLE FROM SQUIBB 


e A Chance for Change 
e A Way Out 
e Community Treatment of the Psychotic Patient 


e A New Concept in Psychiatric Management 
e Psychiatric Services in General Hospitals 
e The Quality of Care 


For further information contact your Squibb Representative 
or write: Squibb, P.O. Box 4000, Princeton, N.J. 08540 
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A private, fully accredited, Psychiatric Hospital, north of Boston, set among 
130 peaceful acres of meadow, lake and wood. Active treatment 
for psychoses, neuroses, alcoholism and drug addiction. 


Baldpate, not just a hospital......an attitude. 


Medical Director: Patrick J. Quirke, M.D. Clinical Director: Ibrahim Bahrawy, M.D. 
FOR BROCHURE. CONTACT: JAMES K. McKINIRY, ADMINISTRATOR, BALDPATE. INC GEORGETOWN, MA. 01830 
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School 


Liberty, NY. 


A residential program for the child with learning 
disabilities, adjustment or perceptual problems. 
Ungraded remedial & developmental program. 


During the summer months a full residential 
Camp program is offered which also includes 
children not at the Beaumont School. 


... Limited Enrollment . . . Small Classes 


For enrollment contact: Dr. G. Burday 
Beaumont School, Dept. 4, Liberty, N.Y. 12754 
Telephone: (914) 292-6430 


Tuition reinbursement assistance for 
parents under N.Y. State, Conn., and 
New Jersey Education Acts. 





FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 


ou el cast teeta 


Milwaukee Psychiatric Hospital — Intensive, dynamic 
psychotherapy for adults and adolescents, individually- 
planned activity therapy. 


Adolescent Therapy Unit — Designed for the problems of 
today’s emotionally disturbed youth. Patients attend ac- 
credited Kradwell High School on the grounds... excel- 
lent teaching staff...credits are transferrable. 


Dewey Center — Acute detoxification and inpatient treat- 
ment for persons with dependency on alcohol and other 
drugs, daily schedules, broad supportive services. 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geriatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 
Non-Sectarian * Non-Profit 


Units of MILWAUKEE SANITARIUM FOUNDATION 


For information contact Executive Director 
1220 Dewey Avenue * Wauwatosa, Wis. 53213 * (414) 258-2600 


Participating Member Blue Cross-Blue Shield * approved for participation under Medicare 





Hallucinating and delusional? 


IN 
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Consider the advantages of 
starting her on HALDOL (haloperidol) 


Acts promptly 
to improve 


disordered thought 


and perception 


HALDOL haloperidol has been 
found highly effective in reducing 
or eliminating delusions and 
hallucinations, even in some 
patients refractory to previous 
drug therapy" *Symptom control 
is achieved rapidly, with many 
patients showing distinct 
improvement in a few days to a 
week'“— frequently within a few 
hours when the intramuscular 
form is used for initial control of 
acutely agitated psychotic states? 


Usually 


leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drug has been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
“normalize” behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community.” 


Reduces 
likelihood of 


certain adverse 
reactions 
HALDOL haloperidol, a 


butyrophenone, avoids or 
minimizes many of the problems 
associated with the 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol — 
extrapyramidal reactions — are 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 


Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
reactions and skin rashes. Ocular 
damage and pigmentation 
changes have not been reported. 


References: 1. Towler, M.L., and Wick, P.H.: Int. J. Neuropsychiat. 3: Suppl. 1,62 (Aug.) 1967. 2. Ban. T.A., and Lehmann, H.E.: Int. J. 
Neuropsychiat. 3: Suppl. 1,79 (Aug.) 1967. 3. Yun, B.S., et al.: Mich. Med. 67:1349 (Nov.) 1968. 4. Gerle. B.: Clin. Trials J. 3:380 (Feb.) 1966. 
5. Haward, L.R.C.: Clin. Trials J. 2:135 (May) 1965. 6. Rubin, R.: Alabama J. Med. Sci. 8:414 (Oct.) 1971. 7. Man. PL.. and Chen. C H.: 
Psychosomatics 14:59 (Jan.-Feb.) 1973. 8. Palestine, M.L., and Alatorre, E.: Quart. J. Stud. Alcohol 34:185 (Mar.) 1973. 


HALDOL 


(haloperidol) 


tablets/concentrate/injection 


highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


IMPORTANT: Full directions for use should be read before HALDOL haloperidol is administered or prescribed. 


*McNeil Laboratories, Inc., 1975 
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HALDOL 


(haloperidol) 


tablets/concentrate/injection 


highly specific control of 
disordered and disruptive behavior 


A Dosage Form for Every Need: 


5 tablet strengths for convenience in individualizing dos- 
age: Ve mg.,1 mg., 2 mg. 5 mg. and 10 mg. 


An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 


A rapid-acting injection for psychiatric 


emergencies: 5 mg. per cc., with 0.5 mg. 
"-"mm-— methylparaben and 0.05 mg. propylparaben 
fone and lactic acid for pH adjustment to 


Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de ia Tourette's syndrome. 

Contraindications: LDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this amg: 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
ose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related DU 
mona y (presumably due to lack of maternal care reflecting 
epression). 

a in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 

General: Cases ot bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or drivin 

a motor vehicle. The ambulatory patient should be wamed acco 
ingly. The use of alcohol should be avolded due to possible additive 
effects and hypotension. 

Precautions: HALDOL haloperidol should be administered cau- 
tiously to patients: (1) —with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure occur. (2)— receiving anticonvulsant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3)— with known allergies, or with a history of allergic 
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reactions to drugs. (4)— receiving anticoagulants, since an isolatec 
instance of interterence occurred with the effects of one anticoagt 
lant (phenindione). 

If concomitant antiparkinson medication is required, it may have k 
be continued after HALDOL haloperidol is discontinued because o 
the difference in excretion rates. If both are discontinued simulte 
neously, extrapyramidal xA dd may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinsor 
agents, are administered oa with HALDOL haloperido 

hen HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: Effects: Extrapyramidal Reactions — 
Neuromuscular (extrapyramidal) reactions have been reportec 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to mode 
ately severe and reversible. Other types of neuromuscular reaction: 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotono: 
oculogyric crises) have been reported far less deles but wert 
Often more severe. Severe extrapyramidal reactions have beer 
reported at relatively low doses. Generally extrapyramidal symptom: 
are.dose-related since they occur at relatively high doses and disag 
ar or become less severe when the dose is reduced. Administre 
ion of antiparkinson drugs may be required for control of suct 
reactions. Persistent extrapyramidal reactions have been reportec 
and the drug may have to be discontinued in such cases. Persisten 
Tardive Dyskinesia—Tardive dyskinesia may appear during lone 
term therapy or after therapy has been discontinued. The ris 
appears to be greater in elderly patients on high-dose therapy 
especially females. The symptoms are persistent and in some 
patients appear irreversible, There is no known effective treatmen 
All antipsychotic agents should be discontinued. The syndrome ma 
be masked by reinstitution of drug, dei sed dosage, or switching 
to a different antipsychotic agent. Other CNS Effects— insomnia, res 
lessness, anxiety, euphoria, agitation, drowsiness, depression, lett 
argy, headache, confusion, vertigo, grand mal seizures, anc 
exacerbation of psychotic symptoms including hallucinations. Ca. 
diovascular Effects: Tachycardia and hypotension. k 
Effects: Reports have appeared of mild and usually transien 
leukopenia and leukocytosis, minimal decreases in red blood cel 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulc 
is has rarely been reported and then only in association witt 
other medication. Liver Effects: Impaired liver function and/or jaur 
dice have been reported, although a causal relationship has no 
been established. Dermatologic Reactions: Maculopapular anc 
acneiform skin reactions and isolated cases of photosensitivity anc 
loss of hair. Endocrine Disorders: Lactation, breast engorgemen 
mastalgia, menstrual irregularities, Bynec neste impotence 
increased libido, hyperglycemia and hypoglycemia. Gastrointe: 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dy: 
pons nausea and vomiting. Autonomic Reactions: Dry moutt 
lurred vision, urinary retention and diaphoresis. bie dri 
Effects: Laryngospasm, bronchospasm and increased depth o 
respiration. 
Complete dosage information available in insert which accompanie: 
each Ie Or On request). 
The use of injectable form is intended for the acutely agitate 
d patient with moderately severe to very severe noo 
IMPORTANT: Full directions for use should be read befor 
HALDOL haloperidol is administered or prescribed. 97 
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MCNEIL) Fon Washington, Pa 19034 


~ Mew APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 Single copy $3.50 
























Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 
Delivery of Mental Health Services 


This report marks the first formal statement the Association has ever issued delineating the vita! role of its 
private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 
public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 
illness. Stresses the theme that any national system for the delivery of mental health services must be a 
"balanced mix" of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mantal Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W. 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 29 pages, June 1973 Single copy $2.00 








Megavitamin and 
Orthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Bari, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No. 7 54 pages, June 1973 Single copy $3.00 


Please send me ___..____. copyíles) of REPORT No. 5 (Behavior Therapy) @ $3.50 per 
copy—-Order £191 


copy(ies) of REPORT No. 6 (Private Practice) @ $2.00 per 
copy—Order #192 
SEND COUPON TO: 


; . mm COpylies) of REPORT No. 7 (Megavitamin Therapy) @ 
Amertcan Psychiatric Association $3.00 perc Order #193 
Publications Sales Y 


1700 Eighteenth St., N.W. L] Bill Me [.] Check enclosed 
Washington, D.C. 20009 (Please Print) 
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Inthe treatment 
of middle-age depression, 
there may be one thing to add.. 


Although the causes of depression in middle-aged 
women are varied, estrogen depletion is believed 
by many to be a significant contributing factor in 
depressions arising in the menopausal years. 

In the absence of a history of overt psychosis, 
estrogen replacement therapy alone, or in conjunc- 
tion with antidepressants and counseling, may 
provide physiological and, in turn, psychological 
effect to enhance the total therapy.’ Estrogen 
replacement has been noted to relieve the symp- 
toms of estrogen-related depression in a relatively 
į short time? When used with antidepressants, 

! estrogens may help bring about a generalized 
emotional improvement in patients. while waiting for initial response to slower acting 
antidepressants. 

In many estrogen deficient patients, PREMARIN* (Conjugated Estrogens Tablets, 
U.S.P) imparts a renewed sense of well-being. It helps alleviate depressive symptoms 
related to menopausal estrogen deficiency, while helping to identify those that arent. 

Crying spells, insomnia, fatigue, headache, feelings of weakness and other such 
symptoms may be relieved by estrogen replacement At the same time, the classic 
autonomic and metabolic symptoms of the climacteric may be controlled?” 





PREMARIN G iros 
(CONJUGATED ESTROGENS 
TABLETS, USP) 


for estrogen-related 
depression 


See last page of advertisement for prescribing information. 
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or 
estrogen-related 
depression 





contains 
natural estrogens 
exclusively 





BRIEF SUMMARY (For full prescribing information, see package circular 
PREMARIN® (CONJUGATED ESTROGENS TABLETS, U.S.P.) 








Indications: Bosed on a review of PREMARIN Tablets by the National Academy of Sciences — National researc! 
Council and/or other information. FDA hos classified the indicotions for use as follows 

Effective: As replocement therapy for naturally occurring or surgicolly induced estrogen deficiency states asso 
ciated with: the climacteric, including the menopausal syndrome ond post menopause. senile vaginitis and krouro 
sis vulvae. with or without pruritus 

"Probably" effective: For estrogen deficiency: induced osteoporosi: ind only when used in conjunction witt 
other important therapeutic measures such as diet, calcium, physiotherapy and good general health-promoting | 
measures Final classification of this indication requires further investiqation | 


— 











Contraindications: Short acting estrogens are contraindicated in patients with (1) markedly impaired liver function 
(2) known or suspected carcinoma of the breast. except those cases of progressing disease not amenable to surgery or 
irradiation occurring in women who are ot least 5 years postmenopausal (3) known or suspected estrogen dependent 
neoplasia, such as carcinomo of the endometrium. (4) thromboembolic disorders thrombophlebitis. cerebral embolism 
or in patients with a past history of these conditions, (5) undiagnosed abnormal genital bleeding 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mammograms 
except, if in the opinion of the physician, it is warranted despite the possibility of aggravation of the mastitis or stim 
ulation of undiagnosed estrogen-dependent neoplasia 

The physician should be alert tc the earliest manifestations of thrombotic disorders (thrombophlebitis, retina 
thrombosis. cerebral embolism and pulmonary embolism). If these occu are suspected. estrogen therapy should 
be discontinued immediately 

Estrogens may be excreted in the mother s milk and an estrogenic effect upon the infant has been described. The 
long range effect on the nursing infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 percent of breast cancer patients with metastases, and this usually 
indicates progression of bone metastases. This occurrence depends neither on dose nor on immobilization. In the 
presence of progression of the cancer or hypercalcemia, estrogen administration should be stopped 

A statistically significant association has been reported between maternal ingestion of diethylstilbestro! during 
pregnancy and the occurrence of vaginal carcinoma in the offspring. This occurred with the use of diethylstilbestrol 
for the treatment of threatened abortion or high risk pregnancies. Whether or not such an association is applicable 
to all estrogens is not known at this time In view of this finding, however, the use of any estrogen in pregnancy ıs 
not recommended 

Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettage 
Precautions: As with all short acting estrogens, the following precautions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 
examinations 

To avoid prolonged stimulation of the endometrium and breasts in climacteric or hypogonodal women, estrogens 
should be administered cyclically (3 week regimen with | week rest period — withdrawal bleeding may occur during 
rest period) 

Because of individual variation ir endogenous estrogen production relative overdosoge moy occur which could 
cause undesirable effects such as abnormal or excessive uterine bleeding, mastodynia and edema 

Because of salt and water retention associated with estrogenic anabolic activity, estrogens should be used with cau 
tion in patients with epilepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should occur, reexamination should be made for organic pathology 

Pre-existing uterine fibromyomata may increase in size while using estrogens. therefore, patients should be examined 
at regular intervals while receiving estrogenic therapy 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, estrogens should be used judiciously in young patients in whom bone 
growth is incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating patients in whom fertility 1s desired 

The age of the patient constitutes no absolute limiting factor, although treatment with estrogens may mask the 
onset of the climacteric 

Certain liver and endocrine function tests may be affected by exogenous estrogen administration. If test results 
are abnormal in a patient taking estrogen. they should be repeated after estrogen has been withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen 
administration 


nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such os abdominal immediately postportum l 
cramps ond bloating oss of libido and gynecomastia in moles 
breakthrough bleeding, spotting, unu: ually heavy edema 
withdrawol bleeding (See DOSAGE AND aggravation of migraine heodaches 
ADMINISTRATION ) change in body weight (increase, decrease) 
breast tenderness and enlargement headache 
reactivation of endometriosis allergic rosh 


hepatic cutaneous porphyria becoming manifest 


Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and | week 
off) for all indications except selected cases of carcinoma and prevention of postpartum breast engorgement 
Menopousal Syndrome — 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
symptoms and response of the patient. For maintenance, adjust dosage to lowest level that will provide effective control 
If the patient has not menstruated within the last two months or more cyclic administration is started arbitrarily 
If the patient is menstruating, cyclic administration is started on day 5 of bleeding. If breakthrough bleeding (bleed 
ing or spotting during estrogen therapy) occurs, increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stor breakthrough bleeding in the previous cycle. In subsequent cycles, the 
estrogen dosage ıs gradually reduced to the lowest level which will maintain the patient symptom free 
Postmenopause — as o protective measure against estrogen deficiency-induced degenerative changes (e g osteo 
porosis, atrophic vaginitis, kraurosis vulvae) — 0.3 mg. to 1.25 mg daily and cyclically. Adjust dosage to lowest effec 
tive level 
Osteoporosis (to retard progression) — usual dosage 1.25 mg. daily and cyclically. 
Senile Vaginitis, Kraurosis Vulvae with or without Pruritus — 0.3 mg. to 1.25 mg. or more doily, depending upon 
the tissue response of the individual patient. Administer cyclically l 
How Supplied: PREMARIN (Conjugated Estrogens Tablets, U.S.P.) No. 865 — Each purple tablet contains 2.5 mg.. in 
bottles of 100 and 1,000. No. 866— Each yellow tablet contains 1.25 mg., in bottles of 100 and 1,000. Also in unit dose 
package of 100. No. 867 — Each red tablet contains 0.625 mg., in bottles of 100 and 1,000. No. 868 — Each green 
tablet contains 0.3 mg., in bottles of 100 and 1,000 
References: |. Kaufman, S.A.: Obstet. Gynecol. 30:399 (Sept.) 1967. 2. McEwen, D.C.: Con. Nurse 63:34 (Feb.) 1967. 
3. Kauf man, S.A., in Olds, S.: Today's Health 48:48 (May) 1970. 4. Klaiber, E.L., et al.: Am. J. Psychiatry 128.1492 
(June) 1972. 5. Rhoades, F.P.: Mich. Med. 64:410 (June) 1965. 6. Rhoades, F.P.: J. Am. Geriatr. Soc. 15.346 (Apr.) 1967 
7. Kerr, M.D.: Mod. Treat. 5:587 (May) 1968. 8. Tramont, C.B.: Geriatrics 21:212 (Nov) 1966. 9. Kupperman, H S. 
Med. Aspects Hum. Sexuality 1:64 (Sept.) 1967. 10. Astwood, E.B., in 
Goodman, L.S., ond Gilman, A. (Eds.): The Pharmacologica! Basis of 
Therapeutics, ed. 4, New York, The Macmillan Company, 1970, chop 
69, p. 1538 ff 


AYERST LABORATORIES 
7406 New York, N.Y. 10017 


Now Available 


INSTITUTE ON H&CP 
CASSETTE TAPES 


Cassette tapes for four sessions 
from the 26th Institute on Hospital 
& Community Psychiatry, held from 
September 30 to October 2, 1974 in 
Denver, Colorado are now available. 
Cost is $10 for each session, and each 
session includes 2 cassettes. Please 
fill out the order blank below and send 
to: 

Henry H. Work, M.D. 

Deputy Medical Director 

American Psychiatric Association 

1700 18th Street, N.W. 

Washington, D. C. 20009 


^^ m m m k — ella et 


TO: Henry H. Work, M.D. 
- FROM: 


Name (please print) 


Street 


City State Zip Code 


Please send me the following cassettes: 
A. Professional Alliances in 


Times of Transition [) $10.00 
C. New Legal Issues [ |] $10.00 
D. Drugs and Alcohol [| $10.00 
E. Rural Psychiatry [] $10.00 


Total Cassettes ordered 
Check | | or 
money order | | enclosed 


Due to technical difficulties, session B 
was not taped. 

Please make checks payable to the 
American Psychiatric Association. 


Just published . 
4th edition 


A I 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 
Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concem 
Drugs Used in Psychiatry 
Lega! Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e À comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me —— . . copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


[ | bill me [ | remittance enclosed 

Name 

Address 

Cy - ou c ——— vState -.— — ZI 
875APA 


Send coupon to: Publications Sales 
Amarican Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 
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First day in the hospital and 
all efforts will be directed toward 
returning her to the community. 


Mellaril has been found useful to help psychotic 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


(THIORIDA ZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients 


Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited ahypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating cen- 
tral nervous system depressants (e.g., anesthetics, opiates, alcohol, 
etc.) as well as atropine and phosphorus insecticides; carefully con- 
sider benefit versus risk in less severe disorders. During pregnancy, 
administer only when the potential benefits exceed the possible 
risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic patients, 
anticonvulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the pos- 
sibility of its occurrence may be reduced 1 remaining within recom- 
mended dosage limits. Administer cautiously to patients participating 
in activities requiring complete mental alertness (e.g., driving), and 
increase dosage gradually. Orthostatic hypotension is more common 
in females than in males. Do not use epinephrine in treating drug- 
induced hypotension since phenothiazines may induce a reversed 
epinephrine effect on occasion. Daily doses in excess of 300 mg. 
should be used only in severe neuropsychiatric conditions. 

Adverse Reactions: Centra! Nervous System — Drowsiness, espe- 
cially with large doses, early in treatment; infrequently, pseudo- 
parkinsonism and other extrapyramidal symptoms; rarely, nocturnal 
confusion, hyperactivity, lethargy, psychotic reactions, restlessness, 
and headache. Autonomic Nervous System — Dryness of mouth, 
blurred vision, constipation, nausea, vomiting, diarrhea, nasal stuffi- 
ness, and pallor. Endocrine System — Galactorrhea, breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edema. 
Skin — Dermatitis and skin eruptions of the urticarial type, photosen- 
sitivity. Cardiovascular System — ECG changes (see Cardiovascular 
Effects below). Other — Rare cases described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions — Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions — Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias — Agranu- 
locytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A//ergic Reactions — Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity — Jaundice, 
biliary stasis. Cardiovascular Effects — Changes in terminal portion 
of electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be revers- 
ible and due to altered repolarization, not myocardial damage. While 
there is no evidence of a causal relationship between these changes 
and significant disturbance of cardiac rhythm, several sudden and 
unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes 
while taking the drug. While proposed, periodic electrocardiograms 
are not regarded as predictive. Hypotension, rarely resulting in cardiac 
arrest. Extrapyramidal Symptoms — Akathisia, agitation, motor rest- 
lessness, dystonic reactions, trismus, torticollis, opisthotonus, 
oculogyric crises, tremor, muscular rigidity, and akinesia. Persistent 
Tardive Dyskinesia — Persistent and sometimes irreversible tardive 
dyskinesia, characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements) and sometimes 
of extremities may occur on long-term therapy or after discontinuation 
of therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all 
antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and 
syndrome may not develop if medication is stopped at that time. 
Endocrine Disturbances — Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive preg- 
nancy tests. Urinary Disturbances — Retention, incontinence. Others 
—Hyperpyrexia; behavioral effects suggestive of a paradoxical 
reaction, including excitement, bizarre dreams, aggravation of psy- 
choses, and toxic confusional states; following long-term treatment, 
a peculiar skin-eye syndrome marked by progressive 
pigmentation of skin or conjunctiva and/or accompanied 

by discoloration of exposed sclera and cornea; stellate or 

irregular opacities of anterior lens and cornea; systemic 

lupus erythematosus-like syndrome. 74.449588 SANDOZ 


SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 
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Marital Therapy from a Psychiatric Perspective: An Overview 


BY ELLEN M. BERMAN, M.D., AND HAROLD I. LIEF, M.D. 


The authors describe various methods of marital therapy 
in use today. Although absence of a unifying conceptual 
scheme in the past has hampered developments in this 
field, the increasing acknowledgment by psychiatrists of 
the important effect of the environmental system on 
thoughts, feelings, and behavior has facilitated a 
therapeutic approach stressing not only a person's 
intrapsychic conflicts but current environmental, family, 
and spouse-related phenomena. The authors discuss 
three dimensions of marital psychodynamics—power, 
intimacy, and marital boundary setting—and relate them 
to the marital life cycle and to four classifications of the 
marital relationship: 1) rules for defining power, 2) 
parental stage, 3) level of intimacy; and 4) personality 
style and psychiatric terminology. The paper includes a 
brief discussion of therapy techniques, sex counseling, 
the use of cotherapists, the future of marriage, and 
alternative lifestyles. 


AMONG THE PROLIFERATING forms of psychiatric therapy 
in the last decade, marital and dyadic therapy have as- 
sumed an ever-increasing importance. Marital problems 
of patients have always been a significant consideration 
for psychiatrists and psychotherapists. A survey by Sager 
and associates (1) demonstrated that 50 percent of the 
patients requesting psychotherapy did so largely because 
of marital difficulties, and another 25 percent had prob- 
lems related to marriage. According to Gurin and asso- 
clates (2), among the reasons why people seek help for 
emotional problems, marital concerns rank first, fol- 
lowed by other family problems. Nevertheless, until the 


This paper was written at the invitation of the Editor. 


Dr. Berman is Assistant Professor and Dr. Lief is Professor, Depart- 
ment of Psychiatry, University of Pennsylvania School of Medicine, 
Philadelphia, Pa.; they are also with the Department's Division of Fam- 
ily Study, where Dr. Berman is Chief of Counseling Services and Dr. 
Lief is Director. Address reprint requests to Dr. Berman, Division of 
Family Study, 4025 Chestnut St., Room 210, Philadelphia, Pa. 19104. 


middle of the last decade few psychiatrists specialized in 
marital therapy (3), and little training in marital therapy 
was available to psychiatric residents (4). 


RESISTANCE OF PSYCHIATRISTS TO MARITAL 
THERAPY 


The one-to-one doctor-and-patient model of therapy is 
ingrained in medical-student teaching. In psychiatry this 
perspective has been augmented by the psychoanalytic 
dictum that the relationship between the doctor and the 
patient will be attenuated and the transference diluted if 
the therapist sees other family members. In addition, psy- 
choanalysis and psychodynamic psychotherapy (at least 
in the past) tended to emphasize intrapsychic rather than 
interpersonal problems, so that many therapists felt in- 
competent and uncomfortable in dealing with more than 
one patient at a time. 

Although the more eclectic training programs have 
recognized that systems or transactional issues are valid 
areas of therapeutic exploration, they have usually em- 
phasized one-to-one treatment and the use of transfer- 
ence phenomena as a means of effecting change in the 
dyad. The therapist, therefore, may avoid dyadic couples' 
therapy even when he feels that such techniques might be 
indicated. In addition, many psychiatrists felt that their 
professional status might be threatened because of the in- 
sufficient status assigned to the field of marriage counsel- 
ing, a field that comprises practitioners from a variety of 
disciplines with different perspectives and methods of 
treatment (5-7). 

The absence of a unifying conceptual scheme and the 
complexities and difficulties of developing a suitable 
diagnostic classification also inhibited psychiatrists who 
otherwise might have been led into the field. At the 
present time there is enough information on new concepts 
dealing with possible conceptual schemes and diagnostic 
classifications to warrant reconsideration. This paper will 
tie together the multiple models of dyadic therapy that 
form the framework for the therapeutic intervention and 
will, in addition, discuss methods of marital therapy. 
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MARITAL THERAPY 


DEFINITIONS OF MARRIAGE COUNSELING AND 
MARITAL THERAPY 


Even if the terms “marriage counseling” and “marital 
therapy" (8) often have been used interchangeably, it is 
important to assess their differences and similarities. 
Marriage counseling has traditionally included a broad 
range of activities, from giving advice about financial af- 
fairs or how to deal with in-laws to a sophisticated analy- 
sis of the transactional processes between the husband 
and wife. We define marital therapy to include all of these 
counseling activities and, in addition, the use of uncon- 
scious processes such as those manifested in symptom 
formation, dreams, fantasies, and slips of the tongue, to- 
gether with a more thorough consideration of individual 
psychopathology. 

In marital therapy the therapist brings to bear his full 
range of skills, depending on his knowledge of individual 
and transactional psychodynamics, making use of trans- 
ference manifestations as well as unconscious factors (in- 
ternal conflicts and defenses) in making his appraisal and 
choosing his therapeutic interventions. Marital therapy 
may include behavioral techniques that make little or no 
use of unconscious processes but take into account the 
subtleties and nuances of the transactions between the 


spouses. In contrast to individual psychotherapy, which , 


emphasizes intrapsychic factors, marital therapy focuses 
primarily on interpersonal relationships. 

The psychiatrist who is trained in both individual and 
marital psychotherapy is in a particularly advantageous 
position, for he has the capacity to shift between intra- 
psychic and interpersonal factors—a skill that those 
trained in only one of these modalities lack. The inter- 
relationships between intrapsychic and interpersonal fac- 
tors are the heart of marital therapy. Confusion about 
marital therapy exists because many professionals who 
practice it do not take cognizance of unconscious or 
transference issues and are not always concerned with 
matters of diagnosis and individual dynamics. There are 
others who do not simply disregard these issues—they 
claim that consideration of individual dynamics, even pa- 
thology, and diagnosis interferes with the effective treat- 
ment of a marital couple. 


EMERGING TRENDS 


Despite its diverse background, marriage counseling 
seems to be developing a growing professional organiza- 
tion and identity as a separate discipline (9-16). The 
American Association of Marriage and Family Counsel- 
ors has doubled its membership in the last 5 years. The 
total literature devoted to marital therapy has also dou- 
bled in the last few years (17, 18), indicating a sharply in- 
creasing interest among professionals in this field. Spe- 
cial journals such as The Journal of Marriage and the 
Family, The Family Coordinator, and Family Process, 
as well as two new ones, The Journal of Marital and 
Sexual Therapy and The Journal of Marriage and Fam- 
ily Counseling, also indicate the growth of thc field. 
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Training in marital therapy in medical schools has also 
noticeably increased. Martin and Lief (4) have reported 
that 50 percent of the medical schools in the United 
States include marital therapy in the training of psychiat- 
ric residents. Thus the "illegitimate child" of a multi- 
disciplinary union not only is growing rapidly but is 
achieving legitimacy through professional organizations 
and new journals, by increasing numbers of research re- 
ports and practitioners, and by the stepped-up training of 
psychiatric residents. Despite these trends, however, 
training in marital therapy is still inadequate, and only a 
few centers in the United States provide adequate for- 
mal, supervised clinical experience. 


CONCEPTUAL SCHEMES IN THERAPY 


Although there is still much confusion over conceptual 
schemes in marital therapy, one factor is achieving wider 
recognition, namely, the effect of the environmental sys- 
tem on thoughts, feelings, and behavior (19). As increas- 
ingly successful techniques have developed involving 
symptom removal by changing the transactional system, 
it has become apparent that behavior is motivated not 
only by underlying intrapsychic conflicts but by feelings 
and attitudes involving the dyad as well as the family and 
the environment (20-25). Therefore, marital therapy 
must be related not only to a person's intrapsychic con- 
flicts but, more importantly, to current environmental, 
family, and spouse-related phenomena. 

Conceptual schemes for dyadic relationships are clear- 
ly in their infancy. Over the last 30 years many clinicians, 
from Sullivan (26) and Spiegel (27) to Minuchin (28), 
have attempted to describe the complicated framework 
of interpersonal patterns of communication. But there 
has been no system that satisfactorily explains the 
multiple variables and complicated processes involved, at 
least in operational terms. Three of the most helpful ap- 
proaches (29) have centered on the following factors: 

1. How we communicate: the rules or formal aspects 
of communication most eloquently described by systems 
and communications analysis. 

2. What we communicate: primarily issues of role ex- 
pectations and behavior based on social-psychological 
concepts. 

3. Why we communicate; motivational factors based 
on the more traditional psychodynamic approaches to in- 
ternal conflict usually related to early childhood experi- 
ences and learning. 

A prominent problem in marital therapy has been to 
distinguish severe characterological pathology, for which 
the best treatment is long-term psychotherapy (30), from 
behavior determined by pathological transactions, which 
is modifiable by changes in the transactional system. In 
this respect a systems-behavioral approach is particularly 
helpful because it gives clues as to what in the current en- 
vironmental system may give rise to dysfunctional or dis- 
turbed behavior. 

We have linked the systems and behavioral approaches 
because both concentrate on observable behavior and 
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rules of current communication (31-34), without imme- 
diate recourse to a historical “why” (always mindful of 
the potential understanding provided by the ontogenetic 
method, e.g., the similarity of spouse- and parent-related 
behavior). 

Behavior therapy describes the rules by which certain 
behaviors can be learned, reinforced, or extinguished, re- 
gardless of the original reason for the behavior (35-38). 
It provides a theoretical basis for the commonsense 
knowledge that even simple behavioral changes can 
sometimes evoke major alterations in the behavior and 
feelings of the spouse or children, thus substantiating the 
findings of social psychologists that behavioral changes 
usually precede attitudinal ones. 

Systems theory aids our perspective with the postulate 
that in any system, the whole is not simply the sum of its 
parts but an integrated entity (39). The parts of the sys- 
tem are so interrelated that a change in one causes 
changes in all. Thus the relationships are not simply lin- 
ear but, by means of feedback loops, circular and contin- 
uous with no beginning or end. In the process of being a 
positive or negative reinforcer, the person producing 
change is himself changed. 

Although further discussion of this complicated sub- 
ject is beyond the scope of this paper, we have found that 
many of the postulates of systems theory are helpful (40- 
43). Conceptually, the marital dyad is an open system 
that is in (easy or uneasy) equilibrium with its environ- 
ment. Once children enter the picture, the system en- 
larges. Minuchin (28) has described the enlarged system 
particularly well within the context of structural family 
therapy. As marital-change agents, however, we often 
find it useful to separate the marital dyad from the family 
system, recognizing and dealing with the other elements 
in the system when necessary. 


MARITAL PSYCHODYNAMICS 


Marital or dyadic relationships involve three critical 
dimensions that are similar to those explicated for group 
process, as follows: 

l. Power: Who is in charge? (It is commonplace now 
to point out how often the submissive, weak, or sick part- 
ner exerts control and power over the “dominant,” deci- 
sion-making spouse.) 

2. Intimacy: How near, how far? (The vacillations in 
emotional and geographic distance, as partners struggle 
with their need for and fear of closeness, are significant 
data for the marital therapist. Coming close and separat- 
ing again and again is a dialectical feature of life, which 
became the cornerstone of Rank’s theories [44].) 

3. Inclusion-exclusion: Who else is considered to be 
part of the marital system? (This applies not only to in- 
laws or the extended family but to friends, careers, recre- 
ational and social activities, and even pets.) 

All relationships must in some way come to terms with 
these issues. The ways in which these fundamental human 
questions are solved depend on intrapsychic processes 
and marital style (see the section on Systems of Marital 
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Classification and Diagnosis). In healthy relationships 
the solutions are not static but instead are in continuous 
flux, depending on the stage and needs of the couple. Dys- 
functional couples tend to erect more static and rigid so- 
lutions. 

The dynamic forces in the marriage result from each 
spouse's need to achieve his/her expectations (certain 
levels of power, intimacy, and boundary setting), offset 
and opposed by the need to compromise or submerge 
these desires in order to enable the partner to attain his/ 
her expectations. The balance between the struggle for 
autonomous self-fulfillment and the need to please the 
partner or aid the relationship whenever these are oppos- 
ing or uncomplementary forces is not only the heart of 
the marriage but the core of marital therapy. 

Because one's own needs and desires are often con- 
tradictory, internal conflict is inevitable. The complexity 
of the interpersonal situation is augmented by the pres- 
ence of internal conflict in one of the spouses. Internal 
conflict leads to the sending out of conflicting messages 
or ambiguous and confusing.role behavior, hence the 
need for attention to patterns of communication in mari- 
tal therapy (12, pp. 3-20). In order to effect change, the 
individual and internal conflicts of each partner must also 
be carefully examined. In the end, in some marriages fun- 
damental changes in behavior depend on a change in the 
individual personality structure of one or both of the 
partners involved. However, until the structure—the 
what and how—of communication is carefully appraised 
and classified, the adequate separation and exploration of 
intrapsychic processes are almost impossible. 


THE MARITAL LIFE CYCLE 


Individual and marital development are inexorably en- 
twined. The marital life cycle is best examined in light of 
the recent research on adult development by Levinson 
and coworkers (45) and by Gould (46), which builds on 
Erikson's theories of psychosocial development (47); 
these authors have developed a series of normative stages 
in the adult life cycle. In table 1 we have attempted to re- 
late the marital life cycle to individual developmental 
tasks and stages, as set forth principally by Levinson and 
associates (45). Butler (48), Neugarten and Datan (49), 
and Lidz (50) have also done work in this area. 

The individual and the marital life cycles can be di- 
vided into seven stages, as indicated in table 1. Any such 
graphic description of complicated life events is bound to 
be schematic and simplistic. Space limitations preclude a 
more thorough analysis; we plan to publish this material 
separately. We feel, however, that it is crucial to recog- 
nize that critical stages in the marriage are intimately re- 
lated to critical stages in the individual life cycle. Issues 
that appear to be either purely individual or purely dyad- 
ic are often actually the result of a complicated inter- 
action between marital and individual crisis points (espe- 
cially at ages 30 and 40). 

The three dimensions of potential conflict chosen were 
described in the section on Marital Psychodynamics. AI- 
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TABLE 1 


Individual and Marital Stages of Development 





Item 


Individual 
stage* 


Individual 
task 


Marital task 


Marital 
conflict 


intimacy 


Power 


Marital 
boundaries 


Stage I 
(18-21 years) 


Pulling up roots 


Developing 
autonomy 


Stage 2 


(22-28 years) 


Provisional 
adulthood 


Developing 
intimacy and 
occupational 
identification; 
"getting into 
the adult 
world" 


Shift from family Provisional 


of origin to 
new commit- 
ment 


Original family 
ties conflict 
with adapta- 
tion 


Fragile intimacy 


marital com- 
mitment 


Uncertainty 
about choice 
of marital 
partner; stress 
over parent- 
hood 


Deepening but 
ambivalent 
intimacy 


Stage 3 
(29-31 years) 


Transition at 
age 30 


Deciding about 
commitment 
to work and 
marriage 


Commitment 
crisis; rest- 
lessness 


Doubts about 
choice come 
into sharp 
conflict; rates 
of growth 
may diverge if 
spouse has not 
successfully 
negotiated 
stage 2 be- 
cause of par- 
ental obliga- 
tions 


Increasing dis- 
tance while 
partners make 
up their minds 
about each 
other 


Testing of power Establishment of Sharp vying for 


Conflicts over 
in-laws 


patterns of 


conflict resolu- 


tion 


Friends and 
potential 
lovers; work 
versus family 


power and 
dominance 


Temporary dis- 
ruptions in- 
cluding extra- 
marital sex or 
reactive “for- 
tress building” 


Stage 4 


(32-39 years) 


Settling down 


Deepening 
commitments; 
pursuing more 
long-range 
goals 


Productivity: 
children, 
work, friends, 
and marriage 


Husband and 
wife have 
different and 
conflicting 
ways of 
achieving 
productivity 


Marked in- 
crease in inti- 
macy in 
"good" mar- 
riages; gradual 
distancing in 
"bad" marri- 
ages 


Stage 5 


(40-42 years) 


Mid-life 
transition 


Searching for 
"fit" between 
aspirations 
and environ- 
ment 


Summing up: 
success and 
failure are 
evaluated and 
future goals 
sought 


Husband and 
wife perceive 
"success" dif- 
ferentiy; con- 
flict between 
individual 
success and 
remaining in 
the marriage 


Tenuous inti- 
macy as fan- 
tasies about 
others increase 


Stage 6 
(43-59 years) 


Middle aduit- 
hood 


Stage 7 


(60 years and over) 


Older age 


Restabilizing and Dealing effec- 


reordering 
priorities 


Resolving con- 
flicts and 
stabilizing the 
marriage for 
the long haul 


Conflicting rates 
and directions 
of emotional 
growth; con- 
cerns about 
losing youth- 
fulness may 
lead to de- 
pression and/ 
or acting out 


Intimacy is 
threatened by 
aging and by 
boredom vis- 
à-vis a secure 
and stable re- 
lationship; de- 
parture of 
children may 
increase or de- 
crease intimacy 


Establishment of Power in outside Conflicts often 


definite pat- 
terns of deci- 
sion making 
and dominance 


Nuclear family 
closes bound- 
aries 


world is tested 
vis-à-vis power 
in the marriage 


Disruption due 
to reevalua- 
tion; drive 
versus restabi- 
lization 


increase when 
children leave, 
and security 
appears 
threatened 


Boundaries are 
usually fixed 
except in crises 
such as illness, 
death, job 
change, and 
sudden shift in 
role relation- 
ships 


tively with 
aging, illness, 
and death while 
retaining zest 
for life 


Supporting and 


enhancing each 
other’s struggle 
for productivity 
and fulfillment 
in face of the 
threats of aging 


Conflicts are 


generated by 
rekindled fears 
of desertion, 
loneliness, and 
sexuai failure 


Struggle to main- 


tain intimacy in 
the face of 
eventual separa- 
tion; in most 
marriages this 
dimension 
achieves a 
stable plateau 


Survival fears stir 


up needs for 
control and 
dominance 


Loss of family and 


friends leads to 
closing in of 
boundaries; 
physical en- 
vironment is 
crucial in main- 
taining ties with 
the outside 
world 





*From Levinson and associates (45). 
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though the chart is primarily drawn to describe people 
who marry in their 20s, it describes to some extent the 
stages that all married people go through. 


SYSTEMS OF MARITAL CLASSIFICATION AND 
DIAGNOSIS 


Marital therapists do not yet have a systematic and 
formally agreed-upon classification of marriage relation- 
ships. No one has yet formulated a diagnostic scheme 
covering all measures. A review of the current systems of 
classification, however, permits us to look at a number of 
ways of considering and examining the marital pair. 
Three of the following classifications are based on the 
critical dimensions described earlier in this paper, name- 
ly, power, intimacy, and marital boundary setting. The 
fourth classification is based on personality styles famil- 
iar to psychiatrists. 


Classification 1: Based on Rules for Defining Power 


This classification has been proposed by Lederer and 
Jackson (22). 

l. The symmetrical relationship. This is a relationship 
between two people with the same types of behavior; both 
are expected to give and both to receive; both give orders 
and both take them. This type of relationship minimizes 
differences between the two people. Partners are seen as 
having essentially not only equal but similar role defini- 
tions and thus they tend to mirror each other's behavior. 
Problems tend to stem from competition. 

2. The complementary relationship. Two people ex- 
change different types of behavior. In marriage this type 
of relationship is most often described as traditional. One 
member is seen as "one-up" and one member as "'one- 
down," e.g., helper and helpee. This type of relationship 
maximizes differences, and each member exchanges dis- 
similar but need-fulfilling behavior evoked by the other. 
It tends to be less competitive than other types of rela- 
tionships and is often highly workable, especially when 
the “helpee” has some areas to be in charge of. It angers 
many people because of the implication that the '*one- 
down" person is bad and somewhat inferior. 

3. The parallel relationship. The spouses alternate be- 
tween symmetrical and complementary relationships in 
response to the changing situations. They may be sup- 
portive and competitive without fear. According to Lede- 
rer and Jackson (22), this is “the most desirable relation- 
ship for our egalitarian culture." 


Classification 2: By Parental Stage 


This classification 1s a dimension of inclusion-ex- 
clusion, or boundary setting, best described by Pol- 
lak (51). 

In today's nuclear family, the inclusion of children 
tends to produce the principal disruption to the marital 
dyad. There is, of course, no question that other groups 
such as relatives and friends infringe on the couple, but 
not with such force as children do. The period of child 
raising tends to be crucial in terms of difficulties for the 
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dyad. Pollak’s classification includes the following stages: 
1) before child rearing, 2) early child rearing, 3).latency 
and adolescent children, and 4) after the childreg leave 
(the "empty nest”). 


Classification 3: By Level of Intimacy 


This often-quoted system was proposed by Cuber and 
Harroff (52). 

l. The conflict-habituated marriage. This marriage is 
characterized by severe controls, tension, and conflict. 
Unpleasant as the relationship is, the partners are held 
together by a fear of aloneness and by the pseudomastery 
of controlling while angering their partner. 

2. The devitalized marriage. This marriage is charac- 
terized by infrequent expressions of dissatisfaction, prob- 
ably because of separate activities and interests. This type 
of interaction is characterized by numbness and apathy 
and is overtly conflict free but devoid of zest. There is an 
occasional sharing of companionship, but otherwise the 
relationship is held together principally by legal and mor- 
al bonds and children. 

3. The passive-congenial marriage. This marriage is 
“pleasant” and feels comfortably adequate to both part- 
ners. There is a sharing of interests but a somewhat unin- 
volved type of interaction. The principal social supports 
come from outside the marriage, and interests are with 
other people. The partners tend to feel that "everyone's 
marriage is like that," and they derive some genuine feel- 
ing of support from the structure of the relationship. 

4. The vital relationship. This relationship is exciting 
and rewarding and is highly important to both partners in 
at least one area, such as child rearing or work. The part- 
ners work together in an enthusiastic manner. The indi- 
vidual partner is seen as indispensable to the pleasure of 
the activity. This marriage can contain some overt con- 
flict, but it is basically a crucial, emotionally rewarding 
tie as well as a stabilizing force. 

5. The total marriage. In terms of level of in- 


‘volvement, this type of marriage is similar to the vital 


marriage except that it is more multifaceted. All rein- 
forcing activities are shared, and the partner is seen as in- 
dispensable, whatever the activity. This type of relation- 
ship is rare but possible; however, it is particularly 
precarious because of its multifaceted nature, which can 
lead to power conflicts. 


Classification 4: By Personality Style and Psychiatric 
Terminology 


Several groups have independently proposed this sys- 
tem (9, pp. 303-312; 53). For another variant at a psy- 
chodynamic level of interaction, see Mittelmann’s 
work (54); for a general discussion refer to Dicks and 
Stevens' work (14, pp. 139-154). 

Il. The obsessive-compulsive husband and the hys- 
terical wife. This dyad has also been described as a con- 
flict between the detached husband and the demanding 
wife, or the ** 'cold-sick' man and the love-sick woman." 
Basically, this pattern involves a somewhat dependent, 
obsessive man who has particular difficulty in expressing 
his feelings and who is often seen as the strong, silent 
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type. This type of man, who is overly concerned with 
“doing the right thing,” often picks a woman who is the 
stereotype of femininity in our culture. She appears to be 
passive and somewhat seductive and has a marked ten- 
dency toward dramatic self-presentation—in psychiatric 
terminology, a hysteric. At first she brings great excite- 
ment into her husband's life because she expresses and 
evokes in him feelings that he has never felt before. The 
release of his feelings excites him, and this enhances his 
pleasurable appreciation of her. Taking care of her adds 
to his feelings of importance. On her part, the wife ts 
looking for a good parent, someone who will give her a 
sense of stability and security. 

If the couple begins to experience stress after the peri- 
od of romance ts over, the husband will regard his wife's 
more intuitive emotional nature and her analogical form 
of thinking as highly unpleasant and disorganized, and 
his wife will find his reactive emotional distance highly 
unpleasant. As she increases her nagging demands and he 
increases his detachment, each blames the other, whereas 
it is the transactional system that is really at fault. The 
relationship tends to be a parent-child interaction and 
may degenerate from the good parent with the good child 
to the distant parent with an angry child. Of the three 
major dimensions of marital interaction, conflicts over 
intimacy become the central focus. 

2. The passive-dependent husband and the dominant 
wife. In these relationships the husband is originally at- 
tracted to a self-reliant woman in order to incorporate 
her strength. Because of his lack of self-assertion he feels 
inadequate; in addition, he may be alcoholic or obese. He 
handles his doubts about his masculinity by choosing a 
woman who will take care of him. He usually picks a 
woman who has severe conflicts over her feminine role 
and is highly uncomfortable in a dependent position and 
therefore chooses a man whom she can control. If this 
relationship becomes conflict laden, it will be due to the 
husband's increasing passive-aggressive behavior and de- 
pression, a reaction to the wife's attempts at overcontrol. 
Her inability to control and dominate him and the frus- 
tration of her own unconscious dependency needs may 
lead her to become angry and hostile. Power is the central 
theme in this transactional system. 

3. The paranoid husband and the depression-prone 
wife. This relationship often has significant sadomaso- 
chistic elements. The husband, a jealous, suspicious, hos- 
tile, and angry man with concerns about his masculinity 
and a fear of ego disintegration, may pick a woman who 
has low self-esteem and readily accepts blame. Convinced 
because of her own poor self-esteem that she cannot do 
any better, she becomes his wife. Her pathologic low self- 
esteem can often be traced to rejecting attitudes by exces- 
sively critical parents. She may pick a husband who is a 
psychological replica of her more rejecting parent and 
from him seek the approval that was unobtainable from 
the idealized and unreachable parent. These marriages 
are particularly stormy because both partners have in- 
adequate coping and defense mechanisms and vulnerably 
low self-esteem. Conflicts are almost always multi- 
dimensional. 
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4. The depression-prone husband and the paranoid 
wife. This relationship is the reverse of type 3. A woman 
who is suspicious and jealous marries a man who tends to 
be depressed and distraught. In addition to the masochis- 
tic elements in the husband's personality that permit the 
continuation of the painful relationship, the wife's suspi- 
cious and hostile nature gives the man an excuse for not 
moving out into the outside world, which is seen as 
threatening. His passive depression allows her to main- 
tain her suspicious and angry behavior without having to 
cope with a controlling partner. Conflicts often center 
around the issue of enlarging the marital boundaries to 
include others. 

5. The oral-dependent relationship. Both members of 
the relationship are passive, dependent, immature, 
and rivalrous. They both have an intense longing for af- 
fection and feel that they are giving more than they are 
getting. Relationships of this type are particularly 
stormy, although occasionally the partners may be able 
to take care of each other. Both exhibit temper tantrums 
and a desire for childish gratifications. Neither one can 
exhibit interest in the well-being of the other. In this type 
of relationship, conflicts may center around any of the 
major themes of marital interaction. 

6. The neurotic wife and the omnipotent husband. In 
this relationship the woman is helpless and chronically ill 
and expects her mate to be omnipotent and relieve her 
suffering. She expresses unconscious resentment through 
depression and an exacerbation of symptoms. The hus- 
band stays in the marriage because of 1) his desire to 
help, and 2) his extreme sense of inadequacy. He is 
strengthened by the idea of helping a person who is weak- 
er than he is, but his continual failure at this results in a 
loss of confidence. Power is the primary area of conflict. 


Comment 


It is important to recognize that these marital styles do 
not always result in severe conflict and divorce. These 
couples find each other because of some kind of neurotic 
balance, and if the couple is moderately flexible and has 
recourse at times to other patterns of behavior, the mar- 
riage can go rather well. This is particularly true of the 
obsessive-compulsive husband and the hysterical wife 
when the husband is able to accept his wife's rather 
charming personality and live with her disorganization. 
Problems arise only when the cost of keeping the system 
going is too high (for example, when one spouse's depres- 
sion results in hospitalization and in the reactive wish of 
the partner to get out of the relationship); when one 
spouse changes, thereby upsetting the system; or when 
one partner is not willing to live by the “rules,” although 
the two had married in the expectation that they would. 


METHODS OF THERAPY 
Types of Marital Therapy 


Almost all marital therapies can be placed into the fol- 
lowing six categories individual, collaborative, con- 
current, conjoint, combined, and group therapy. 


Individual marital therapy. Only one of the two part- 
ners is in treatment. This therapy differs from individual 
psychotherapy in that the focus is on the marriage rela- 
tionship, even though the format is similar to that used in 
individual psychotherapy. Individual marital psychother- 
apy may be psychoanalytically, behaviorally, or inter- 
personally oriented. Common to all of these approaches 
is the therapist’s attempt to get the patient to make modi- 
fications in his or her behavior in the dyadic relationship 
and to react appropriately to changes in the partner. A 
second but usually subsidiary goal is to enable the patient 
to more adequately cope with the problems encountered 
in the marriage. 

Collaborative marital therapy. Both spouses are seen 
individually by different therapists who meet regularly to 
exchange their impressions and treatment plans (55). The 
usefulness of this technique is limited by the difficulties in 
arranging for frequent meetings of busy therapists and 
the additional costs to the patients (who have to pay for 
the time spent in collaboration), as well as by the greater 
advantages of conjoint marital therapy. It is still of some 
value, however, particularly in specialized marital thera- 
py clinics where partners who refuse to work together are 
seen separately. It is most useful in the treatment of 
couples in the process of separation or divorce, when the 
spouses' mutual hostility might be increased rather than 
diminished during conjoint sessions. 

Concurrent marital therapy. Both spouses are seen in- 
dividually by the same therapist (56). In the history of 
marriage counseling, this was the most frequently used 
technique until the mid-1960s, when conjoint therapy be- 
came the vogue. The concurrent psychoanalysis of a mar- 
ital pair was pioneered in the late 1940s by Mittel- 
mann(57) who braved the scorn of his analytic 
colleagues who were unalterably opposed to even a single 
interview of a family member. 

One of the obvious advantages of this type of therapy 
lies in the screening of perceptual distortions. It is easier 
for just one therapist to sift out the distortions, and this 
technique avoids the possibility of each therapist identi- 
fying with his own patient and the consequent additional 
distortions this may create. If the therapist wishes to de- 
velop and make use of a transference neurosis, this is a 
far more effective technique than conjoint marital thera- 
py, in which transference elements tend to be more 
muted. Concurrent marital therapy is also used effec- 
tively in cases where one partner markedly dominates the 
other, thus preventing the partner from having equal time 
or an equal share of the therapist's attention. Problems 
include the re-creation of the triangular sibling rivalry 
situation, issues of privacy and privileged communica- 
tion, and lack of opportunity to observe the dyadic func- 
tion. 

Conjoint and combined marital therapy. In conjoint 
marital therapy the couple is seen together most of the 
time by one or more therapists (58-61). This has become 
the dominant mode of marital therapy; approximately 80 
percent of all marital therapy is conducted by the con- 
joint method. If the partners are seen together it is diffi- 
cult for one partner to assign the blame and to continue 
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to scapegoat the other, making that partner the "sick 
one.” With both partners present, the focus is inevitably 
on the relationship. One problem in conjoint marital 
therapy is that there is no opportunity for privaté explo- 
ration, and since in many marriages there are some kinds 
of private information that the partners will never reveal, 
the therapy remains at the behavioral level. 

In combined marital therapy there is a combination of 
concurrent and conjoint marital therapy. Concurrent 
therapy may be augmented by seeing the couple con- 
jointly on a regular or a sporadic basis, depending on the 
need. This facilitates communication and the feedback of 
perceptions and feelings, thus enabling the therapist to 
reduce perceptual distortion and to increase effective 
communication. Most psychiatrists use the combined 
method because it provides maximum information about 
interpersonal behavior and intrapsychic feelings and atti- 
tudes. The problem with this type of therapy is that occa- 
sionally the focus of treatment is obscured as the thera- 
pist tries to shift from the needs of each individual to the 
transactional aspects of the marriage. 

With both combined and conjoint marital therapy, 
feelings, attitudes, and behavior are displayed in the here 
and now, thus permitting a more thorough appraisal and 
evaluation by the therapist. One does not have to wait for 
feedback; it occurs, eveh if not immediately, within the 
session. The data then become more objective because 
they can be witnessed directly, without the extrapolation 
required in the historical analysis of the relationship. 
Ventilation of feelings with catharsis is inevitable. It is 
difficult for either partner to maintain emotional detach- 
ment for very long, since confrontation by the partner or 
the therapist undermines this defense. Patterns of com- 
munication are directly observable and modifiable. Com- 
munication skills can be taught directly, and much of 
marital therapy is directed toward this goal. 

Behavior therapy. In addition to the use of insight, the 
therapist may employ techniques of behavioral therapy 
(operant conditioning, contingency reinforcement, cogni- 
tive restructuring, etc.)-that are aimed at reinforcing suit- 
able behaviors. The partner can be used as a cotherapist 
in these behavioral modifications. (Charting behavioral 
responses and noting their changes over time is an aid in 
these efforts.) When persuasion is used directly or in- 
directly, the partner can also be a cotherapist. An addi- 
tional advantage is that the partners may engage in be- 
havioral rehearsals of new "tasks." They can practice 
their new "strokes" of behavioral technique in the thera- 
pist's office before trying them out at home. A frequent 
technique used to advantage in this regard is role playing, 
or reverse role playing, in which the partner either plays 
himself in a hypothetical situation or takes on the role of 
his partner. 

Many therapists, notably Hollender (62), have voiced 
concern about moving back and forth between a marital- 
and individual-oriented therapy method. Their questions 
center on the inadvisability of changing the therapeutic 
focus, the possibility of confusing goals, and a "scatter- 
gun” approach. We have found that both individual ther- 
apy concurrent with marital therapy and the therapist's 
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willingness to shift focus between individual and dyadic 
therapy, as the treatment evolves are valid methods of 
procedure. As long as the change in method of therapy is 
discussed with the patients and agreed upon beforehand, 
the patients generally respond well and with a minimum 
of confusion. There is precedent for this approach in oth- 
er “combination therapies" that are frequently used 
today, such as group plus individual treatment and in- 
sight-oriented therapy plus medication. 


Other Therapeutic Methods 


In recent years specialized techniques have been devel- 
oped using videotaped playback as an important aid to 
marital behavioral changes (63-65). Increased use is also 
being made of group therapy for marital partners (66- 
70). There are some who claim that group therapy is the 
treatment of choice for couples. This is particularly true 
of couples who are attempting to manage transactional 
crises that require role modifications for effecting appro- 
priate adaptation to changing life circumstances. It 
should be remembered that even when the therapist 1s 
working with only one dyad, it is a form of group thera- 
py. As Dicks and Stevens (14, pp. 139-154) stated, “It is 
group psychology for the smallest numerical group." 


The Place of the New Sex Therapy in Marital Therapy 


The behavioral techniques for the treatment of sexual 
dysfunction, first described by Masters and Johnson (71) 
and modified by Kaplan (72), have given major impetus 
to the treatment of sexual dysfunction in the marital 
dyad. The high rate of success of conjoint behavioral 
techniques indicates that although individual therapy 
methods for curing sexual dysfunction are sometimes 
necessary, neglecting couples’ interactional problems 
means the loss of crucial vectors in undoing maladaptive 
mechanisms that have either initiated or maintained the 
dysfunction. 

However, those beginning to employ behavioral tech- 
niques tend to use them mechanically in a non- 
discriminatory fashion without regard for the basic prin- 
ciples of marital therapy. In fact, these behavioral 
techniques—operant conditioning, contractual contin- 
gencies, and task assignments—should be regarded as an 
elegant form of desensitization and behavioral modifi- 
cation (73), with their success subject to all of the vicissi- 
tudes of the marital system. The successful use of these 
techniques depends on a basic understanding of the 
couple's dynamics and resistances. Sex therapy cannot be 
conducted separately from an examination of the 
couple's communication pattern and their wishes for and 
fears of intimacy and power. The best available descrip- 
tion of how these techniques can be integrated with mari- 
tal and individual psychodynamics can be found in Kap- 
lan's The New Sex Therapy (72). 


Dual Sex Therapy 


Ever since Masters and Johnson (71) described the ad- 
vantages of using two sex therapists in the treatment of 
sexual problems, psychiatrists have shown a great deal of 
interest in the possible uses of this approach. Masters and 
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Johnson stressed the ability of the dual sex team to de- 
crease opposite-sex transference manifestations, as well 
as the use of patient support by the same-sex cotherapist. 
Other researchers, including Bruni (74), have found that 
the dual sex cotherapist's interventions—support; inter- 
pretation of feelings; and explanations of transference, 
behavior, marital interactions, confrontations, etc.—can 
be carried out without the sex-linked limitations imposed 
by the Masters and Johnson plan. The modeling of be- 
havior or suggestion of a new perspective can be done by 
the therapist of the same or opposite sex. 

Many of the advantages of the dual sex team in sex 
therapy are present in the treatment of couples who have 
other types of marital dysfunction. This approach does 
not have to be restricted to the treatment of sexual dis- 
orders or dysfunctions. One therapist can aid the other by 
augmenting interventions, adding additional insights or 
emotional supports, and correcting "'off-target" inter- 
ventions. The opportunity to check one's perceptions and 
understanding with the cotherapist is as important here 
as it is in group therapy. 

As in group therapy, effective teamwork depends on 
the capacity to pick up cues from the other therapist as 
well as from the patients and to interact with the cothera- 
pist to strengthen, modify, or redirect responses of the 
therapist-partner. Confrontations often have much more 
impact in this method of treatment than in the usual form 
of treatment with one therapist. Cotherapists often de- 
scribe the "fun," even the exhilaration, of a successful 
session in which female and male therapists have worked 
together effectively. The special elements of treatment 
when the dual sex team is a husband-and-wife pair have 
been described by Bellville, Raths, and Bellville (75). 

The main disadvantage of using cotherapists is the in- 
creased cost due to the large amount of therapist time in- 
volved in treatment and its coordination. In addition to 
the cost of two therapists, which has to be passed on to 
the patients, ineffective teamwork due to poor communi- 
cation, competition, countertransference reactions, etc., 
may more than outweigh the advantages of the dual sex 
therapy model. 


DIVORCE AND THE FUTURE OF MARRIAGE 


American psychiatrists and marriage counselors have 
become increasingly involved in two complex and related 
social-psychological phenomena: the rising divorce rate 
and the search for alternative lifestyles. The central 
philosophical question surrounding the controversy has 
been whether these phenomena stem from new sets of so- 
cial and marital stresses common to the late 20th century 
or whether they are simply new solutions to old prob- 
lems (76). At any rate, therapists are increasingly being 
asked to take sides regarding the appropriateness of di- 
vorce or new lifestyles, while continuing to treat the 
battle scarred (77). 

In our opinion, both the rising divorce and remarriage 
rates and the increase in new marriage styles and fashions 
("swinging," open contracts, group marriage) are social 


*» 


rather than psychopathological phenomena and are prin- 
cipally a reaction to the increased expectations and de- 


mands for happiness, autonomy, and experience collec- 


tion common to the 1960s. In fact, it may turn out that 
these are essentially fads and are already past their peak. 
Some researchers (78, 79), however, see the rise in open 
contracts and serial monogamy as essentially normal and 
potentially heaithy responses to longer lives and more ur- 
ban lifestyles. They predict an increase in the quantity 
and quality of such new experiments. 

We still are faced, however, with numerous patients en- 
tering our offices, most of whom are alone, uncertain and 
anxious about whether to divorce, depressed after a re- 
cent divorce, or debating the need for “more experience 
of life.” Their complaints may be voiced in terms of 
blaming their spouses or their need to reevaluate their 
lives and find new stimulation. 


Aids to Therapy 


We have found the following concepts particularly 
helpful as an aid to therapy. 

]. We have learned that almost never, under any cir- 
cumstances, can a therapist accurately predict the per- 
sonality or behavior of the other spouse solely from his 
partner’s report. Reality pressures tend to be either much 
milder or much more overwhelming when described by 
the spouse. We have therefore insisted under all possible 
circumstances that the partner come in for at least a brief 
meeting. 

2. The issue of the therapist's role in decision making is 
sometimes complicated and delicate. Both in conflict 
over divorce and over altered lifestyles, the usual method 
is to help the partners lay out the alternatives and choose 
among them. On the other hand, when the evidence of 
permanent dysfunction seems overwhelming, we have oc- 
casionally deliberately supported a trial separation. It is 
notable that although we seldom give advice, it is even 
more seldom that our patients take and act upon it. 

3. When the partners have different commitments to 
their marriage (and consequently to marital therapy), 
marital therapy may have to be suspended. If one spouse 
is only partly committed to the marriage, or if one or 
both of the spouses want to end the marriage, standard 
marital counseling is simply not possible. The focus must 
be on the couple's decision about whether to stay in the 
marriage. If one member wants to abandon the marriage, 
we can offer only separation counseling. Some couples, 
however, will remain indecisive for many months, and the 
therapist must deal with the problems and the questions 
created by their indecisiveness. 

4. Regardless of how bad the marriage is for both 
spouses, most divorced single people find that living alone 
is excruciatingly painful. Many divorced people face a 
period of depression that lasts from a few months to as 
long as a year. We must accept the existential fact that 
for many long-married couples, there simply are no pain- 
less decisions. Remaining in the marriage is painful, but 
living alone is more painful, and other options may well 
be closed to them. 

5. Alternative lifestyles, particularly group marriages, 
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are harder to maintain than monogamous relationships 
and require more flexibility and maturity than living 


alone, 


6. We have found that in many cases, separating and 
divorcing partners learn to handle their problems better 
in group therapy than in individual therapy. The focus in 
the initial postseparation period must be on support and 
a new lifestyle. Most people are in no shape to really ex- 
amine the conflicts that brought them to the point of sep- 
aration. Groups provide much more direct support and, if 
the group is well led, do not increase the bitterness felt by 
the separating or divorced person. 


Comment 


In summary, we feel that alternative living arrange- 
ments and serial monogamy will be the continued choice 
of some people. In general, however, most people in our 
culture seem to prefer a monogamous lifestyle with some 
element of long-term security. Marriage as an institution 
is therefore likely to survive, although it will feature more 
emphasis on equal rights for women (52), less of a sense 
of ownership or possession of the spouse, and hence some 
decrease in sexual jealousy. The human-potential move- 
ment and the development of community programs for 
marital enrichment speak to the need of vast numbers of 
people to find greater individual fulfillment in the context 
of a growing, developing, and vital partnership. 
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Neuroleptics, Catecholamines, and Psychoses: A Study of 


Their Interrelations 


BY HERMAN M. VAN PRAAG, M.D., PH.D., AND JACOB KORF, PH.D. 





The authors examined central catecholamine metabolism 
in various symptomatological psychotic disorders and 
the relationship between the biochemical and therapeutic 
action profiles of neuroleptics. Haloperidol and (to a 
lesser extent) chlorpromazine increase the dopamine 
(DA) turnover in the central nervous system, but the 
noradrenaline metabolism is not demonstrably 
influenced; oxypertine has the reverse effect. The authors 
question whether disorders of DA- metabolism underlie 
or result from disorders of motor activity, postulating 
that the hyperdopaminergic activity observable in 
psychoses is dependent on motor hyperactivity rather 
than on “true” psychotic symptoms such as delusions 
and hallucinations. 


IN SEVERAL ANIMAL species neuroleptics increase the 
turnover rate of dopamine (DA) and noradrenaline (NA) 


in the brain (1, 2). There are indications th'at this effect is . 


secondary to a block of DA and NA receptors (3). It may 
be that the increased turnover can be interpreted as a 
compensatory phenomenon aimed at breaking the block. 

With regard to the question whether central DA turn- 
over in man is also enhanced by neuroleptics, the pro- 
benecid technique can be useful (4-6). Probenecid inhib- 
its the transport of homovanillic acid (HVA), the 
principal metabolite of DA, from the cerebrospinal fluid 
(CSF) to the bloodstream but does not influence HVA 
synthesis. This means that the amount of HVA which ac- 
cumulates in the CSF is an index of the amount of DA 
metabolized in the central nervous system. Under steady 
state conditions, the rate of HVA synthesis equals the 
rate of DA degradation. A strong HVA response in the 
CSF following probenecid administration therefore in- 
dicates a high production of this metabolite and con- 
sequently a high turnover of DA. Inversely, accumulation 
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of a small amount of HVA warrants the suspicion that 
HVA production is low and that therefore the DA turn- 
over 1s low. 

When Bowers (7) treated 12 patients who had LSD 
psychoses with various phenothiazines, he found a 
stronger HVA response to probenecid than before medi- 
cation. The interval between the two probenecid tests var- 
ied from two weeks to three months. The neuroleptic dos- 
age was not specified, and the increase averaged only 25 
percent. This may have been related to the fact that the 
majority of the patients received an anticholinergic anti- 
parkinsonian drug; in animals these agents suppress the 
increase in central HVA concentration produced by 
neuroleptics (8). In 6 patients in different neurological 
categories, Chase (9) found that haloperidol (Serenase) 
caused a significant increase in probenecid-induced HVA 
accumulation. As pointed out, the increase in HVA accu- 
mulation can be regarded as expressive of an increased 
DA turnover. de 

With regard to humans, we know nothing about the in- 
fluence of neuroleptics on the central NA metabolism, 
about a differential influence of different neuroleptics on 
DA and NA metabolism, or about the significance of the 
dosage factor. 

Assuming that relationships exist between cate- 
cholamine (CA) receptor block and the therapeutic 
action of neuroleptics—and there are some indirect argu- 
ments to support this assumption (3)—the question arises 
whether the central CA metabolism may be disturbed in 
psychotic patients and specifically whether there are signs 
of catecholaminergic hyperactivity. We know of one rele- 
vant probenecid study, which showed that the HVA re- 
sponse was more pronounced in Schneider-negative 
patients than in Schneider-positive patients and depres- 
sive patients (10). Otherwise there are two indirect argu- 
ments suggestive of a relationship between DA metabo- 
lism and psychosis. Amphetamines and L-dopa can 
provoke psychotic symptoms in nonpsychotic individuals 
and aggravate these symptoms in psychotic individ- 
uals (11-13). By different mechanisms of action, these 
two compounds increase the intracerebral amount of DA 
available at the receptors. There are no data at all on a 
possible relationship between NA metabolism and psy- 
chosis. 

In this study we have raised two questions: 1) What is 
the effect of various types of neuroleptics in various doses 
on human central CA metabolism? 2) Do disorders of 
central CA metabolism occur in psychotic patients? 
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NEUROLEPTICS, CATECHOLAMINES, AND PSYCHOSES 


METHOD 
Patients 


This study encompassed 33 patients consecutively hos- 
pitalized in the research unit of the Department of Bio- 
logical Psychiatry for acute psychotic disorders. Accord- 
ing to the independent views of the physician in charge as 
well as the psychiatrist supervisor, all patients showed de- 
lusions and/or hallucinations. Delusion was defined as an 
idea whose content is probably at variance with reality 
but nevertheless not susceptible to correction. An experi- 
ence was regarded as a hallucination 1) if, according to 
the patient’s own words, it occurred in a sensory modality 
(auditory, visual, gustatory, olfactory, tactile, kinesthetic, 
or combinations of these) and 2) if current objective stim- 
uli were, in the opinion of the interviewer, either totally 
absent or grossly inadequate to account for the experi- 
ence (14). Patients suffering from melancholia, i.e., deep 
endogenous depression with delusions of guilt, sin, 
and/or poverty, were not included in this study. 

The group consisted of 19 women aged 19 to 58 years 
(mean age=37) and 14 men aged 18 to 64 years (mean 
age=40). Table ! presents a general survey of the pre- 
dominant symptomatology and the etiological factors 
considered most important in the given case. Nine 
women and 8 men had been admitted with a relapse; 4 
women and 5 men had a history of three or more hospi- 
talizations because of psychosis. 


Medication 


All psychopharmacotherapy was discontinued upon 
the patients’ admission. Neuroleptic' medication was 
started not earlier than 5 and not later than 10 days after 
admission, unless the psychosis had faded without medi- 
cation, as it sporadically had. Because of high levels of 
agitation in 1] patients, they could not be maintained 
without medication until neuroleptic therapy began. 
During the interval these patients were sedated with three 
to four daily doses of a standard powder containing 100 
mg of amobarbital (Amytal), 100 mg of bromisovalum 
(Bromural), and 100 mg of methylphenobarbital (Promi- 
nal). The concentration of monoamine (MA) metabolites 
in the CSF was not systematically influenced by this 
medication. The following neuroleptics were given: 

l. Chlorpromazine (Largactil, manufactured in 
France) in a daily dose of 150 to 225 mg (N =6) or 300 to 
450 mg (N 26). This neuroleptic blocks both DA and NA 
receptors in the brain in test animals (15, 16). 

2. Haloperidol (Serenase, manufactured in Belgium) in 
a daily dose of 3 to 4.5 mg (N=5) or 9 to 12 mg (N =5). 
This neuroleptic more or less selectively blocks DA re- 
ceptors (15, 16). 

3. Oxypertine (Opertil) in a daily dose of 50 to 100 mg 
(N=5) or 150 to 200 mg (N «6). This neuroleptic differs 
in type from the previous two neuroleptics. It is not a re- 
ceptor blocker but a compound that, like reserpine, de- 
pletes the CA stores. However, it is more selective than 
reserpine in that, within a certain dosage range, it has a 
predilection for NA stores and exerts little influence on 
the DA and serotonin (5-hydroxytryptamine [5-HT]) 
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TABLE ! 
Etiology and Symptomatology for 33 Patients Treated with Neuroleptics 





Chlorproma- Haloperidol Oxypertine 
Item zine(N212) (N=10) (N=11) 


Schizophrenic process 
Paranoia 
Delusions* 
Hallucinations 
Motility disorders 

Cerebral process 
Paranoia 
Delusions 
Hallucinations 
Motility disorders 

Extracerebral process 
Paranola 
Delusions* 
Hallucinations 
Motility disorders 

Psychogenic factors** 
Paranoia 
Delusions* 
Hallucinations 
Motility disorders 
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* Excluding paranoia. 
** Including sociogenic and neurotic factors. 


stores (17). We used this agent because a drug capable of 
blocking central NA receptors more or less selectively 
was not available at the time. 

Unless there was severe agitation, patients were placed 
at random in either group ! or group 2 within 5 to 10 
days after admission. Earlier findings had indicated that 
oxypertine can exert a stimulating influence, thus aggra- 
vating agitation. For this reason seriously agitated 
patients were treated with haloperidol. 


CA Metabolism 


The DA metabolism was studied in all patients, always 
with the aid of the probenecid technique (4-6). The pro- 
benecid test was carried out twice: once after an interval 
of 5 to 10 days without medication or without neurolep- 
tics, and once after two weeks' medication with one of the 
previously mentioned neuroleptics. The load used was 5 g 
of probenecid in 5 hours and the first 1-g dose was given 
by intravenous drip. The procedure of the probenecid test 
has been described elsewhere (18). Determinations in the 
CSF included, in addition to HVA (19), 5-hydroxyindole- 
acetic acid (5-HIAA, the principal degradation product 
of S-HT [20]) and probenecid (21). 

In 10 patients (5 of whom were treated with large doses 
of chlorpromazine and 5 with large doses of oxyper- 
tine) the central NA metabolism was evaluated on the 
basis of the baseline concentration of 3-methoxy-4-hy- 
droxyphenyl glycol (MHPG) in the CSF, measured be- 
fore medication and at the end of the second week of 
medication. MHPG is the principal metabolite of NA in 
the brain. Its transport from the brain is not influenced 
by probenecid, and therefore the probenecid test cannot 
be used for a study of the central NA metabolism (22). 


FIGURE 1 


increase in HVA Accumulation (+ SEM) in the CSF in Response to 
Probenecid During Treatment with Neuroleptics in Various Doses 
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*p < .05 (Student's t test). 
<p < 01 (Student's t test). 


FIGURE 2 


MHPG Concentration (+-SEM)} in the CSF Before dnd During Treat- 


ment with Chlorpromazine and Oxypertine 
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(A number of MHPG assays were done for us by Dr. S. 
Wilk using a method of his own design [23].) 


Scoring 


Two rating scales were used: 1) a modified Wing 
scale (24), a three-point rating scale aimed at visually ob- 
servable variables of behavior that has a high interrater 
reliability (25), which was scored by the department re- 
search nurses, and 2) a three-point rating scale of our 
own design in which scoring requires verbal communica- 
tion with the patient by the attending physician. Both 
scales were scored before medication and twice weekly 
during medication, always on the same day of the week 
and at the same hour. 
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FIGURE 3 
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HVA Accumulation (x: SEM) in the CSF After Probenecid Adminis- 
tration in Psychotic Patients with Manifest Delusions and/or Hailuci- 
nations 
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*p < .05 (Student's t test). 


Statistical Analysis 


Statistical comparisons were done using Student's t 
test for grouped or paired data. 


RESULTS 


Haloperidol caused a dose-dependent increase in HVA 
accumulation after probenecid. In large doses it caused 
triplication of the response; in small doses it caused du- 
plication (figure 1). The effect of chlorpromazine was less 
pronounced but likewise dose-dependent. A maximum 
dose doubled the HVA response (figure 1). MHPG base- 
line values were available for five patients in this group 
and showed no increase during medication (figure 2). 
Oxypertine caused no increase in HVA response (figure 
1). MHPG values were available on five patients given 
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large doses. In all of these patients the concentration had 
increased during medication (figure 2). None of the 
neuroleptics caused an increase in 5-HIAA accumulation 
(figure 3). 

On the whole, the HVA response in the CSF after pro- 
benecid in the psychosis group was slightly but not signif- 
icantly higher than in the control group. The psychosis 
group was divided into three categories as shown in figure 
4: group 1, patients who attained the highest score on the 
motor agitation item—all scored maximally on the anx- 
iety item as well (N=10); group 2, patients who scored 
maximally on the anxiety item but showed absence of or 
no severe motor agitation (N=8); and group 3, patients 
who, like all the others, showed delusions or hallucina- 
tions but no serious degree of motor agitation or anxiety 
(N «15). The HVA response was significantly increased 
in group | but was not significantly higher than normal in 
the other two categories. In all patients the CSF pro- 
benecid concentration varied within normal limits 
(10.45+4.79 ug/ml). The available number of MHPG 
values was too small for systematic differences to be es- 
tablished with certainty. 


DISCUSSION 


Neuroleptics comprise a group of compounds of dis- 
parate chemical structure, such as phenothiazines, butyr- 
ophenones, and diphenylbutylamines. Nevertheless, these 


compounds have two characteristics in common. In psy- 


chopathological terms they exert a beneficial influence on 
motor agitation and on psychotic disturbances in thought 
and experience. In biochemical terms they increase the 
intracerebral turnover of DA and NA—a phenomenon 
that is probably secondary to DA- and NA-receptor 
block. A number of closely interrelated questions logi- 
cally arise from these findings. 

l. Are there indications that neuroleptics also increase 
the central CA turnover in humans? 

2. Is the central CA metabolism disturbed in psycho- 
ses? Specifically, can there be dopaminergic or noradre- 
nergic hyperactivity? 

3. Is there a relation between the ratio of DA receptor 
. to NA receptor-blocking activity and the clinical action 
profile of a neuroleptic? 

These questions provided us with a research strategy 
we used in a biological study of psychotic disorders (3). 
In the present study we are concerned with the first two 
questions. 

We studied chlorpromazine, haloperidol (prototypes of 
phenothiazines and butyrophenones, respectively), and 
oxypertine. This choice was made on the basis of bio- 
chemical considerations. In test animals, chlorpromazine 
blocks DA as well as NA receptors. Haloperidol is a 
fairly selective DA-receptor blocker (15, 16). Oxypertine 
is not a CA-receptor blocker but an MA depleter with a 
predilection for NA stores, at least within a certain dos- 
age range (17). A relatively selective blocker of central 
NA receptors was not available at the time. 

In human CSF, haloperidol and, to a lesser extent, 
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chlorpromazine caused a dose-dependent increase in the 
HVA response after probenecid administration. This in- 
dicates that in man as well as in test animals, these 
neuroleptics increase the DA turnover in the CNS. The 
MHPG baseline values (MHPG transport from the CNS 
is not influenced by probenecid) did not increase during 
medication. However, it would be premature to conclude 
from these findings that chlorpromazine exerts little in- 
fluence on human NA metabolism. CSF baseline values 
of an MA metabolite are a much cruder and less reliable 
index of central MA metabolism than postprobenecid 
values. 

Neither chlorpromazine nor haloperidol influenced the 
5-HIAA accumulation after probenecid administration; 
this corresponds to the observation in test animals that 
these compounds have no effect on the 5-HT turnover. 

Oxypertine caused no change in probenecid-induced 
HVA and 5-HIAA accumulation, indicating that it ex- 
erts little influence on the metabolism of DA and 5-HT. 
The MHPG concentration, however, increased signifi- 
cantly. This is consistent with the concept of oxypertine 
as an NA depleter that causes the NA concentration to 
decrease and the concentration of the NA metabolites to 
increase. Our results are therefore in agreement with 
what might be expected on the basis of data from animal 
experiments. 

In the psychosis group, in which all patients showed 
delusions and/or hallucinations, the HVA response after 
probenecid administration was slightly but not signifi- 
cantly above the normal. When the group was divided 
into three categories on the basis of the severity of the 
symptoms of motor agitation and anxiety, the HVA 
accumulation in untreated, severely agitated patients 
proved to be significantly above the normal. An increased 
HVA response indicated an increased DA turnover in the 
CNS, and an increased DA turnover can tentatively be 
related to increased dopaminergic activity. 

If this is the case, our observations would suggest 
that hyperdopaminergic activity occurs in psychoses but 
that this phenomenon is bound to the state of motor hy- 
peractivity rather than the “true” psychotic symptoms 
(delusion and hallucination). These findings could be de- 
scribed as a mirror reflection of our earlier observation 
that the HVA response to probenecid is subnormal in de- 
pressive patients with motor retardation, as well as in 
patients with Parkinson’s disease (4, 18). At the time, this 
prompted us to formulate the hypothesis that DA defi- 
ciency depends not so much on one specific extra- 
pyramidal syndrome as on a given motor state (i.e., 
hypokinesia). 

In some forms of extrapyramidally determined hyper- 
activity, the HVA response was found to be in- 
creased (26). This warrants the suspicion that this phe- 
nomenon, too, is not nosologically or syndromally 
specific but symptom specific and bound to certain types 
of motor hyperactivity. This hypothesis is corroborated 
by an observation reported by Post and associates (27) 
that the HVA response increases in test subjects who 
"simulate" hyperactivity. 

Post and Goodwin (28) drew a different conclusion 


from their simulation experiment, namely, that the in- 
creased DA turnover has no primary etiological signifi- 
cance but is an epiphenomenon, i.e., a phenomenon sec- 
ondary to the behavior disorder. In our opinion the 
observation does not warrant this particular conclusion. 
To answer the question of whether dopaminergic hyper- 
activity is a primary or a secondary phenomenon in rela- 
tion to motor hyperactivity, only two types of experi- 
ments are suitable for human subjects: 1) experiments to 
establish whether the biochemical disorder precedes the 
behavior disorder chronologically and 2) experiments to 
establish whether selective correction of the biochemical 
disorder abolishes or at least greatly reduces the behavior 
disorder. If the biochemical lesion precedes the behavior 
disorder and/or if elimination of the former leads to dis- 
appearance of the latter, then the primary character of 
the biochemical lesion is plausible. 

In depressive patients with a low HVA response, L- 
dopa (a more or less selective corrector of DA defi- 
ciency) proved to stimulate motor activity; this was not 
the case in depressive patients with a normal HVA re- 


sponse (29). The favorable effect of L-dopa on parkinson-. 


ian hypokinesia is well known. It is an argument in favor 
of an etiological relation between dopaminergic hy- 
poactivity and motor hypoactivity. A comparable experi- 
ment with hyperactive patients and a selective DA antag- 
onist, e.g., pimozide (Orap), could supply information on 
the question whether motor hyperactivity is or is not due 
to dopaminergic hyperactivity. Such research is now in 
progress in our department. 

Biological depression research shows an unmistakable 
trend in favor of differentiation of depressive syndromes 
on the basis of biochemical criteria relating to the MA 
metabolism. This in turn leads to efforts to evolve drugs 
that selectively influence a single central MA, in hopes of 
being able to also selectively correct the behavior dis- 
orders with these agents (29). It seems likely that a sim- 
ilar hopeful evolution will also occur in the biological in- 
vestigation of psychotic disorders. 
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A Comparison of Biofeedback-Mediated Relaxation and Group Therapy in the 


Treatment of Chronic Anxiety 


BY RICHARD E. TOWNSEND, PH.D., LCDR JOHN F. HOUSE, MSC, USN, AND DOMINICK ADDARIO, M.D. 


The authors compared treatment of chronic anxiety with 


biofeedback-mediated electromyographic (EMG) 
relaxation to treatment with group psychotherapy in a 
control group. Feedback patients were given two weeks 
of EMG relaxation training followed by two weeks of 
self-practice. Significant decreases were found in the 
feedback group in electromyogram levels, mood 
disturbance, trait anxiety, and (to a lesser extent) state 
anxiety; no such decreases occurred in the control group. 
The authors suggest that EMG feedback can be an 
important adjunct therapy for chronic anxiety. 


CHRONIC ANXIETY is a primary complaint in many 
patients with a variety of psychiatric disorders. Conven- 
tional therapies have been of limited effectiveness, which 
points to the need for additional therapeutic options. Bio- 
feedback-mediated electromyographic (EMG) relax- 
ation, an extension of progressive relaxation (1) and au- 
togenic training (2), has been viewed with increasing 
interest as a possible treatment technique. Although 
much has been written concerning this technique, there 
has been a conspicuous lack of studies using control 
groups or comparison groups given traditional treatment 
methods. 

Recently Raskin and associates (3) suggested that 
EMG relaxation. achieved through biofeedback tech- 
niques is a clinically useful strategy for treating some 
patients with chronic anxiety. As was mentioned in that 
study, the lack of a comparison group leaves unresolved 
the question of the contribution of biofeedback-mediated 
EMG relaxation as compared to other therapies. 
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The present study was designed to compare anxiety 
and mood changes in a group of patients with chronic 
anxiety who learned EMG relaxation by biofeedback 
methods with a group receiving a more traditional treat- 
ment, group psychotherapy. 


PROCEDURE 


Thirty patients were selected from the Inpatient Psy- 
chiatric Service at the Naval Regional Medical Center, 
San Diego, Calif., within five to eight days after their ad- 
mission to inpatient status. Selection criteria consisted of 
1) the psychiatrist’s judgment that anxiety was a signifi- 
cant factor in the patient's illness, 2) the patient's judg- 
ment that anxiety was a major problem, and 3) scores on 
the State-Trait Anxiety Inventory (STAI) comparable to 
those reported for anxiety reaction. Patients with physi- 
cal ailments, less than eighth-grade education, or cogni- 
tive or affective impairment sufficient to prevent compre- 
hension of instructions. and concentration during 
treatment were excluded from the study. 

The study lasted four weeks. During the week preced- 
ing the study, there were two consecutive baseline days on 
which pretreatment values for resting frontalis EMG, 
STAI, and Profile.of Mood States (POMS) scores were 
obtained for all patients. Patients were matched in pairs 
on a combination of resting frontalis EMG level, STAI 
scores, and the total mood disturbance score from the 
POMS. 

Briefly, the STAI consists of two self-rating scales; the / 
state scale reflects the respondent’s feelings at the mo- 
ment of answering the questionnaire and the trait scale 
inquires into feelings the respondent identifies as having 
persisted over a period of time. In the present study, the 
trait instructions were as follows: “Mark the answer that 
describes how you have felt on the average since the last 
time you filled out this questionnaire." The POMS is a 
self-rating instrument yielding a set of six factor-derived 
scores based on responses to a list of affective adjectives. 
The scales can be combined into a single score reflecting 
overall mood disturbance. The POMS instructions also 
required that the responses be based on feelings and 
mood since the patient last completed a POMS form. 

Random selection was used to place one patient of 
each pair in the EMG feedback group; the other patient 
was placed in the comparison group. 


Feedback Group 


The EMG training device was the Bioelectric Feed- 
back System Model B-1 (Bio-Feedback Systems, Inc., 
Boulder, Colo.). This device provides the patient with 
both auditory and visual information on EMG level for 
the monitored muscle group. A digital readout provides 
the experimenter with the integrated EMG level, in 
microvolts, for each trial (64 seconds in this study). 

The feedback group received nine 20-minute EMG 
feedback training sessions—four during the first week, 
four during the second week, and one on the first day of 
the third week. During this same period, the feedback 
patients also practiced deep muscle relaxation for one- 
half hour each day using tape-recorded instructions de- 
signed to be used with the feedback procedures.' Self- 
practice without the taped instructions continued during 
the third and fourth weeks of the study. 


Comparison Group 


Group psychotherapy is a term that is loosely defined 
and describes more a therapeutic set than a specific treat- 
ment (4). The comparison group was given a short-term 
structured group therapy experience dealing specifically 
with anxiety. Sixty-minute sessions were held for groups 
of 4 or 5 patients with a therapist who presented The- 
matic Apperception Test picture cards to the group for 
individual and then group discussion. Cards were selected 
to focus the group’s attention as much as possible on a 
common set of experiences at the outset of each thera- 
peutic session. Patients were instructed each time to dis- 
cuss anxiety provoking aspects of the pictures. This was 
followed by group discussion of experienced anxiety, pos- 
sible methods to cope with anxiety, and intermember 
support and interaction. The comparison group met four 
days each week for the duration of the study, for a total 
of 16 sessions. Although short-term, the therapy was in- 
tensive and representative of the group therapies usually 
offered to.hospitalized patients (5). 

For the sake of convenience, experimental days will be 
referred to in terms of the feedback group’s schedule. 
Resting frontalis EMG level and STAI scores were ob- 
tained for both feedback and comparison patients on 
baseline days |-and 2, feedback day 6, and seif-practice 

days 6 and 14. The POMS was administered on baseline 
days 1 and 2, feedback days 5, 7, and 9, and self-practice 
days 6 and 14. All questionnaires were administered 
immediately before EMG monitoring. Medication 
records were kept on all patients during the study. 


RESULTS 


Two patients from the feedback group and 7 from the 
comparison group failed to complete the first three weeks 
of the study due to administrative action (discipline, dis- 
charge, or transfer) and were therefore not included in 


"Tape-recorded relaxation instructions were provided by Dr. T.H. Bud- 
zynski. 
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the data analysis. At the end of three weeks, there were 
13 feedback and 8 comparison patients. Three feedback 
patients were lost between the third and fourth weeks. Of 
the 15 feedback and 15 comparison patients who began 
the study, 10 and 8, respectively, completed the full four 
weeks. Although the uncontrollable loss of patients re- 
sulted in unmatched baseline scores, the differences in 
baseline scores between the two groups who completed 
the study were not statistically significant by either paired 
t tests or sum of ranks tests (all p values were greater 
than .20). The use of change scores for subsequent be- 
tween-groups comparisons removed the effect of the un- 
equal baseline scores. 

To determine the effect of EMG relaxation training 
and the comparison procedures on EMG, STAI, and 
POMS scores, the changes in each score relative to the 
baseline were tested with t tests for correlated means. 
One-tailed tests were used because there was an a priori 
expectation that both EMG feedback and the com- 
parison procedure would be accompanied by either no 
change or a decrease in EMG level, anxiety, and mood 
disturbance. The between-groups comparison consisted 
of testing the change from baseline for the feedback 
group against the change from baseline for the com- 
parison group. Tests for differences between the two 
groups were done with t tests for independent means. For 
EMG levels, one-tailed tests were used because of the ex- 
pectation from previous studies that feedback would re- 
duce EMG below levels reached without feedback (6). 
Two-tailed tests were used for anxiety and mood scale 
comparisons between the two groups since there was no 
previous evidence to suggest that EMG feedback would 
be more effective than other methods for reducing 
anxiety and mood disturbance scores. 


Electromyogram Scores 


Scores for both baseline and feedback sessions were 
the mean integrated EMG level, in microvolts, during the 
last six 64-second trials of a 640-second (10 trials) mea- 
surement period. For the baseline measurements, pa- 
tients were told to become as relaxed as possible, but no 
feedback was given. In the comparison group, there were 


' no significant changes in EMG level compared to base- 


line over the course of the study. In the feedback group, 
EMG was significantly decreased compared to baseline 
midway through training on feedback day 6 (t=5.014, 
df=12, p<.001) and after training on both self-practice 
day 6 (t=4.617, df=12, p<.001) and self-practice day 14 
(t 2.066, df 29, p<.05). 

Frontalis EMG for the feedback group was signifi- 
cantly lower than for the comparison group on self-prac- 
tice day 6 (t« 1.811, df=16, p<.05). On self-practice day 
14 the decrease in EMG was greater for the feedback 
group, but this difference was not statistically significant. 
Figure 1 shows these changes expressed as percentage of 
baseline. 


Profile of Mood States Scores 


In the comparison group, there were no significant 
changes from baseline in POMS scores across the study. 
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FIGURE 1 
Comparison of Results of Treatment with EMG Feedback and Group 
Therapy 
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(These scores for both groups are illustrated in figure 1.) 
POMS scores for the feedback group were significantly 
lower than baseline on feedback day 5 (t=3.886, df= 12, 
p«.005), feedback day 7 (t=2.804, df=12, p «.025), 
feedback day 9 (t- 2.317, df= 12, p<.025), and self-prac- 
tice day 14 (1« 1.871, df 29, p<.05). Change from base- 
line scores for the two groups did not differ significantly 
from each other on any of these test days. 


State-Trait Anxiety Inventory 


There were no significant changes in state or trait anx- 
iety scores for the comparison group (see table 1). For the 
feedback group, state anxiety was significantly lower on 
feedback day 6 than at baseline (p<.005). Both self-prac- 
tice days 6 and 14 were lower than baseline, but the dif- 
ference did not reach statistical significance (.05 « p «.10). 
For trait anxiety, the feedback group had significantly 
lower scores compared to baseline on feedback day 6 
(p«.005) and self-practice day 14 (p«.05). Over the 
course of the study, there were no significant differences 
between the comparison and feedback groups in change 
from baseline in state or trait anxiety. 


Changes in EMG, Anxiety, and Mood 


To examine the relation of change in EMG to change 
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TABLE 1 
State and Trait Anxiety Scores Before, During, and After Feedback 
Training and Group Therapy 





Scores of Scores of 
Feedback Subjects Comparison Subjects 

Experimental Day Mean SD Mean SD 
State anxiety 

Baseline 51.33 12.99 40.88 15.49 

Feedback day 6 40.58* 11.29 40.63 17.34 

Self-practice day 6 43.33 11.03 37.25 14.96 

Self-practice day 14 43.83 11.97 41.75 16.50 
Trait anxiety 

Baseline 49.83 9.99 43.13 19.22 

Feedback day 6 44.66** 9.88 43.38 19.72 

Self-practice day 6 46.50 13.22 41,00 17.84 

Self-practice day 14 44.50*** 12.77 40.63 19.27 


t=3.597, df=12, p<.005. 
**1—3.199, df=12, p<.005. 
t=1.845,df=9, p<.05. 


in anxiety and mood disturbance, correlation coefficients 
were computed between change in test score and change 
in EMG for baseline minus feedback day 6 (feedback day 
5 for the POMS), baseline minus self-practice day 6, and 
baseline minus self-practice day 14. For the comparison 
group, there were no significant correlations of EMG 
change with change in anxiety or mood disturbance 
scores. For the feedback group, change in mood distur- 
bance was significantly correlated with change in EMG 
for baseline minus feedback day 5 (r=.60, df= 12, 
p<.05). Change in state anxiety was significantly corre- 
lated with change in EMG for baseline minus feedback 
day 6 (r=.61,df=12, p«.025) and for baseline minus 
self-practice day 6 (r=.58, df= 12, p«.05). 


Overall Patient Improvement 


Patient improvement was arbitrarily defined as a 20 
percent or greater decrease in at least two of the follow- 
ing: state anxiety, trait anxiety, or total mood distur- 
bance. According to this definition, 6 of the 13 feedback 
patents could be classified as improved on feedback day 
6; 4 of 13 were improved on self-practice day 6; and 4 of 
10 were improved on self-practice day 14. One of 8 
patients in the comparison group was improved on feed- 
back day 6. None of the comparison patients met the cri- 
terion for improvement on self-practice days 6 or 14. In 
addition, 2 feedback patients were able to use EMG re- 
laxation to abort tension headaches and 3 were able to 
substitute EMG relaxation for nighttime medication to 
relieve occasional sleep-onset insomnia. 


Medication Records 


Medication was decreased for 2 feedback patients dur- 
ing the study—10 mg doses of trifluoperazine hydro- 
chloride (Stelazine) given twice daily to 1 patient and 50 
mg of chlorpromazine (Thorazine) daily to another pa- 
tient were discontinued. Eight feedback patients had no 
change in medication—3 were on 5 mg of diazepam (Val- 


ium) three times a day, 4 were on 100 mg of chlorproma- 
zine twice a day, and | was on IO mg of trifluoperazine 
hydrochloride twice daily. Two comparison patients had 
changes in medication—5 mg of diazepam twice daily 
was changed to 5 mg three times daily for 1 patient, and a 
dosage of 5 mg of trifluoperazine hydrochloride daily 
was increased to 5 mg three times daily for the other. 
Medication for the remaining comparison patients was 
unchanged during the study—4 were on 10 mg of diaze- 
pam three times daily, | was on 10 mg of trifluoperazine 
hydrochloride four times daily, and 1 was on 25 mg of 
thioridazine (Mellaril) daily. 


DISCUSSION 


The results for the feedback group indicate that suc- 
cessful EMG relaxation is accompanied by significant de- 
creases in mood disturbance and anxiety test scores and 
is thus an effective adjunct therapy for chronic anxiety. 
The results of this study suggest that this type of therapy 
is as effective as one frequently used technique, group 
psychotherapy, and that with certain refinements in train- 
ing procedures it may come to have greater efficacy than 
was demonstrated in this study. 

Our limited access to the patients dictated a shorter 
training period (three hours of feedback plus five hours of 
taped instructions) than we would have chosen had there 
been no time restrictions. Raskin and associates (3) re- 
quired an average of six weeks of five one-hour training 
sessions per week to achieve the 2.5 uV criterion consid- 
ered optimal for maximum benefit (7). Within the feed- 
back group, anxiety and mood disturbance scores were in 
general downtrends during-training, and since the 
patients had not yet reached the 2.5 „V level of frontalis 
EMG, it is possible that continued training would have 
resulted in further improvement. 

Another factor is that in order to minimize effects not 
directly due to the EMG relaxation training, patients 
were given a neutral instruction set with regard to what 
results to expect from the feedback training. A recent 
study (8) showed that positive instructional set can pro- 
duce significantly more rapid learning of another biofeed- 
back procedure, peripheral vasodilatation, than a neutral 
instructional set. 

Because individual differences appear to be a signifi- 
cant variable in learning EMG relaxation (9), devel- 
opment of a predictor for success in EMG relaxation 
training would seem to be important for the successful 
clinical application of this technique. Examination of 
both initial level and change from baseline during train- 
ing for EMG, mood, and anxiety scores failed to disclose 
unique characteristics for those who maintained their 
improvement after termination of feedback training and 
those who regressed toward baseline values. Future re- 
search should be directed toward development of inde- 
pendent prediction criteria of success in biofeedback 


TOWNSEND, HOUSE, AND ADDARIO 


training, such as demographic or personality variables, 
e.g., inward versus outward orientation (10). 

Follow-up data on the feedback group are limited. It 
was possible to maintain contact with 2 patients'for ap- 
proximately six months after the study ended. Both have 
continued self-practice and use of the instructional tapes 
and have retained the ability to produce EMG levels at or 
below their self-practice day 14 level. While their reports 
are anecdotal at best, both patients said that relaxation 
training had enabled them to make adjustments to life 
stresses that they had not been able to make previously. 
Based on results from other EMG relaxation studies, it is 
expected that the ability to produce low EMG levels and 
accompanying decreases in anxiety and mood distur- 
bance would continue as long as the patient practices reg- 
ularly (3, 11). 

The effect of EMG relaxation training in alleviation of 
tension headaches and sleep-onset insomnia is a finding 
that has been noted in other studies (3, 9). 

In conclusion, we can say that in an intensive short- 
term training period, relaxation training was at least as 
effective as group psychotherapy in reducing both objec- 
tively and subjectively determined levels of anxiety and 
mood disturbance. With a more complete training pro- 
gram and development of better patient selection criteria, 
we would expect feedback-mediated EMG relaxation 
training to be substantially more effective than it was 
shown to be in this study and an important addition to 
the therapist's armamentarium for treatment of chronic 
anxiety. 
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A Biological Basis for the Oedipus Complex: An Evolutionary and 


Ethological Approach 


BY A. DAVID JONAS, M.D., AND DORIS F. JONAS 


The authors propose that the Oedipus complex has a 
strong biological basis that is evident in observations of 
human prehistoric and nonhuman primate behavior. The 
ground work for the oedipal phase is the peaking of 
human infantile sexuality at age five or six—a vestige of 
an earlier biological timetable. Other contributing 
factors include the high level of helplessness of human 
infants, the resulting high attachment needs, and the 
prolongation of developmental phases. Unsuccessful 
resolution of the oedipal phase may result when the 
mother's dominant status is lowered. The authors suggest 
that an understanding of the relationship between sex and 
rank and an awareness of ethological findings can 
broaden psychodynamic formulations and enrich the 
psychoanalytic therapy of sexual problems. 


AS KNOWLEDGE ACCUMULATES, it not only adds to but 
modifies the existing store, and entirely new ideas 
emerge. Ideally, knowledge is the outcome of a contin- 
uously evolving process. Thus when theoretical con- 
structs in any discipline become so static as to be consid- 
ered dogma, it is necessary to reexamine the bases of the 
accepted assumptions. 

We derive psychodynamic formulations from the ulte- 
rior significance we attribute to human activities rather 
than from actual sensory perceptions of these actions. 
Psychodynamic formulations generally have had no bio- 
logical bases. They were axioms to be accepted as articles 
of faith—a faith made tenable because these axioms 
seemed to have useful therapeutic applications. The exis- 
tence of myths and other ethological material that sup- 
port many of these intuitively derived formulations has 
contributed to their acceptance and has often provided 
them with labels. One such myth, highlighted in Soph- 
ocles’ trilogy about Oedipus and repeated in the folklore 
of many peoples, reveals the workings of timeless re- 
sponses deeply rooted in man's development. 

When we adhere to a fundamental belief in causal se- 
quences, we are obliged to search for causal antecedents 
of behavioral manifestations. However, recent ethologi- 


At the time this work was done, Dr. Jonas was Visiting Professor, De- 
partment of Psychological Medicine, St. Bartholomews Hospital 
School of Medicine, London. He is now Consultant Psychiatrist, U.S. 
Army Hospital, Wurzburg, West Germany (APO 09801, New York, 
N.Y.). Ms. Jonas is Associate, Current Anthropology. 


602 Am J Psychiatry 132:6, June 1975 


cal and evolutionary findings have broadened the bases 
for understanding human phenomena. Following the lead 
of the physicists, we are beginning to abandon the sim- 
plistic (albeit workable) cause-and-effect concept in be- 
havior. In its place, we view events as the outcome of 
probabilities that certain responses are likely to occur 
when internal mechanisms are released. The internal 
mechanisms form a complex nexus of phylogenetically 
encoded engrams that combine with ontogenetically ac- 
quired responses. The frequent contradictions in theories 
of abnormal behavior are probably due to the observer's 
tendency to focus on only one or a few features of the 
highly complex sequences responsible for our social ad- 
aptation. 

Although Darwin's On the Origin of Species (1) was 
available during Freud's time, acceptance of the idea of 
man's place in and derivation from the rest of the animal 
world was still largely limited to his anatomical structure. 
While Darwin had opened the way to placing man's psy- 
chological development into the context of biological 
evolution (2), the significance of his work was not appre- 
ciated until ethologists quite recently confirmed the 
soundness of its concepts. In Freud's time the mind, or 
psyche, was considered to mark the boundary between 
animal and man. 

Today, however, the painstaking and slow amassing of 
observational data gained from lifetimes of what Lo- 
renz (3) has called "staring at" animals (an equivalent of 
the psychoanalyst's "listening to" humans) has provided 
us with a mountain of evidence on the continuities of hu- 
man emotional and behavioral patterns with the animal 
patterns from which they derive and on some of the fun- 
damental commonalities of all living creatures. 

Years of studying ethological observations have con- 
vinced us that many of the original psychodynamic for- 
mulations, without their initiators’ knowledge, were so 
soundly based that they stand up under the scrutiny of 
modern knowledge and are in fact confirmed and sub- 
stantiated in the process. From the welter of possible ex- 
amples, we have chosen the concept of the Oedipus com- 
plex for discussion, since we believe that it most clearly 
points up the ideas we wish to present. 


THE INCEST TABOO 


Freud (4) recognized a taboo against incest as a behav- 
ioral universal in modern man, and he sought its origins 
in primitive social custom. As he found the taboo to be 


universal there also, he sought to glean its source in 
myths surviving from prehistory. He traveled in the right 
direction, but the dearth of available information at the 
time prevented him from continuing far enough on this 
path. Ethologists' observations of the social behavior of 
living nonhuman primates indicate that mechanisms 
which tend to obviate incest probably existed even in the 
primate forms which were the precursors of man. In fact, 
we find that throughout nature—not only in the animal 
world but also in the plant world—natural selection has 
tended to preserve those mechanisms which prevent in- 
breeding. 

The most significant mechanism that promotes the 
avoidance of incest among nonhuman primates is the 
dominance factor. All adult apes and monkeys, both 
male and female, are dominant over all immature juve- 
niles. This relative standing tends to persist between the 
newly mature male and his mother. Since a male primate 
is usually unable to perform sexually with a female of 
higher rank because of hormonal inhibition, this single 
factor is an effective barrier to copulation between son 
and mother (5). The dominance factor does not, however, 
inhibit mating between father and daughter, and this 
could be a clue to the greater importance given in psycho- 
dynamic theory to the Oedipus than to the Electra com- 
plex. 

Although the dominance factor forms the primary bar- 
rier to son-mother incest in nonhuman primate social 
groups, it is not the only one. As is characteristic of most 
important mechanisms, this factor is reinforced at severa! 
levels. For example, as the young patas monkey matures, 
he is often driven from his group by the strongly orga- 
nized female hierarchy, perhaps to join an all-male party 
or, if he is the offspring of a female of high rank, to form 
a new group of his own (6). Groups of peripheral males in 
both rhesus(7) and Japanese macaques (&) are also 
sometimes separated from troops under the stress of 
threats from within. The exclusion of young males from 
hamadryas baboon reproductive groups is effected by the 
differential treatment accorded to the juveniles of the two 
sexes by the adult male group leaders. Young males soon 
learn not to expect protection from the adult males and 
to associate primarily with males of their own age within 
the herd or troop. They later appropriate young imma- 
ture females (in which the dominant males are not yet in- 
terested) from existing troops (6). 

These are but a few of the incest-inhibatory social us- 
ages, which are as many and varied as the species that 
practice them—-but all tend to prevent son-mother incest 
by removing the young males from the presence of their 
mothers at the approximate time of their maturity. 


MATRILINEARITY 


Matrilineal kinship is the prevailing form of non- 
human primate social organization. With the exceptions 
of the gibbons and siamangs (small apes) and of the tiny 
South American titi monkeys (in which social groups are 
formed of monogamous pairs of adults), the mother has 
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the complete task of nurturing and rearing the young. 
The father plays no individual role in this activity, al- 
though he of course participates collectively in species 
like the hamadryas baboon, in which dominant males are 
the effective protectors of all females and young (9). 

One is tempted to ascribe the nonparticipation of the 
father in the rearing of the young among nonhuman and 
some primitive human groups to a lack of cognitive 
awareness of the paternal role, but further consideration 
reveals that this is not the case. The helplessness of the 
newly hatched chick in many bird species has promoted 
pair bonding between parents, and in these species the fa- 
ther shares in nurturing and rearing the nestlings. Thus 
we see that the acceptance of paternal responsibilities has 
more to do with whether pair bonding exists than with 
any cognitive awareness of fatherhood. In species in 
which the father does not assist in the rearing of the 
young, it is not unusual for the whole group (or tribe) or 
some of its members to assist the mothers. 

So long as the precursors of our own species and its 
early members were organized into hunting bands, their 
social interrelationships would have been based on the 
subgroup formed by the mother and her children. When 
hunting gave way to an agricultural economy, the ex- 
tended family unit came into its own. With the advent of 
industrial economies, this extended family was whittled 
down to the nuclear unit that is prevalent in the Western 
world today. Within this unit, the Electra complex began 
to take on a significance rivaling that of oedipal conflicts. 


DEVELOPMENTAL PHASES 


It is not without interest that human infantile sexuality 
reaches a peak at the age of about five to six, shortly be- 
fore a period of latency begins. This coincides with the 
age at which the ovaries, although functionally imma- 
ture, achieve the full adult size of 27 by 12 mm, which 
suggests that full developmental and functional maturity 
may have been reached by the age of about five at an ear- 
lier period in the human phylogeny. Circumstantial sup- 
port for this conjecture might be advanced on the basis of 
medieval practices. In the Middle Ages adolescence was 
barely recognized, and the child of six was treated as a 
miniature adult (10). Indeed, even today it is not unusual 
in agricultural economies for a six-year-old child to be 
assigned farm or domestic duties and thus to be absorbed 
into the adult economy. 

The process underlying the evolutionary development 
of the entire primate line, which reached a crescendo in 
the hominid line and resulted in its separation from the 
ancestral stem, is characterized by the prolongation of 
developmental phases. All developmental stages, from 
gestation to old age, have been progressively prolonged, 
but the most significant in the molding of our species has 
been the inordinate prolongation of the phase of child- 
hood dependency and learning. This process, however, is 
still functionally and anatomically incomplete, and we re- 
tain such elements of the earlier timetable as the sexual 
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interest of children at the age of four to five as well as the 
full growth of the ovary by the age of five. It is our belief 
that these vestiges of a phylogenetically earlier timetable 
form the biological basis for the observed phenomena 
that have been formulated into the concept of the Oedi- 
pus complex. 


ATTACHMENT BEHAVIOR 


Important as the prolongation of developmental 
phases is as a biological base for the Oedipus complex, it 
is by no means a complete explanation for so complex a 
manifestation. Other elements meld with it in a multi- 
factorial system of interactions and responses. Not the 
least of these is the high degree of helplessness of the hu- 
man child, which necessitates a high level of attachment 
behavior (11). In early infancy this attachment behavior 
is purely self-preservative; to attach libidinal significance 
to it at this stage is redundant. One should not confuse 
the infant’s gratification of the needs of its neural plea- 
sure centers with sexuality. That the focus of attachment 
behavior is transferred at later stages from the parent to 
the mate and that it eventually forms a basis for and part 
of adult love and bonding is a separate matter. One might 
define the initial life-preserving stage of attachment be- 
havior as a preadaptation for its eventual sexual function. 
This would represent a second strand in the cord of devel- 
oping sexuality, one that begins to shade into or take on 
an incipient sexual element as it entwines with anatomi- 
cal sexual development around the age of five. 


THE DOMINANCE FACTOR IN HUMANS 


The dominance factor is a third strand in developing 
sexuality. As we have mentioned, the normal dominance 
of adult primates over juvenile primates is usually suf- 
ficient to inhibit son-mother incest in nonhuman species. 
It is clear that there is also a dominance factor in hu- 
mans, wherein the mother is clearly dominant in relation 
to her children in their infancy. How is it, then, that a son 
may experience sexual feelings toward his mother at an 
age when his relationship to her is still plainly subordi- 
nate? 

Here we must digress briefly and refer to Monroe’s 
comment (12) that the fact that "normal" people find 
nothing in either their observation of children or their 
own memories resembling the Oedipus complex does not 
disprove Freud’s position. ““The unanalyzed neurotic 
manages to function successfully largely by active ‘suc- 
cessful repression’ of his Oedipus complex. The normal 
person has worked it through adequately, also with am- 
nesia for the early longings and misconceptions.” 

There is no doubt in our minds on the basis of the evi- 
dence that an oedipal phase exists as a physiological con- 
comitant of an anatomical vestige that provides a base or 
a rudiment for psychosexual development. Whether this 
phase has any significance for the “normal” individual is 
an interesting theoretical point, but it is not relevant to 
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our discussion. However, since there is abundant clinical 
evidence of psychosexual malfunction arising from this 
phase, the concept of the Oedipus complex is justified as 
an operational tool. Whether the Oedipus complex does 
not occur or exists and is suppressed in normal men, we 
have to assume that in these cases the mother-son inter- 
action was such that it did not lay the ground for psycho- 
sexual disturbance at a later time. When the mother’s 
dominant status is lowered in some way, then the ground 
is prepared for the son to fail to resolve the oedipal con- 
flict. 

A mother’s rank goes hand-in-hand with her inner 
feelings of self-esteem and self-confidence. When these 
feelings are diminished (because of, e.g., emotional im- 
maturity, unsatisfactory marital relationships, or psycho- 
logical or physical handicaps), she will display certain 
patterns of behavior, among which are the following: 
1) inconsistency—alternately cajoling and punishing the 
child, 2) placing the child on equal terms with herself and 
arguing with him, 3) looking upon the child as a play- 
mate, or 4) showing helplessness or any other pattern un- 
characteristic of the mother role. When this happens, the 
child responds with behavior that demonstrates the 
breakdown of the mother’s authority. What has tran- 
spired is that the child has sensed that his own rank is at 
least equal or perhaps superior to his mother’s and, the 
distance between them being diminished or eliminated, 
the mother is on the level of his peers, where she becomes 
a possible and available love object. In such cases, the 
third strand of the cord of the son’s sexual maturation 
does not combine with the other two in a harmonious 
way, and the natural son-mother incest inhibition is dis- 
turbed. 

We have invariably found, in reexamining case his- 
tories of psychosexual disturbances, material indicative 
of a breakdown of maternal authority (13). Conversely, 
we have noted among our acquaintances that the sons of 
strong, authoritarian mothers have stable marriages and 
satisfactory socioeconomic achievement. They do not be- 
come patients. 

There is, of course, a variation that would seem to run 
counter to our proposition. This variant is the "good 
son." His mother is usually an invalid, whose ills may be 
real or imaginery, or she is helpless and uses her help- 
lessness as a manipulative tool. At an early age, the son is 
assigned the role of “mother’s helper," and he soon be- 
comes what we might call a “junior husband." Even- 
tually, he becomes a pseudoparent for his mother. During 
the oedipal phase the child takes on the role of protector, 
which places him in a superior rank and would, accord- 
ing to our schema, make him susceptible to incestuous 
longings. If we add to this the seductive behavior that 
frequently accompanies this maternal pattern, the son 
finds himself obliged to repress or severely suppress any 
longings toward women in general. If the “good son" has 
a low sex drive, he becomes a primarily asexual bachelor. 
If his sex drive is within the normal range, he turns to ho- 
mosexuality. Unquestionably the father is an additional 
variable in this constellation, but this factor is outside our 
present subject. 


THE FATHER’S ROLE 


A fourth strand in psychosexual development and in 
the Oedipus complex is the role of the father. The biologi- 
cal and evolutionary vestiges of the father’s part in the 
Oedipus complex are easier to discern as a result of eth- 
ological observations in many species of the seasonal 
challenges by the rising generation to the established 
males. In some primate species—especially those most 
closely related to man-——animals are sexual for a large 
part of the year (14), and dominance challenges are there- 
fore not confined to particular seasons. The evolutionary 
basis of castration anxiety (which Freud considered an 
essential part of the Oedipus complex) may therefore be 
seen as a loss of sexuality that the primate male experi- 
ences in the presence of a dominant animal. Social prac- 
tices vary among the various primate species and (as in 
humans) to some extent between geographically sepa- 
rated groups of the same species. The hamadryas baboon 
male, for instance, will not permit any other male to ap- 
proach his females, whereas a dominant male chim- 
panzee may permit copulation in his presence with appar- 
ent indifference (although he normally exercises his 
prerogative at the time of the female’s ovulation). Never- 
theless, even in the comparatively open society of chim- 
panzees, whenever a dominant male choses to intervene a 
subordinate will abandon the female to him. 


STATUS, SURVIVAL, AND PHYSIOLOGY 


It bears emphasizing that, in terms of survival, it is just 
as important for the individuals in any group of animals 
to be programmed to give up when necessary as to be 
able to fight when necessary. If this programming did not 
occur, there would be nothing but fighting to the death, a 
state of affairs that obviously would not promote survival 
of the species (15). 

To understand how this factor operates, we must ex- 
amine the hormonal mechanisms that promote it. Very 
slight variations in quantity or, perhaps, quality result in 
the differences in each generation’s competitions for 
status, although all individuals are endowed with basi- 
cally the same hormonal equipment. 

Recent research at primate centers such as the Yerkes 
Regional Primate Center of Emory University, Atlanta, 
Ga., has shown that there is a significant correlation be- 
tween status in the group and testosterone produc- 
tion (16). It is difficult to determine whether enhanced 
hormone production leads to high status or vice versa. It 
is probable that, as in most organic states, there is a cir- 
cular effect in which either leads to the other. In any case, 
it appears that an animal with high status and high ag- 
gression also has high testosterone levels. 

When experimenters forcibly interfered with the social 
standing of a dominant animal (by physically restraining 
it, removing it to another compound where it had no es- 
tablished status, or by other means), its testosterone level 
dropped (16). On the other hand, when a lower ranking 
animal was given injections of testosterone, its aggres- 
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siveness was enhanced and its social status rose. Con- 
versely, when a lower ranking animal was manipulated 
into higher status (by removing those that outranked it 
from its compound or by other means), its testosterone 
levels rose, showing a clear connection between sex hor- 
mone production and social status. 

The lowering of testosterone levels with the loss of 
rank that we see in nature could be viewed as a form of 
castration. While the administration of testosterone in 
man does not affect sexual status in the same way, prob- 
ably because of cultural factors, some vestiges of these re- 
sponses may have been retained. The initial formulation 
of castration anxiety viewed it as a fear of the real or 
symbolic loss of the genital apparatus. As we see in other 
primate species, what is lost is not the apparatus but the 
power to use it. We also observe that there is a close con- 
nection between this power and the animal's sense of 
rank. Interestingly, castration anxiety more recently has 
been understood by the general public to mean a meta- 
phorical loss of male rank. A woman who dominates a 
male is referred to as a "castrater." Conversely, high 
rank has a phallic connotation (Henry Kissinger has been 
quoted as remarking, “Power is the ultimate aphrodi- 
siac’’). 

There are certainly other factors than the four strands 
we have identifed as separate but entwined elements of 
normal or abnormal sexual development. Among them 
are those which derive from cultural bases. We have no 
wish to disregard the multiplicity of factors involved in 
behavioral determination or the feedback character of 
their interplay—it has been our purpose only to identify 
the evolutionary elements among them. 


CONCLUSIONS 


There appears to be a sound biological foundation for 
the concept of the oedipal phase and the Oedipus com- 
plex, including castration anxiety. This could be of more 
than theoretical interest, as a focus on the inter- 
relationship between sexuality and rank could provide a 
broader basis for the psychoanalytic therapy of sexual 
problems. Also, a knowledge of evolutionary devel- 
opment and an awareness of ethological findings may 
contribute greatly to the understanding and broadening 
of other psychodynamic formulations. 
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The Impact of Medical School on Future Psychiatrists 


BY DONALD LIGHT, JR., PH.D. 


Although psychiatry and clinical medicine share ideals 


about what distinguishes a good practitioner, medical 
schools do not select students on the basis of these 
qualities. Moreover, they seem to discourage many 
interested students from choosing psychiatry. Part of the 
problem is that psychiatry is poorly taught. Research 
suggests that psychiatry can be better taught and that 
medical students will be receptive. However, the clash 
between the values of technological medicine and 
psychiatry has created discouragement, with the ironic 
result that medical students rate psychiatrists poorly 
because they embody the very qualities that distinguish 
the good clinician. 


EVERY PROFESSION has an ideal of itself. In recruiting, a 
profession seeks candidates who come closest to that 
ideal. In training, a profession shapes and polishes its re- 
cruits, putting forward its finest examples for the next 
generation to emulate. Most of us naturally assume that 
recruitment and training complement each other, but this 
is not always the case. 

In psychiatry, for example, medical school is both a 
source of recruitment and a training experience. This 
double function makes it important to examine the im- 
pact of the medical school experience on potential or fu- 
ture psychiatrists. Because it intertwines the two profes- 
sions, this relationship mingles the ideals and goals of 
medical recruitment and training with those of psychiat- 
ric recruitment and training. In this paper I will draw 
upon the relevant research and attempt to analyze some 
of these relationships. 

The ideal doctor has not changed much over time. Lev- 
itt cited the description of the ideal student from Sam- 
hita, the Hindu book of medicine, as follows: “born of a 
good family, possessed of the desire to learn," and having 
"strength, energy of action, contentment, character, self- 
control, a good retentive memory, intellect, courage, pu- 
rity of mind and body, and a simple and clear compre- 
hension" (1). Recent descriptions of the ideal doctor are 
only slightly different. For example, one author stated 
that the ideal physician is "compassionate, sympathetic, 
perceptive and understanding and he likes human 
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beings" (2). The qualities of the ideal psychiatrist are 
strikingly similar, suggesting an enviable compatibility 
between general medicine and psychiatry. 


PATTERNS OF SELECTION 


In practice, however, a different picture of the medi- 
cine-psychiatry relationship emerges. Medical schools se- 
lect students primarily on the basis of grades and test 
scores, with other idiosyncratic factors entering into the 
final selection. They do not, therefore, select for the qual- 
ities that make a good clinician; rather, they indirectly 
give preference to qualities that all too often accompany 
a strong premed record—an intense compulsiveness, in- 
tellectual narrowness, and, sometimes, difficulties in get- 
ting along with other people. By contrast, psychiatry be- 
gins with a pool of technically competent candidates and 
concentrates on selecting people who manifest qualities 
that distinguish a good clinician in any field. 

This picture suggests that medical schools recruit 
against the best interests of both medicine and psychia- 
try, particularly in terms of primary care. A sensible rem- 
edy would be for medical schools to first screen out can- 
didates whose scores are too low to be considered and 
then to use psychological tests and interviews for making 
the final decision. This would balance technical skills 
with the clinical ideals of the profession. 


THE MEDICAL SCHOOL EXPERIENCE 


The impact of the experience of medical school on po- 
tential psychiatrists was measured in a study at Tufts 
Medical School (3), where 58 percent of the freshmen ex- 
pressed a high interest in psychiatry and 2] percent listed 
psychiatry as their first choice for a specialty, putting 
psychiatry in a tie for first place with surgery. However, 
by the fourth year, only about 10 percent of a given class 
entered psychiatry. Despite continued efforts to integrate 
psychiatry into medical training, particularly through the 
emphasis of treating the "whole man," studies indicate 
that medical school actually discourages interest in psy- 
chiatry. The ironic inference is that psychiatry rests its 
claims for professional status on a profession that is hos- 
tile toward it. 


Faculty Influence 


Does the problem lie with medical school faculty? 
Somehow it must, yet a careful study of faculty influence 
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found little evidence to this effect. When Coker and asso- 
ciates (4) asked a large sample of students from eight 
medical Schools about the greatest influences on their ca- 
reer decisions, 54 percent mentioned informal faculty in- 
fluences. Each student named faculty members who were 
most influential in various ways. When these responses 
were organized by specialty, professors of internal medi- 
cine were named six times more often than psychiatrists 
as someone a student would talk to about choosing a spe- 
cialty and nine times more often as the person who had 
most influenced the student's view of medicine. Profes- 
sors of psychiatry were chosen least often in every other 
category of influence—they were the lowest-ranked spe- 
cialty regardless of how students were asked to rate facul- 
ty. 
The paradox arising from the results of the Coker and 
associates’ study is that the "influential" faculty did not 
seem to affect the medical values of the students who 
named them. À comparison of three groups of students— 
1) those who chose no faculty member as influential, 2) 
those who chose a faculty member who felt one way 
about any of a range of values, and 3) those who chose a 
faculty member who felt the opposite way— revealed that 
these three groups exhibited the same distribution of 
opinion about the values investigated. Other studies have 
also found that medical school does not influence profes- 
sional values (5, 6). 

More to the point is the influence of faculty on the 
choice of a specialty, particularly psychiatry. Here, Co- 
ker and his associates found that 53 percent of those few 
students who chose a psychiatrist as an adviser on career 
decisions also chose psychiatry for themselves, which is 
clearly higher than the percentage of students choosing 
same-specialty career advisers in internal medicine (27 
percent) or surgery (38 percent). It could well be that 
these students had a commitment to psychiatry before 
they chose a psychiatrist as a career adviser, and there is 
some indication in the data that this is the case. More im- 
portant, only 6 percent of the students chose a psychia- 
trist as the person to whom they would go for advice on 
selecting a specialty. 

Thus, we have not found a specific cause in the faculty 
for the dramatic loss of interest in psychiatry during 
medical school. In fact, half of the professors in Coker 
and associates’ study believed that students did not place 
enough importance on the development of warm rela- 
tions with patients. 

Although there is no evidence that faculty directly dis- 
courage students, the curriculum itself seems fundamen- 
tally hostile to psychiatry. Some argue that introducing 
more psychiatry into the curriculum is not enough. 
Galdston wrote, 


The now prevailing philosophy [in medical education] is 
Cartesian in derivation and atomistic in character. It fosters 
the disnemberment of man. What we need is a philosophy of 
medicine and of medical education that perceives man and 
understands him holistically, ecologically, and existentially. 
These may be odd terms, but they do encompass what is req- 
uisite for the modernization of medical education and medi- 
cal service. 
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The young medical man who comes to us for his residency 
training in psychiatry all too often brings with him a quan- 
tum of attitudes and beliefs which impede his learning of psy- 
chiatry. (7, pp. 990-991) 


Influences of Pressure and Personality 


On a more personal level, the gruesome pressures of 
medical school have long been known to require or gener- 
ate qualities in medical students that are quite at odds 
with the profession’s ideal of the physician. Successful 
students "are usually obsessive, compulsive, orderly, 
highly organized, responding primarily to the dictates of 
their own conscience" (1). MacDonald (8) found that the 
most frequent ideal among first-year medicai students 
was that of a critical-sadistic person. Four common pat- 
terns of "adjustment" to medical school are 1) emotional 
constriction, 2) fierce concentration on grades, 3) manip- 
ulation of others to get ahead, and 4) high anxiety (1, 7). 
The incidence of pathology severe enough to require psy- 
chiatric assistance ranges from a minimum of 20 percent 
to a maximum of 46 percent in different schools. Levitt 
drew on 53 references to conclude, 


The brief historical and social portrait of the student 
from the beginnings of medicine onward plus the personal 
and professional expectations of him are presented to in- 
dicate the massive stress that is placed on an ego that is still 
in the process of becoming. The rapid technological advances 
and social demands constantly increase the stress and in- 
exorably produce emotional turmoil in every student. (1, p. 
210) 


Several authors have focused on the rise of cynicism 
during the four years of medical school (9-12). This has 
been interpreted by Becker and Geer (13) as the process 
of medical students realistically adjusting their initial 
idealism to actual practice, but the cynicism scales that 
were used have little to do with such adjustment—they 
tap a more basic outlook on life. Moreover, general cyni- 
cism does not seem to increase in training programs in 
such fields as nursing or law (9), and thus it is not simply 
part of "maturity." 

Since psychiatry depends so heavily on the personal 
strengths and resources of its practitioners, the assault by 
medical school on these qualities is an important aspect 
of recruitment into psychiatry. As Winnecott wrote, 


The doctor's long and arduous training does nothing to 
qualify him in Psychology and does much to disqualify him. 
It keeps him so busy from eighteen to twenty-five that he 
finds he is middle aged before he has the leisure in which to 
discover himself. (14, p. 116) 


Although cynicism decreases after the student gets 
into psychiatry (15), considerable damage may have been 
done by that time. 


Technology and Training for Humane Care 


The general problem of training humane doctors and 
the specific tensions between psychiatry and medicine 
have not gone unnoticed. In a time of community prac- 
tice, these problems go to the heart of good medicine. 


Over the past two decades, there has been general agree- 
ment that a technological emphasis pushed humane care 
into the shadows of medical training. In response, scores 
of programs have been launched to bring psychiatric in- 
sights into the center of medical education. 

A mood of optimism now pervades which suggests that 
the inhumane, antipsychiatric days are over. However, 
studies of what medical students actually learn are dis- 
couraging. A recent survey of five medical schools in 
Philadelphia revealed that half of the students believed 
that a person who talks about suicide will not go ahead 
with it, half believed that masturbation frequently causes 
mental illness, two-thirds thought a psychotic could not 
hold a job, and one-third believed that neurosis is diag- 
nosed by excluding organic factors (16). Even when stu- 
dents do learn, they do not alwavs apply their knowledge 
in practice (16). 


MEDICAL STUDENTS’ OPINIONS OF PSYCHIATRY 


Psychiatry is rated as one of the most poorly taught 
specialties (4, 16). Graduates of 41 American and Cana- 
dian medical schools cited a lack of discernible purpose, 
poor organization, lack of coordination with clinical ex- 
periences, and poor teachers (16). Much of the teaching is 
done by lecture, and 20 percent of the respondents said 
their clinical experience amounted to observing demon- 
strations. The majority never began or completed the 
treatment of their clinical cases. Thirty-six percent re- 
ported little or no supervision, and 38 percent felt they 
had received no guidance from supervisors. Despite such 
discouraging experiences, half of the physicians said they 
needed more psychiatry to practice medicine well, and 
three-fourths said they enjoyed trying to understand a 
patient’s problems. In these data, we again find a stifling 
of widespread interest, but we also find a clear mandate: 
make psychiatry a living clinical experience with ex- 
cellent supervision (16-18). 

The experience of psychiatry and its image in medical 
school influence students’ perspectives on the profession 
and therefore have an influence on who will decide to en- 
ter it. In general rankings of medical specialties, psychia- 
try rates low (18-21). Students rarely give psychiatry as a 
second choice; it is a first choice for some, but a third or 
lower choice for everyone else. 

Psychiatrists are seen as less competent and more lik- 
able than surgeons or internists. For example, medical 
students in one study considered psychiatrists to be less 
clear thinking, less realistic, and less alert than the other 
two groups of specialists—but they were also considered 
less rigid, less arrogant, more easygoing, and more sensi- 
tive (18). A three-week clerkship in psychiatry reinforced 
both sides of this perspective: 


The greatest changes were in the students’ perceptions of 
the style of relationships that psychiatrists form. Not only 
were the psychiatrists ... seen as more considerate, friendly, 
gentle, and informal, but they were also perceived as being 
more appreciative, calm, humorous, and relaxed. (18, p. 251) 
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The point is that the very qualities that give psychiatry 
a low rating among medical students, who esteemecom- 
petence and boldness, are in fact the marks of eom- 
petence in psychiatry. Thus, medical students perceive 
psychiatry with some accuracy, but from the hostile per- 
spective of technical medicine. 

The results of other studies reflect an even more nega- 
tive image of psychiatry among medical students (11, 12). 
One reseracher followed a small group of students for 
four years and found that their evaluation of a full range 
of psychiatric treatments, from electroconvulsive therapy 
to psychotherapy, worsened significantly over that 
time (12). Another study examined medical students’ 
opinions of various specialties and found that only psy- 
chiatrists were characterized as deeply interested in in- 
tellectual problems, yet they were also described as con- 
fused thinkers and as emotionally unstable (11). More 
clinical experience led these students to see psychiatrists 
as less intellectual and more confused. Overall, their 
views were similar to the public's ideal image, even 
though they had worked closely with psychiatrists. 


WHO CHOOSES PSYCHIATRY? 


Amid these reports of bad teaching, low status, and a 
poor image, one must ask, What kind of person retains 
an interest in psychiatry? He/she claims a great interest 
in intellectual problems and research, although his/her 
academic record may not be distinguished (11, 22). In 
one study, psychiatric students scored high on complex- 
ity of thought and on introversion (11). Students with a 
strong interest in psychiatry are also less committed to 
medicine and more likely to have considered another 
career than other medical students. Their decision is 
more likely to have been their own rather than one that 
was encouraged by their family (3, 9, 22). 

As a group, potential psychiatrists are more anxious 
than other students in medical school. However, there are 
probably significant differences within this group, partic- 
ularly between those who decided early to become psy- 
chiatrists and those who wanted to become doctors but 
found they liked psychiatric work more than other medi- 
cal practice. The first type of individual is intellectual, 
probably captivated by the psychoanalytic theory of 
mind, and enters medical school primarily as a means to 
becoming a psychiatrist. He is less likely to be uncertain 
and anxious than the late decider, who vacillates and es- 
sentially changes his career and his self-image in mid- 
stream (23). However, some early deciders may be more 
anxious, cynical about what they see happening in medi- 
cine, and isolated from the general student culture (3, 24). 

Candidates for psychiatry score low on measures of 
prejudice and of authoritarian attitudes (20, 21, 25, 26). 
Low authoritarianism is in turn linked to low scores on 
aggression and orderliness and high scores on in- 
trospection and nurturance. Moreover, authoritarianism 
is inversely related to admiration for psychiatry. Thus, 
nonauthoritarian students score high on qualities valued 
in psychiatry, are more likely to admire psychiatry as a 
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specialty, and also emphasize understanding as an impor- 
tant attribute of a good physician. This research should 
be vitwed in relation to findings that most medical stu- 
dent$ do not like psychiatric patients because they are not 
friendly and cooperative, and most prefer not to treat 
patients with emotional illnesses (6). 

Another trait found among potential psychiatrists is 
high death-anxiety, which 1s again inversely related to au- 
thoritarianism. Livingston and Zimet (21) discovered 
that medical students' defense regarding working around 
dying people comes not from learning detached concern 
but from their own personalities. Anxiety about death 
does not decrease during medical school—it actually in- 
creases in the third year, indicating that early work with 
cadavers and experimental animals does not prepare 
sensitive students for working with human patients. 
Different kinds of personalities sort themselves out by 
specialty, with psychiatry and pediatrics getting a 
preponderance of nonauthoritarian students with high 
scores on death anxiety. Livingston and Zimet also 


pointed out that extremely nonauthoritarian as well as, 


authoritarian personalities can prevent stable, anxiety- 
free relations. 


Too much authoritarianism distorts the physician's sense 
of reality and renders him incapable of a beneficial relation- 
ship with his patients; too little makes the physician liable to 
doubts, extreme introspectiveness, and a pathologic sensitiv- 
ity that makes him unable to retain the detachment necessary 
for useful service to a suffering human being. (21, p. 229) 


Livingston and Zimet summarized the research in this 
area when they stated, “The inability of a medical stu- 
dent to view a patient as a ‘whole man,’ as psyche and 
soma, is not an isolated trait but part of a whole person- 
ality syndrome characterized as authoritarian” (21, p. 
224). This observation has multiple implications for 
selection into both medicine and psychiatry. First, aside 
from extreme cases, the students who would be the best 
practicing physicians ironically are the most likely to be 
turned off by medical school and to be oriented toward 
psychiatry. Second, at a time when psychosocial func- 
tions of medical care are seen as very important, medical 
schools are not selecting students on the basis of person- 
ality traits and therefore may be admitting many stu- 
dents who will not perform these functions well (27). 
(Note, however, that when medical schools choose 
women over men, they are more likely to get students 
who are independent but not aggressive, sensitive and 
emotionally expressive but strong [28].) Finally, it seems 
psychiatry gets many of the candidates it wants only 
because they slip into medical school on other merits. 


CONCLUSIONS 


By insisting on a medical degree, psychiatry finds itself 
in the awkward position of letting another profession se- 
lect its pool of candidates on different if not counter- 
productive grounds. Then, the medical school experience 


may discourage many of those interested in psychosocial | 
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problems from choosing psychiatry. From the larger per- 
spective of health care, however, it is medical school that 
emerges as a pathological institution which selects stu- 
dents on the wrong criteria and downplays the qualities 


. long esteemed in clinical work. 
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Computer Content Analysis of Schizophrenic Speech: A Preliminary Report 


BY GARY J. TUCKER, M.D., AND STANLEY D. ROSENBERG, PH.D. | ? 





Computer analysis significantly differentiated the 
thematic content of the free speech of 10 schizophrenic 
patients from that of 10 nonschizophrenic patients and 
from the content of transcripts of dream material from 
10 normal subjects. Schizophrenic patients used the 
thematic categories in factor 1 (the “schizophrenic 
factor’) 3 times more frequently than the 
nonschizophrenics and 10 times more frequently than the 
normal subjects (p<.01). In general, the language content 
of the schizophrenic patient mirrored an almost agitated 
attempt to locate oneself in time and space and to defend 
against internal discomfort and confusion. The authors 
discuss the implications of this study for future research. 


AS THE TREATMENTS for psychiatric illnesses have be- 
come more specific, we have seen the interest of psychia- 
trists return increasingly to the phenomenology of mental 
illness. Regardless of the patient's own history, family 
history, or even the presenting clinical picture, we place a 
great deal of emphasis (as Rosenhan's widely publicized 
recent study has shown [1]) on precisely what the patient 
tells us or complains of. However, there is probably no 
phenomenological area more difficult to study in a sys- 
tematic way than the mass of verbal productions that a 
patient presents to us. There have been many attempts to 
study the language of patients, particularly of schizo- 
phrenics. Most of these studies have focused on two 
areas: the evaluation of the formal or structural aspects 
of language (grammar, syntax, etc.) (2, pp. 469-503; 3; 4) 
and the examination of content or thematic differ- 
ences (5-10). The latter is the research technique most 
closely akin to the clinical interview and to everyday 
practice. 

While clinical experience argues that an understanding 
of language characteristics is crucial to a phenomenology 
of psychosis, a number of difficulties have limited 
progress in this area. Quantitative studies of the form or 
content of language have traditionally required many la- 
borious hours of scoring and have struggled under the 
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burden of attempting to establish reliability without sac- 
rificing meaning (2, pp. 469-503; 5; 7-10). Most quan- 
titative analyses have focused on material written by 
patients (which may be very different from free speech), 
and most have used scoring techniques that require many 
subjective judgments. 

However, whether they focus on content or formal 
structure, all of these studies ask the same question: 
What makes this speech "crazy," “unique,” or *'differ- 
ent”? There must be something in the free speech of 
these patients that we can characterize. Brown (11) re- 
cently noted that even the most bizarre or delusional con- 
tent can be made credible and lose its "crazy label" if we 
preface it with the statement, “I dreamt.” At the same 
time, it seems that the spontaneous verbal productions of 
the prospective patient are a primary cue that clinicians 
use in their decision to affix the diagnosis of schizophre- 
nia to a given case. Moreover, this diagnosis is a fairly 
common one. There is something (or a combination of 
things) that a person can say to make the clinician infer 
that he suffers from schizophrenia. We are concerned 
with specifying the linguistic cues that the patient 
presents to trigger this inference. 

In our study we have tried to combine modern com- 
puter methods and analysis with a phenomenologic study 
of the experience of schizophrenic patients as expressed 
in their free speech. We have attempted to answer the fol- 
lowing questions: 1) Can the content of schizophrenic 
speech be differentiated from that of nonschizophrenic 
speech as well as from the content of dream material? 2) 
Can a reliable, objective, and simple technique to do this 
be devised through the use of modern computer tech- 
nology? 


METHOD 


Subjects and Setting 


The subjects included in this study consisted of the fol- 
lowing three samples: 10 schizophrenic patients, 10 non- 
schizophrenic patients, and 10 normal subjects. The tech- 
nique used in the selection of these subjects and the 
interview method have been previously reported (8-10). 

The only criteria for the selection of subjects focused 
on making the three groups comparable in age, sex, and 
social class. The normal subjects were selected on the 
basis of 1) exhibiting no overt pathology and 2) demo- 
graphic similarity with the two patient groups. The schiz- 
ophrenic and nonschizophrenic patients were sequential 


«admissions to the acute inpatient service of a general hos- 
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l. The diagnosis of these patients was arrived at by 
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consensus of two clinicians, who classified the patients 
according to APA diagnostic criteria (12) as well as by 
the New Haven Schizophrenia Index (13). The diagnoses 
of the nonschizophrenic patients included neurotic de- 
pression, character disorder, etc. All of the patients could 
be classified as acutely ill, and the schizophrenic patients 
would be classified as reactive- rather than process-type 
-= schizophrenics. Each of the three groups consisted of 5 
men and 5 women. The median age of the three groups 
was 20 years, and the subjects fell into the range of lower 
to upper middle-class. 

The transcripts of dream material from the normal 
subjects were obtained as part of a larger study of the 
normal dream activity of individuals who were partici- 
pating in sleep studies.' The subjects were awakened after 
they had experienced 10 consecutive minutes of rapid- 
eye-movement sleep and were asked promptly to describe 
their dreams. The transcripts from the patients were ran- 
domly selected from a larger sample of transcripts pre- 
viously collected (8-10); they were obtained during a 
standardized 15-minute interview during the patients’ 
first week of hospitalization. All of the patients were 
given the same instructions; after this introduction the in- 
terviewer, an experienced psychiatrist, spoke only when 
he thought it necessary to encourage the patient to con- 
tinue talking, and his comments were limited to that goal. 
This technique has been previously described and used in 
other studies (8-10). The tapes were then transcribed to 
typescripts and corrected by the interviewer prior to con- 
tent analysis. 


Content Analysis 


These samples of free speech were analyzed through 
the use of a Dartmouth adaptation of the General In- 
quirer Computer Content Analysis Program and the 
Harvard III Psychosocial Dictionary (2, 14). Although 
many of the transcripts were fairly long, only 600 mes- 
sage units or about 600 words were placed into the com- 
puter for each subject for analysis. This limitation was 
imposed by the storage capacity available to us. To en- 
sure comparability and prevent selection bias, the first 
600 words of each transcript were used, and this generally 
represented a large percentage (usually more than two- 
thirds) of the entire interview. 

The General Inquirer Computer Content Analysis 
Program simply allows these typescripts to be processed 
by the computer so that they can be grouped into various 
thematic categories depending on the dictionary that is 
used. The General Inquirer program is actually a series 
of programs that does such things as arrange the words 
into alphabetical order, remove suffixes such as “‘-ed” 
from words, and allow these words to then be searched 
for in various available dictionaries. The Harvard III 
Psychosocial Dictionary allows 3,500 words (most of the 
words used in everyday speech) to be placed into 84 
thematic categories that have been specifically selected 
for their psychological and sociological relevance (see ap- 


"These transcripts were provided by Dr. Peter Hauri, Department of 
Psychiatry, Dartmouth Medical School. 
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pendix 1). They cover such areas as emotional states, 
thoughts, evaluation, and cultural objects and settings. A 
fuller description of the programs and the dictionary can 
be found in The General Inquirer (2). Using this tech- 
nique we were able to “tag,” or categorize, over 90 per- 
cent of the words used in these typescripts. 


Data Analysis 


The output of these computer programs can be listed 
as the combined frequency of the appearance of words in 
each of the 84 thematic categories. The program also has 
the capability of identifying specific sentences in any of 
the typescripts and also the appearance of specific the- 
matic categories in any sentence in the typescripts. Con- 
sequently, individual themes and sentences can be exam- 
ined in their actual context. The combined frequencies of 
the three groups of subjects were then studied by a one- 
way analysis of variance and a factor analysis. In this 
particular study we were concerned with each subject's 
range of vocabulary rather than his possible repetition of 
any given word. The issue of repetition of words in schiz- 
ophrenic speech has been previously studied (15). Con- 
sequently, our analysis was based on the subjects' initial 
use of each word but disregarded the subsequent use of 
the same word. Later studies will examine the relation- 
ship between the range of vocabulary and repetition of 
words. 


RESULTS 
Thematic Categories 


Seventeen thematic categories significantly differ- 
entiated among the speech samples of the three groups 
(table 1). Fourteen categories significantly differentiated 
schizophrenic patients from nonschizophrenics. These 
categories can be grouped into the following three gen- 
eral areas: those that represent 1) heightened emotional 
states, such as the categories of avoidance, attack, over- 
statements, and sense; 2) orientation to people in the en- 
vironment, with categories denoting such things as refer- 
ences to space, time, and sensation; and 3) attempts to 
explain their condition, with categories such as get, cause, 
ought, and self. 

The nonschizophrenic patients were significantly dif- 
ferent in their more frequent use of the categories of 
ideal, if, and medical. It is interesting that the dream 
subjects scored significantly higher on only the category 
of urge. This category includes such terms as drive states, 
dream, eager, and incentive. If we now look at the magni- 
tude of mean differences among the groups, we see that 
in 10 categories the dream subjects and nonschizo- 
phrenic patients were more similar to each other than 
they were to the schizophrenics (see table !). In many 
ways, then, it appears that speech content associated 
with schizophrenia is less like the content of dream 
material than we might assume. The dream subjects 
used 5 categories much less often than the two patient 
groups (self-reference, ideal-value, if, cause, and medi- 
cal); the nonschizophrenic patients’ use of 2 of these 


au 


TABLE I 


Frequency of the Categories Significantly Differentiating Among the 
Three Groups 








Nonschizo- Dream Schizo- Level of 

Category phrenics Subjects phrenics — Significance* 
Self-reference 2.80 1.60 3.80 p«.008 
Neuter role** 1.40 1.20 2.50 p«.03 
Time 

reference** 10.30 7.90 17.50 p<.0l 
Space 

reference** 7.40 7.50 11.00 p< .08 
Ideai-value 3.00 1.60 2.90 p«.08 
Urge 0.50 1.40 1.00 p«.04 
Sense** 2.00 2.80 4.10 p«.07 
If 3.50 1.80 3.20 p«.05 
Equal 0.60 0.10 1.00 p«.08 
Cause 1.70 0.90 1.90 p< .02 
Ought** 0.50 1.00 1.80 p< .06 
Attack** 0.40 0.90 2.30 p«.02 
Avoid** 1.00 0.60 2.20 p«.03 
Attempt** 0.50 0.30 1.40 p«.02 
Get** 3.70 2.60 5.00 p«.04 
Medical 1.70 0.20 1.10 p< .002 
Overstate** 7.50 5.20 10.90 p< .002 


* By analysis of variance. 
** Significantly differentiated schizophrenic patients from nonschizophrenics 
and dream subjects. 


categories (self-reliance and cause) fell between that of 
the other two groups. In general, dream content is less 
similar to schizophrenic content than it is to the speech 
of hospitalized nonschizophrenics. 


Delineation of Factors 


All of the trends indicated by the analysis of variance 
were confirmed by factor analysis. What seems to emerge 
could be called a “schizophrenic factor” (table 2). Taken 
as a whole, factor 1 (schizophrenic factor, Eigen value = 
12.2) represents categories that were used 3 times 
as frequently by schizophrenic patients as by non- 
schizophrenics and 10 times more frequently by schizo- 
phrenics than by dream subjects. In referring back to 
our analysis of variance, 7 of the 12 categories that load 
on factor 1, including the 4 with the highest factor load- 
ings, significantly differentiated the three groups. Schizo- 
phrenic patients exhibited the highest mean scores on 
each of these variables. Moreover, analysis of variance of 
the factor scores significantly differentiated the three 
groups (F=5.04, p«.01). Factor | accounted for 38 per- 
cent of the variance in category usage. This latter figure is 
quite high when one considers that the dictionary con- 
tains so many categories, and it is also high compared to 
past studies of other types of data using this same dic- 
tionary (2, pp. 469-503; 7; 15). 

If we examine the schizophrenic factor, it becomes ap- 
parent that the schizophrenic patient—by his very choice 
of vocabulary—is telling us about his experiential state. 
That is, he is exhibiting a heightened concern with the self 
in a context of distress and disorientation. Moreover, his 
concerns seem to be grounded in an inability to find an 
appropriate stance in the interpersonal environment. For 
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example, the schizophrenic both attacks and avoids oth- 
ers. His use of overstatement, as well as time and space 
references, bespeaks an agitated need to locate the self. 
Such findings are highly congruent with the descriptions 
of those who have worked intensely with schizophrenic 
patients (16-18). 

The therapist who attempts to enter the interpersonal 
field of the schizophrenic patient finds that he will contin- 
ually approach and then flee. He often pursues closeness 
itself by such primitive means as aggression or fantasies 
of devouring the therapist as a means of magical incorpo- 
ration. The patient struggles to find an acceptable level of 
intimacy, feeling alternately threatened by closeness and 
fearful of distance. It has been repeatedly stated that the 
obviously schizophrenic individual has severe boundary 
disturbances that make the presence of another person 
highly threatening and that also make time and space in- 
substantial for him. This sense of being unanchored in a 
chaotic universe is generally quite terrifying. Our acutely 
ill patients may be seen as grappling with this experience 
of psychotic disorganization. Their condition seems to 
represent not so much a suspension of or defect in ego 
processes as an attempt by the embattled (and perhaps 
defective) ego to survive in the face of extreme stress. It 
may be that they move toward specificity and over- 
statement to counteract their fear of dissolution and 
chaos. Self-reference may increase as an antidote to the 
fear of loss of the sense of self. 

Factor 2 (table 2) seems to denote themes relating to 
attempts to explain and in some sense negate this condi- 


TABLE 2 
Factor Analysis of the Speech Samples of the Three Groups 


Factor and Categories Loading 
Factor I 
Other -.57 
Think -.57 
Overstate -.66 
Time reference -.70 
Get ~.70 
Distress -.73 
Move -.15 
Peer -.76 
Avoid -.77 
Space reference -.81 
Attack -.84 
Self -.87 
Factor 2 
If -.36 
Move -.40 
Ought -.42 
Think —,43 
Other -.46 
Work -.62 
Academic -.72 
Not -.77 
Higher status -.78 
Factor 3 
Community -.86 
Attempt -.52 
Urge -.37 
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tion. Factor 3, which represents a very small factor, is less 
clearly understandable in theoretical terms. Although the 
themes in both factors 2 and 3 were used most frequently 
by the schizophrenic patients and showed a tendency 
toward significantly differentiating this group from the 
other two groups, most of them were not statistically sig- 
nificant. Perhaps by increasing the sample size they will 
eventually be brought to a significant level. 


DISCUSSION 


In terms of the questions we asked, it does seem pos- 
sible to differentiate schizophrenic speech from non- 
schizophrenic speech on the basis of content or thematic 
material alone. It is of interest that the picture which 
emerges, particularly from factor 1, seems to be consist- 
ent with clinical experience in that the content analysis 
revealed a person who is experiencing a high degree of 
self-concern linked with confusion and distress. The con- 
tent mirrors an agitated attempt to locate oneself in time 
and space and vividly portrays internal discomfort and 
attempts to counteract the fear of others and the environ- 
ment. It is also interesting that the themes differed mark- 
edly from those in the transcripts of the dream subjects. 
The dreams were included in order to evaluate the sim- 
ilarity of dream content to the schizophrenic state. Both 
conceptually and descriptively, many writers (16-18) 
have likened the acute schizophrenic state to a dream in 
that both represent a breakdown of ego processes and a 
subsequent outpouring of primary process material. 

The marked difference that we found between the two 
raises many questions about precisely where one finds the 
closest analog of primary process thinking. It clearly 
does not appear that dream material is so distinct the- 
matically or in terms of content. Perhaps it is the struc- 
ture of dream material that makes it appear so distinctive 
to us. That is, it may exhibit such characteristics as con- 
densations, time shifts, and symbolic meanings, while the 
content itself is not that remarkable. Conversely, the con- 
tent of the speech of the schizophrenic patient is itself 
quite distinctive aside from its structural features. It con- 
veys itself to the clinician as confusion, internal and ex- 
ternal fears, and extreme ambivalence. Given these con- 
tent cues, the listener may secondarily begin to look for 
structural distinctions such as looseness of associations, 
blocking, etc. Consequently, the structural defects that 
are reported (often at different times or not at all) may be 
arbitrary distinctions made by the clinician after he is ori- 
ented to a schizophrenic diagnosis by the distinctive con- 
tent of the patient's speech. 

The picture of the patient as represented in the content 
analysis—that of a person who is preoccupied with orien- 
tation and is to some degree confused—is in itself inter- 
esting and similar to the picture of a patient with an or- 
ganic brain syndrome. In previous studies we have 
demonstrated that the thinking disturbances noted in 
schizophrenic patients are often related more to minor 
neurological impairments than to the specific diagnosis 
of schizophrenia (19, 20). Interestingly, Gottschalk and 
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Gleser (5), who used a content analysis technique, could 
differentiate schizophrenic patients from all other diag- 
nostic groups except that of organic brain syndrome. The 
use of this technique in future research that compares 
patients with organic brain syndrome and schizophrenia 
might further clarify the meaning of these findings. 

In answer to our second question, this technique can 
be used reliably and simply once it is set up and in opera- 
tion. It clearly obviates the problem of depending on 
judgments by human scorers. The technique seems to be 
capable of simply and objectively analyzing large 
amounts of verbal material. However, the importance of 
the technique is not in the preliminary results so much as 
it is in the following implications for future research: 

l. It may be used in the evaluation of treatment tech- 
niques and patients in remission. 

2. It may be useful in comparing schizophrenic 
patients with patients suffering from other psychotic 
states such as the manic type of manic-depressive illness 
and, particularly, mild organic brain syndromes. 

3. It permits easier comparison of existing psycho- 
pathology and verbal content with age, sex, chronicity of 
illness, and social and cultural differences. 

4. Formal diagnostic criteria might eventually be 
available through content analysis itself. 

5. It is possible that a model of schizophrenic speech 
can be developed through the use of this technique. 

Since we have now built in the capability to retrieve 
words, categories, and sentences, an analysis of various 
clinical theoretical constructs about the psychology of 
schizophrenia (such as the relationship of anger to self 
and others) can easily be pursued. 
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APPENDIX | 
Brief Definitions of the Thematic Categories of the Harvard III 
Psychosocial Dictionary ( Partial List) 


SOCIAL REALM 
Persons 
Self: pronoun references to the personal self 
Selves: pronoun references to the inclusive self 
Other: non-sex-specific pronouns for other 
Roles 
Male role: roles with specific male references 
Female role: roles with specific female references 
Neuter role: role names not connoting sex or occupations 
Job role: roles with clear occupational reference, theo- 
retically open to both sexes 
Collectivities 
Small group: groups in which members'are usually able to 
have face-to-face interaction 
Large group: collectivities aiu too large for face-to-face 
interaction 


CULTURAL REALM 
Cultural objects 
Food: articles or types of food 
Clothing: articles or types of clothing 
Tools: instrumental objects or artifacts of any kind 
Cultural settings 
Social place: buildings and building parts; political, social, 
and economic locations 
Cultural patterns 
Ideal-value: culturally defined virtues, goals, valued condi- 
tions and activities 
Deviation: culturally devalued goals, conditions, and types of 
activity 
Action-norm: normative patterns of social behavior 
Message-form: names of communication media, in a broad 
sense including art objects and moncy 
Thought-form: units and styles of reasoning 
Nonspecific objects: abstract references to objects 


NATURAL. REALM 
Body part: parts of the body 
Natural-object: objects not made by man 
Natural-world: geographical places, weather reference, and 
cosmic objects 


QUALIFIERS 
Sensory reference: smells, colors, tastes, etc. 
Time reference: references to measurement of time 
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Quantity reference: references to units and measures of quan- 
tity 
Space reference: references to spatial dimensions æ 


PSYCHOLOGICAL PROCESSES 
Emotions 
Arousal: states of emotional excitement 
Urge: drive states 
Affection: indicants of close Poste interpersonal relation- 
ships 
Pleasure: states of gratification 
Distress: states of despair, fear, guilt, shame, grief, failure, or 
indecision 
Anger: forms of aggressive expression 
Thought 
Sense: perceptions and awareness 
Think: cognitive processes 
If: conditional words 
Equal: words denoting similarity 
Not: words denoting negation 
Cause: words denoting a cause-effect relationship 
Evaluation 
Good: synonyms for good 
Bad: synonyms for bad 
Ought: words indicating a moral imperative 


BEHAVIORAL PROCESSES 
Social-emotional actions 
Communicate: processes of transmitting meaning 
Approach: movement toward 
Guide: assistance and positive direction 
Control: limiting action 
Attack: destructive, hostile action 
Avoid: movement away from 
Follow: submissive action 
Impersonal actions 
Attempt: goal-directed activity, implying effort 
Work: task activity 
Get: obtaining, achieving action 
Possess: owning, consuming 
Expel: ejecting 
Institutional contexts: specification of the social context of rules 
and actions 
Academic 
Artistic 
Community 
Economic 
Family 
Legal 
Medical 
Military 
Political 
Recreational 
Religious 
Technological 
Status connotations: male, female, neuter, and job-role status 
implications 
Higher status 
Peer status 
Lower status 
Psychological themes 
Overstate: emphatic or exaggerated words, generally adjec- 
tives or adverbs 
Understate: words, generally adjectives or adverbs, connoting 
doubt or uncertainty 
Sign-strong: words connoting strength or capacity for action 
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Sign-weak: words connoting weakness or incapacity for ac- 
tion 

Signeaccept: words implying interpersonal acceptance 

Siga-reject: words implying interpersonal rejection 

Male theme: psychoanalytic symbols of masculinity 

Female theme: psychoanalytic symbols of femininity 


Ascend theme: words associated with rising, falling, fire and 
water, indicating concerns relating to the Icarus complex 
Authority theme: words connoting the existence or exercise 

of authority 
Danger theme: words connoting alarm or concern with dan- 
ger 


Sex theme: direct or indirect references to the sex act Death theme: words connoting dying, end 


APA Grant Program for Minority-Group Medical Students 
and Residents 


A small number of qualified minority applicants (including but not limited to American In- 
dians, Asian Americans, black Americans, and Spanish-speaking Americans) will receive resi- 
dency stipends, assistance in selecting a residency program, expenses to a yearly meeting with 
other minority fellows to share experiences and administrative help through APA's Office of 
Minority Affairs. The program is sponsored by APA, with funds provided by the National 
Institute of Mental Health. 


Applications are being accepted now for residencies beginning in July 1976 and subsequent 
years. Applicants must be U.S. citizens and must have graduated from a U.S. medical school 
l or possess the ECFMG certificate. 


For further information write Jeanne Spurlock, M.D., Office of Minority Afairs, American 


Psychiatric Association, 1700 18th Street, N.W., Washington, D.C. 20009, or call (202) 232- 
7878. 
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The St. Louis Community Homes Program: Graduated Support for 


Long-Term Care 


BY HILARY SANDALL, B.M., B.CH., D.P.M., TIMOTHY T. HAWLEY, AND GLORIA C. GORDON, PH.D. 


The authors describe a group-home program that has 
been operating successfully for three years in St. Louis, 
Mo. The program offers ex-mental hospital patients the 
opportunity to gradually acquire experience in living 
independently in the community. The success of a living 
arrangement in which an apartment is shared by a group 
of patients demonstrates that long-term chronic patients 
can often adjust to minimally supervised living 
arrangements and that many ex-mental hospital patients 
can use this experience as a springboard to personal 
growth and eventual autonomy. 


THE DEPARTMENT OF MENTAL HEALTH of the State of 
Missouri sponsors a group-home program in St. Louis 
for former state hospital patients. This community 
homes program provides for semi-independent living in 
low-rent apartments where tenants may live tor a tem- 
porary period of time or permanently if they wish. As of 
March 1975, the program had 52 apartments. 

Programs of this type are more common throughout 
the nation as it is becoming increasingly apparent that 
persons suffering from long-term mental disorders often 
do not require the total support provided by institutional 
settings (1, 2). The St. Louis program is unusual in that it 
provides a flexible amount of support that is matched to 
the changing needs of the ex-patients. Disabilities that 
are produced, in part, by long-term hospitalization are 
reversed by a gradual reintroduction of everyday respon- 
sibilities. 

The program was started in 1971 as a pilot project 
without special funding by several interested staff mem- 
bers at St. Louis State Hospital. After its success was 
demonstrated, the group-home program became an in- 
tegral part of the state mental health system. The growth 
of the program reflects the shifting role of hospital staff 
as the inpatient census is reduced and a new type of care 
is provided in a more normal setting. The program opens 
an average of 2 new apartments a month, a rate of 
growth necessary to keep up with the steady demand. 
Patients are referred from outpatient clinics, nursing 
homes, boarding homes, and foster homes that care for 


Dr. Sandail and Mr. Hawley are with St. Louis State Hospital, 5400 
Arsenal St., St. Louis, Mo. 63139, where Dr. Sandall is Clinical Direc- 
tor, Mr. Hawley is Program Evaluator, Community Placement Pro- 
gram, and Dr. Gordon was Program Evaluator, Community Placement 
Program. Dr. Gordon is now an Instructor at Webster College, St. 
Louis, Mo. Address reprint requests 10 Mr. Hawley. 


ex-state hospital patients as well as from hospital wards. 
Private hospitals and agencies also make referrals. 


PROGRAM DEVELOPMENT AND OPERATION 


The apartments are located in stable lower- to middle- 
class areas of the city. Most of the apartments are in 
buildings called four-family flats, which are owned by 
private landlords who rent one unit to a small group of 
ex-patients. Landlords are attracted by the program's 
reputation for assuring a monthly rent check and a rea- 
sonable standard of housekeeping. Our tenants pay the 
same rent as others in the building and receive no special 
services from the landlord—important details in their re- 
turn to normal patterns of everyday life. 

A new apartment is usually started by a small group of 
men or women who knew each other in the hospital. They 
are asked to choose the area of the city they wish to live 
in and to help find and furnish their new home. A vacancy 
in an established group home is filled by inviting a pro- 
spective resident to visit for a few days. Members of the 
household then decide whether or not to invite the new 
person to join them. 

A small nonprofit corporation, Places for People, Inc., 
was formed in June 1972 to lease the apartments, provide 
furniture, and aid in the community acceptance of the 
program. This organization consists of volunteers who 
work with staff and residents and provide "nonhospital" 
input. 

Tenants pay their rent and other expenses from their 
income, which is either in the form of wages or public as- 
sistance. In 1971 the local welfare department provided 
ex-patients with a monthly allowance of $80 plus food 
stamps, based on permanent and total disability assess- 
ments. Three or four persons could afford to share the 
cost of renting an apartment, paying the utility bills, and 
providing a low-cost but adequate diet. Currently, those 
who cannot earn a good wage are eligible for a welfare 
payment of $146 a month because of the addition of So- 
cial Security supplemental income. This has improved 
the participants' basic standard of living. Some residents 
receive an allowance from the Missouri Department of 
Vocational Rehabilitation, and others earn enough to 
support themselves. The program leases apartments with 
a range of rents that allows for the varying incomes of 
residents. 

The majority of our community homes residents are 
long-term psychiatric patients. Most of them carry a 
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diagnosis of schizophrenia, but almost all of the other 
major psychiatric categories are represented. Screening 
criteria are deliberately liberal: the only persons excluded 
are those with a recent history of violence, socially dis- 
ruptive habits, or thought disorder so gross that it pre- 
vents the learning of everyday habits. No age groups are 
excluded. 


The Role of the Staff 


Supervision is provided by staff members who visit 
each apartment regularly and are available to landlords, 
residents, and residents’ families by telephone around the 
clock. The staff members are part of the community 
homes team, which consists of a psychiatrist (H.S.), a 
psychologist (T.T.H.), nurses, aides, social workers, and 
secretaries. Ten apartments, which house 25 to 35 resi- 
dents, are visited by one psychiatric aide and one social 
case worker. These staff members rotate among groups 
of 10 apartments every three months. Other staff mem- 
bers are involved in the whole program, providing serv- 
ices to all of the residents and supervision to the junior 
staff. The team meets regularly to discuss policies, new 
directions, and the division of the increasing workload. 
Aides and nurses are assigned to the program from the 
inpatient service of St. Louis State Hospital as the census 
of the hospitals falls. Some social workers are recruited 
from among local college and university students who 
have had practicum experience in the program during 
their training. 

The staff team takes responsibility for supervision of 
the residents' daily living and psychiatric treatment. 
Many residents are maintained on long-acting phenothia- 
zines; the use of sedatives 1s discouraged. All medication 
is monitored regularly, and adjustments are made when 
necessary. The high doses given in the hospital can usu- 
ally be slowly reduced. Residents often take the initiative 
in regulating their own use of psychotropic drugs. They 
are encouraged to use local hospitals for medical or sur- 
gical services, but if this is not possible for financial rea- 
sons they are referred to the medical, surgical, and dental 
clinics maintained by St. Louis State Hospital. 

When a new apartment is opened, staff members help 
at first with all of the new tasks: planning a budget on a 
limited income, shopping, cooking, cleaning, going to the 
laundromat, and other activities of everyday life. As soon 
as possible, these activities are left to the residents; apart- 
ments vary in the degree of autonomy assumed. The de- 
crease in staff involvement, which contrasts markedly 
with such other forms of extended care as boarding or 
foster homes, is one measure of the residents’ growth of 
autonomy. 


Residents' Activities 


All residents are expected to engage in some daily ac- 
tivity. Over half are employed outside of the home, and 
nearly all take some responsibility for housekeeping. A 
few, either because of advanced age or low functional ca- 
pacity, live a semiretired life. Staff or volunteers make 
sure that the more inactive residents do not slide into 
apathy and withdrawal. 
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Groups in some apartments require regular supportive 
therapy, while others relate to the staff in a more social 
style. When occasional crises erupt, visiting staff can usu- 
ally help the group resolve the problem by talking it 
through and accepting some responsibility for each other. 
Caring for each other is very strong in some of the 
groups. They call for help only when a problem becomes 
intolerable. 

Residents usually give a clue to the staff person about 
the nature of the problem, such as “We think he's not 
taking his medicine properly" or “Please don’t send her 
back to the hospital, she's only worried because her son is 
giving her some trouble." Sometimes temporary rehos- 
pitalization is required for serious physical or emotional 
problems. 


GROWTH AND CURRENT STATUS 


The community homes program has grown steadily 
since the first apartment was opened in May 1971. As of 
April 1974, 151 patients had been placed in apartments 
(see figure 1). Of this total, 87 were in residence during 
the month of April 1974, although some of these resi- 
dents left the program during the course of the month 
and are thus counted twice in figure 1 and in table 1. Resi- 
dents who left the program since its inception are divided 
into two groups: the graduates, who moved to more inde- 
pendent living situations, and those who moved back to a 
place offering more supervision and structure. 

Thirty graduates moved either to places that they rent 
and manage for themselves, to live-in jobs, or back to 
their original family. They left the program by their own 
choice, with staff approval that was based on evidence of 
sensible money management, regular work habits, and 
absence of disabling psychiatric symptoms. 

The 42 residents who required more supervision moved 
back to the hospital or to a nursing or boarding home. 
Some had to move because their physical condition had 
deteriorated, and others moved because their behavior 
became unacceptable to their roommates or to the neigh- 
borhood. Table 1 shows the number of residents who left 
the program, grouped according to the reason for leaving 
and the type of subsequent living arrangement. The 
length of time that residents spent in the program before 
leaving does not appear to predict either movement to- 
ward more independence or movement to more super- 
vised living. 

Problems among roommates can sometimes be re- 
solved by simply moving a resident from one apartment 
to another. Several persons have made two or more 
moves before settling down with more compatible room- 
mates in a more congenial neighborhood. 

Table 2 summarizes selected demographic character- 
istics of the total sample of community homes program 
residents. Age range, sex ratio, distribution of diagnoses, 
and length of previous hospitalization all reflect the com- 
position of the hospital wards from which the residents 
were drawn. 
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FIGURE | 
Yearly Growth of the Community Homes Program 
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Since chronicity is a commonly cited factor in commu- 
nity readjustment, length of previous hospitalization for 
community homes program residents is shown in figure 2. 
Over 100 (about two-thirds) of the residents had been in 
the hospital for more than | year. Thirty had been hospi- 
talized for more than 10 years. One successfully adjusting 
resident emerged from the wards of St. Louis State Hos- 
pital after 41 years of hospitalization. 

Table 3 shows a comparison of certain demographic 
data for those residents who left the community homes 
program for a more independent living situation with 
data for those who left the program for more supervised 
living situations. Age, number of months in the program, 
length of previous hospitalization, and diagnosis were 
compared. Only length of previous hospitalization was a 
significant predictor (t 2.72, df=68; p<.01 by Student's 
two-tailed t test). 

Those residents who returned to a more structured en- 
vironment tended to be more chronic than those who 
made an independent adjustment. However, comparison 
of these two groups of exited residents with residents liv- 
ing in community homes in April 1974 revealed an im- 
portant result: the length of previous hospitalization of 
persons living in the community homes environment was 


SANDALL, HAWLEY, AND GORDON 


TABLE 1 
Number of Months of Residence in Program for 151 Residents, by Type 
of Exit e 


NCMO ppc tr cler n PM 
Months in Residence 


Item N Range Mean SD 


Residents who were in residence during 


April 1974* 87 1-36 13.0 10.67 
Residents who went to more inde- 
pendent living situations 31 1-27 76 748 


Residents who went to more supervised 
living situations 
Psychiatric hospital for behavior 


problems l6 2-14 64 3.26 
Psychiatric hospital for more 

physical care 5 4-24 100 9.66 
General hospital for more physical 

care 3 2-4 30 1.00 
Nursing home for behavior 

problems 1 — 10 — 
Nursing home for more physical 

care 3 9-18 130 324 
Boarding home for behavior 

problems 6 5-25 127 7.17 
Boarding home for more physical 

care 2 5-18 141.5 9.20 
Other supervised living situation 

for behavior problems 5 8-25 15.8 7.26 

Residents who died l —: 60 — 


* Some of these residents left the program during the month and are therefore 
counted twice. 


TABLE 2 
Selected Demographic Characteristics of 151 Residents in the Program 


Item Number Percent 
Mean age at time of entry into program 
(range = 18-68 years) 44.50, SD = 12.25 

Sex 
Male 57 38 
Female 94 62 

Diagnosis 
Schizophrenia 91 60 
Organic brain syndrome 15 10 
Other* 45 30 


Mean length of previous hospitalization, 
in years (range = no previous hospitali- 


zation to over 41 years) 6.50, SD« 8.83 





*This category includes alcoholism, manic-depressive psychosis, various neuro- 
ses, and the personality disorders. 


almost identical with the length of previous hospital- 
ization of residents leaving the program for a more super- 
vised environment. The current residents have a mean 
length of previous hospitalization of 90.9 months as op- 
posed to 89.9 months for those who went to more super- 
vised environments (t «.04 by Student's two-tailed t test; 
nonsignificant). Thus, although a shorter length of pre- 
vious hospitalization predicts a higher probability of be- 
coming a graduate, it does not predict successful adjust- 
ment to the program. 
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e 
FIGURE 2 
Total Length of Previous Hospitalization of Program Residents 
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Although most problems in the community homes pro- 
gram are resolved with the help of sympathetic room- 
mates or staff, occasionally all efforts fail and a person 
has to be rehospitalized temporarily. Readmission to St. 
Louis State Hospital can be arranged easily and is fol- 
lowed by reentry into the program whenever feasible. 
Fourteen residents required temporary rehospitalization 
during three years of the program's operation. Twelve of 
these were in residence at the time of rehospitalization, 
and 2 were former residents. Some subsequently returned 
to their old apartment, and others found new places with 


TABLE 3 


different roommates. A flexible interchange between dif- 
ferent levels of care is used in this approach to the long- 
term treatment of a fluctuating illness. 


Activity Ratings 


Residents are rated monthly by visiting staff members 
on five activity level scales—mobility, self-care, voca- 
tional activity, social and recreational activity, and 
housekeeping. Our conceptualization of activity levels 
stems from work by earlier investigators (3). Table 4 
summarizes the activity ratings of the residents of the 
program during the month of April 1974. 

Employment outside of the home is actively encour- 
aged. Local employers, sheltered workshops, and the 
state's Department of Vocational Rehabilitation assist in 
this endeavor. Residents in full-time competitive employ- 
ment are in the final stage before discharge from the pro- 
gram, which will occur when they feel ready to leave. 
Those in part-time employment may remain in the pro- 
gram indefinitely, unless they move up to competitive 
jobs. 

Most of those who do not work outside of the home are 
elderly and have little work experience. They are unlikely 
to leave the program for more independence; eventually 
they may move to nursing homes. 

Social and recreational activity is difficult to assess. 
Residents at the “normal” level engage in some indepen- 
dent activity outside of the home, such as membership in 
a chess club, going to a bar or a movie, entertaining 
friends, and visiting friends or family. Those whose level 
of social activity is low or moderate are usually new to 
the program. They still expect visiting staff to guide them 
and to furnish some form of entertainment. Staff and vol- 
unteers provide several social events each month, so that 
no one sits at home and does nothing. 

A high level of housekeeping responsibility is defined 
as making decisions about spending money on the apart- 
ment, keeping the apartment reasonably clean, and re- 
quiring minimal help from visiting staff or volunteers. 
Over half of the residents were at this level in April 1974. 


Comparison of Residents Who Went to More Independent Living Situations with Residents Who Went to More Supervised Living Situations, by 


Demographic Characteristics 


Demographic Characteristics 


Number of Length of Previous Diagnosis 
Months in Hospitalization, Organic 
Age, in Years Program in Months Brain Sex 
ener ae) BS sve M TUNER IE e Schizophrenia Syndrome Other* Male Female 
Item Mean SD Mean SD Mean SD N N N N N 
Residents who went to 
more independent 
living situations 37.83 13.55 7.23 7.44 26.72 33.04 16 3 il 13 17 
Residents who went to 
more supervised 
living situations 44.02 13.82 9.07 6.66 89.93 120.48 29 3 10 18 26 


* This category includes alcoholism, manic-depressive psychosis, various neuroses, and the personality disorders. 
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TABLE 4 
Activity Ratings of Residents During April 1974 ( N =87) 


Activity Rating Number Percent 


Mobility 
Ambulatory with assistance l l 
Fully ambulatory 86 99 
Self-care 
Full self-care ] l 
Full self-care plus care of own bedroom area 86 99 
Vocational activity 
None 43 49 
Part-time evaluation or training 4 5 
Part-time competitive job* 4 5 
Part-time sheltered job* I l 
Part-time sheltered job** 23 26 
Full-time competitive job 12 l4 
Social and recreational activity 
Low level (passive activity) 6 7 
Moderate level (mostly within the home) 16 18 
Normal level (in both home and community) 65 75 
Housekeeping 
None 3 3 
Low level of housekeeping assistance 15 17 
Moderate level of housekeeping responsibility 21 24 
High level of housekeeping responsibility 48 56 


* Less than 15 hours a week. 
More than 15 hours a week. 


Many of the others were still fairly new to the program 
and required help from visitors or roommates. Each 
apartment develops its own style of sharing the regular 
work. Some are democratic: each person is expected to 
participate. In others, one person takes over and runs the 
home. Program staff have very little to do with these ar- 
rangements. 

A person with high scores on all five activity scales is 
likely to graduate to more independence. Those with sus- 
tained low scores usually move to a more sheltered envi- 
ronment unless they have active roommates who take 
care of them. 

The cost of staff and state hospital services is difficult 
to estimate with accuracy. During 12 months of the pro- 
gram (May 1973 to April 1974), the staff payroll was 
$72,500, which averages out to about $725 per resident 
per year. Overhead, including medication and office ex- 
penses, is currently being estimated. 


DISCUSSION 


As state hospitals increasingly reduce their censuses, 
living environments for former patients will command 
greater priority in mental health planning. The commu- 
nity homes concept offers one component of a compre- 
hensive system of living environments that can be 
adopted by the administrator faced with the task of plac- 
ing patients in the community. Although some patients 
need the supervision and structure provided by nursing 
and boarding homes, many others are capable of living 
more independently. These patients are done a terrible 
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disservice when they are placed in an environment that 
reinforces their institutional neuroses and denies them 
the opportunity for growth toward autonomy. ° 

Choosing the patients who are appropriate to try out 
this semi-independent living situation 1s a major concern. 
In terms of traditional prognostic indicators, many suc- 
cessful community homes residents showed little poten- 
tial for success. We feel that because the benefits accru- 
ing to those who succeed in their adjustment so outweigh 
the bad effects of possible failure, it is unwise for pro- 
gram staff to be overly cautious in placing patients. Gam- 
bles on poor-risk patients can often pay off if the support 
and supervision are flexible enough to provide increased 
support in the early stages of resident adjustment as well 
as more independence when residents show promise of 
greater autonomy. Failure rarely produces consequences 
worse than a return to previous levels of care. 

State hospitals have traditionally used psychiatric 
aides to provide housekeeping services and custodial care 
to long-term patients. Although aides work directly and 
closely with patients, they often have little influence on 
methods of treatment: senior aides speak in resigned 
tones of the new waves that have swept over the hospital, 
leaving them and hard-core patients virtually undis- 
turbed. In contrast, the community homes program uses 
psychiatric aides extensively in day-to-day activities. 
They deliver medication (and know about side effects), 
train new residents in household skills, supervise the 
housekeeping as long as necessary, and offer a sympa- 
thetic and therapeutic ear in times of crisis. 

Some aides have been at the hospital almost as long as 
the residents. This familiarity is an important factor in 
helping a resident through the anxieties of adjustment. 
Like the rest of the staff, the aides rejoice when someone 
becomes independent and wishes to graduate. 

After three years of operation, it has become clear that 
the program is well accepted by the community. Neigh- 
bors of community homes frequently approach program 
staff, either to. offer new apartments or to request help 
with their own problems. The program is thus a factor in 
the promotion of neighborhood stability, both economi- 
cally and in terms of social services. It introduces the 
concept of caretaking services to neighborhoods whose 
"regular" residents may be as marginal in their style of 
life as the ex-patients. 

It has also become clear that this method of providing 
long-term care is less expensive than hospital or nursing 
home treatment, although reports of similar programs 
underestimaie the actual cost by failing to take into con- 
sideration expenses associated with staff, the operation of 
offices in the community, hospital services, and general 
program overhead. 

The St. Louis Community Homes Program is one of a 
number of developing programs that attempt to provide 
alternative living environments for ex-mental hospital 
patients. The program demonstrates that long-term 
chronic patients can often adjust to minimally supervised 
group-living apartments and that many ex-patients can 
use the community homes experience as a springboard to 
personal growth and eventual autonomy. 
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COMMUNITY HOMES PROGRAM 


The community homes program can also serve as a 
model for community placement of ex-mental hospital 
patiente that is inexpensive in terms of tax dollars, rela- 
tively »simple to operate with usual hospital personnel, 
and acutely applicable to the problems of the chronic 
patient. Although the details of operation of the commu- 
nity homes program are in some instances peculiar to the 
St. Louis metropolitan area, the basic model can be ap- 
plied anywhere. 
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Methadone Maintenance: Some Client Opinions 


BY BARRY S. BROWN, PH.D., GLORIA J. BENN. AND DONALD R. JANSEN, M.A. : 


The authors found similar attitudes toward methadone 
and methadone treatment programs in 75 detoxification 
and 115 methadone maintenance clients. Both groups 
expressed considerable ambivalence—although they 
viewed methadone as capable of helping them end their 
heroin addiction, they were concerned about possible 
methadone dependence and about side effects, both real 
and imagined. The authors stress the societal context of 
such concerns and suggest that, although they are not 
easily allayed, limiting the duration of methadone 
maintenance from the outset of treatment may be an 


 ameliorative factor. 


VIRTUALLY SINCE ITS INTRODUCTION in 1964, methadone 
maintenance has been both hailed and condemned for its 
role in the treatment of narcotics addiction. Despite this 
controversy, the number of people in methadone treat- 
ment has risen steadily, and it is estimated that at least 
85,000 addict clients in the United States are on meth- 
adone maintenance (1). 

For these 85,000 individuals, the issues that have been 
raised regarding methadone’s efficacy, safety, and ethics 
are far from academic. As participants in this treatment, 
they are not only subject to the benefits and/or dangers 
attendant on the use of methadone, but they themselves 
become the subject of controversy. They must contend 
not only with the need to change their lifestyles but also 
with community concerns and attitudes toward the treat- 
ment techniques used to effect such changes and, by ex- 
tension, toward them personally. 

Findings from studies in the Washington, D.C., com- 
munity (2-6) have underlined the controversy surround- 
ing the maintenance technique, suggesting both commu- 
nity ambivalence and client concern. Community 
members describe methadone as permitting individuals 
to adopt normal lifestyles but at the same time view use 
of this drug as simply replacing one addiction with an- 
other (2). Additionally, addict clients and treatment staff 
consistently describe the maintenance client as inferior to 
the abstinent client (3-6). (These studies typically ex- 
plored only the conceptions of people in treatment pro- 
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grams and compared them with the conceptions of hero- 
in users.) Abstinent clients are consistently seen as less 
introspective and amiable than maintenance clients but 
as more actively striving, achieving, and forceful persons. 
Recent evidence suggests that these attitudes are becom- 
ing more fixed (6). 

In this context, it becomes essential to explore client 
beliefs about methadone. These beliefs are obviously rele- 
vant to client willingness to enroll in maintenance as op- 
posed to detoxification programs and also to remain in 
treatment. They therefore impact on treatment outcome. 
For these reasons, we undertook a study to explore be- 
liefs about methadone as expressed by clients enrolled in 
several treatment programs. 


METHOD 


Subjects 


During the latter half of 1973, two accidental samples 
were drawn from client populations enrolled in treatment 
facilities of the Washington, D.C., Narcotics Treatment 
Administration, a large urban multimodality addiction 
treatment agency. One sample consisted of 115 people 
enrolled in maintenance programs—9 percent of the 
methadone maintenance clients engaged in treatment at 
that time. The second sample consisted of 75 people en- 
rolled in detoxification programs, representing 20 percent 
of the detoxification clients at the time. 

The two groups did not differ in terms of age, educa- 
tion, sex, race, marital status, employment, or length of 
client career. However, they differed significantly from 
the populations from which they were drawn in that they 
were more likely to be employed and to have been en- 
rolled in a program for a longer period than other clients. 


Procedures 


A questionnaire was designed that consisted of 36 
true/false items tapping attitudes toward methadone and 
the methadone maintenance client. The first 13 items 
were drawn from a questionnaire developed for use in the 
Washington community (2). We originated the remain- 
ing items, many of which were derived from open-ended 
interviews with clients (conducted by G.B.). We tried to 
phrase approximately equal numbers of items in positive 
and in negative terms. Questionnaire items were ran- 
domly arranged, with the exception of the first 13 items, 
which were placed in the order used by Bower (2). 

The questionnaires were administered individually and 
anonymously at clients! treatment sites. Only selected de- 
mographic data were requested in association with the 
paper and pencil tests. 
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* 


TABLE ! 
Combined Responses of Maintenance and Detoxification Clients to Questionnaire Items, in Percents {N= 190) 
* 

Item * Agree Disagree Don’t Know 
|. Methadone takes away the craving for heroin. 78.4 19.5 2.1 
2. Taking methadone is only replacing one addiction with another. 87.9 8.4 3.7 
3. Methadone programs help with the crime problem. 71.4 11.1 11.6 
4. Methadone allows ex-addicts to lead a normal life. 57.4 33.7 8,9 
5. With methadone you can eventually get off drugs if you want to. 80.0 11.1 8.9 
6. Methadone in a treatment program gives you a “high” just like heroin. 24.2 68.9 6.8 
7. Once you're on methadone you have to keep taking it. 33.2 60.0 6.8 
8. People’s reflexes and coordination are not good when they are taking methadone. 34.7 51.1 14.2 
9. People who take methadone are just like everybody else except that they take methadone. 60.0 36.3 3.7 

10. It’s harder to get off methadone than it is to get off heroin. 83.7 11.6 4.7 

ll. Methadone decreases the sex drive for those who use it. 37.4 STA 11.6 

12. Methadone can rot your bones. 36.3 28.9 34.7 

13. You cannot get a drug overdose with methadone. 15.8 79.5 4.7 

14. It’s harder to concentrate when you're taking methadone. 29.5 60.5 10.0 

15. Methadone has done a lot more good for people than bad. 64.2 16.8 18.9 

16. The sooner a person stops taking methadone, the better. 84.2 10.0 5.8 

17. A reason why methadone has caused problems is because people can get it too casily. 43.7 41.1 15:3 

18. Methadone represents an oppression of a black minority by a white majority. 64.7 17.9 17.4 

19. A person is better off taking methadone than heroin. 48.4 32.1 19.5 

20. The worst thing about methadone is having to take it every day. 43.7 50.5 5.8 

21. Methadone will become more of a problem than heroin ever was. 46.8 38.9 14.2 

22. Methadone is a safe drug. 14.7 74.2 11.1 

23. Methadone is a crutch. 68.4 22.6 8.9 

24. The popularity of methadone as a treatment drug is increasing. 55.3 28.4 16.3 

25. Methadone can make you sleepy. 19.3 16.3 8.4 

26. Methadone is mostly psychologically addicting. 25.3 66.3 8.4 

27. There aren't any bad side effects from taking methadone. 10.5 78.9 10.6 

28. Methadone has proven to be the best way of quitting heroin. 38.9 45.8 15.3 

29. In the long run, methadone is more helpful than harmful. 44.7 27.4 27.9 

30. Heroin addiction is worse than methadone addiction. 26.8 62.1 11.1 

31. People would not stay off heroin if they didn't take methadone. 31.6 47.4 21.1 

32. It's better being abstinent than taking methadone. 61.1 20.0 18.9 

33. Methadone programs sometimes act as agents for the police. 48.4 242 27.4 

34. Methadone is as dangerous as heroin. 77.4 15.8 6.8 

35. Methadone has been used more to stop crime than to help addicts. 71.1 17.9 1.1 

36. Methadone abuse is happening more and more. 72.6 10.0 17.4 


RESULTS 


The responses of maintenance clients differed signifi- 
cantly from detoxification clients on only 2 of the 36 
items (items 22 and 30, in table 1, x? 6.62 and 7.47, re- 
spectively, p «.05). Since 2 differences out of the total of 
36 comparisons could be expected by chance, it was felt 
that there was not a meaningful difference of opinion be- 
tween maintenance and detoxification clients regarding 
methadone and methadone maintenance. Consequently, 
responses of the two groups are combined in this dis- 
cussion and in table 1. 

There is still some question in respondents’ minds 
about the physical dangers associated with use of meth- 
adone. More than three years after the initiation of meth- 
adone treatment programs in the District of Columbia, a 
third of the combined sample still could not decide 
whether or not methadone rotted bones; another third be- 
lieved that methadone did, in fact, rot its users’ bones. In 
addition, three-fourths of the respondents reported that 
methadone can make the user sleepy and produces un- 
pleasant side effects. On the other hand, most clients did 
not believe methadone decreases sex drive, impairs con- 
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centration, or impairs reflexes and coordination, al- 
though substantial percentages (30 percent or more) did 
believe that these effects could occur. 

The specter of methadone abuse remains very real for 
many maintenance and detoxification clients. Substantial 
majorities of both groups viewed methadone abuse as be- 
coming increasingly prevalent, while a plurality felt 
methadone created problems because it is too readily 
available. Indeed, almost half of the clients felt that 
methadone would become more of a problem than heroin 
ever was. 

Ambivalence about methadone is seen most vividly in 
clients’ beliefs about the drug as a treatment tool. There 
was widespread agreement (85 percent or more of re- 
spondents) that methadone takes away the craving for 
heroin and helps people free themselves of the use of all . 
drugs over time. Majorities of respondents rejected the 
concepts that one cannot stop taking methadone and that 
methadone when used in treatment produces a "high" 
and agreed that methadone allows clients to lead normal 
lives, has been more beneficial than harmful to others, 
and is increasing in public acceptance. At the same time, 
there was substantial agreement that taking methadone is 


ald 


using a crutch, that it involves only the replacing of one 
addiction with another, and that the sooner one quits us- 
ing methadone the better. Moreover, 46 percent of the re- 
spondents disagreed with the statement that methadone 
has proven to be the best way to quit heroin use. 


Subjects indicated a belief that the administration of 


methadone in maintenance programs serves needs other 
than the treatment of addiction. Methadone maintenance 
is viewed as a means of containing crime—respondents 
agreed that methadone helps with the crime problem and 
also indicated that it has been used more to stop crime 
than to help addicts. Moreover, half of the respondents 
believed maintenance programs sometimes act as agents 
for the police. Perhaps most strikingly, nearly two-thirds 
of the clients viewed methadone as representing the op- 
pression of a black minority by a white majority. 

We compared our findings with data gathered by the 
Bureau of Social Science Research in 1973 (1) in re- 
sponse to items 1-13 (see table 1). In that study, the re- 
spondents consisted of those 310 adult nonaddict D.C. 
residents who claimed to be knowledgeable about meth- 
adone out of a total of 600 D.C. residents sampled. No ef- 
fort was made to obtain comparability between the non- 
addict D.C. residents and addict clients on demographic 
measures. 

The two groups differed markedly in their thinking 
about methadone. Knowledgeable nonaddict D.C. resi- 
dents were less likely to give an opinion regarding meth- 
adone, selecting the "don't know" category significantly 
more often than addict clients on 8 of the 13 items. Non- 
addicts also differed from addict clients in their agree- 
ment/disagreement with 6 of the 13 items (items 5, 6, 8, 
9, 10, and 12 in table 1). Addict clients were significantly 
more likely than community residents to view methadone 
as permitting the individual to free himself of drug depen- 
dence while seeing methadone clients as no different than 
other persons and feeling that methadone properly ad- 
ministered does not give a high. However, addict clients 
agreed that it is harder to get off methadone than heroin 
to a significantly greater extent than did the nonaddicts. 
Finally (and inexplicably) addict clients were significant- 
ly more likely than nonaddicts to believe that metha- 
done did not impair reflexes and coordination, but did 
rot its users’ bones. There was no difference in level of 
agreement with the statement ‘Methadone programs 
help with the crime problem” between the two groups. 


DISCUSSION 


Clearly, and not surprisingly, the ambivalence about 
methadone maintenance that seems to prevail among the 
general public is reflected among clients in both detoxifi- 
cation and maintenance programs. In the client's view, 
methadone's usefulness as a treaument technique is unde- 
niable, but it remains a suspect drug. 

The use of methadone is viewed by clients as involving 
dangers that are both realistic (e.g., the threat of over- 
dose) and unrealistic (e.g., rotting of the bones). More- 
over, methadone maintenance is seen by addict clients as 
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an effective means for quitting heroin but one that must 
be rejected as anything other than a short-term solution 
because it involves the same encouragement “of de- 
pendency as heroin does. i 

However, the suspicions of addict clients regarding the 
technique of methadone maintenance emerge most strik- 
ingly in terms of the motivations they ascribe to society. 
Not only are maintenance programs seen as being more 
involved in crime fighting than in helping people, they are 
considered by many to be acting on behalf of the police 
and even as a part of a system of oppression of blacks by 
whites. 

It appears that clients’ ambivalence about methadone 
and maintenance techniques must be viewed in terms of 
their concerns regarding the motives of the larger (i.e., 
middle-class and white) population. The client popu- 
lation we studied, like client populations throughout the 
country, is composed primarily of minority group mem- 
bers (more than 90 percent black). In a time when height- 
ened awareness of minority group Status is encouraged if 
not demanded, black addict clients are likely to be con- 
cerned with the extent to which they are in agreement, 
and can show themselves in agreement, with individuals 
in the community they identify as significant. This dem- 
onstration of shared values and beliefs is far more critical 
with issues that become politicized and are therefore 
more likely to be seen as requiring community consensus 
(i.e, those which impact more heavily on the minority 
than on the majority group and/or appear to contain the 
stuff of racial confrontation). The use of methadone in 
maintenance regimens appears to be such an issue. 

The problem of heroin addiction is disproportionately 
visited on nonwhites, but the methadone maintenance so- 
lution carries the stamp “made in white America." 
Methadone is seen as something that white Americans do 
to/for nonwhite Americans. Concerns related to efficacy, 
safety, and ethics must be seen in this context. It seems 
safe to say that methadone can never gain acceptance on 
the basis of scientifically demonstrated merit alone. To 
gain acceptance with the consumer (addict) community, 
methadone must overcome or circumvent the hostility 
and suspiciousness that often characterize white/non- 
white relations— particularly within the consumer’s 
socioeconomic class. A study by Averbach and Walk- 
er (7) suggested that black trust in governmental institu- 
tions and operations has dropped precipitously during 
the past five years. It is likely that these attitudes also 
play a role in distrust of methadone and of the typically 
government-supported methadone maintenance pro- 
grams. 

The dilemma for the addict client seeking assistance is 
considerable. If he (and a large part of his community) 
views methadone as serving societal needs for control—if 
not repression— while at the same time seeing it as serv- 
ing his need to overcome dependence on a debilitating 
substance, ambivalence toward methadone seems inevi- 
table. 

While this ambivalence is seen from the outset of the 
client's entry into treatment (8), there is good reason to 
believe that addicts! concerns about methadone do not 
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prevent their seeking treatment from programs offering 
maintenance regimens alone or in combination with 
other weatment forms—available treatment slots are eas- 
ily filled. One survey found that the inability to see one- 
self as having a heroin problem and residential isolation 
from treatment programs rather than concern about 
methadone were cited by first-time addict clients as the 
major reasons for their not having entered treatment ear- 
lier (9). When the addict recognizes and is concerned 
about heroin dependence, his problems are too intense 
for ideological considerations. There is the clinic, the 
street, the jail, or the morgue. In that context the clinic 
becomes at least an acceptable alternative. 

It is probable that attitudes ascribed to the community 
and the client's own concerns regarding methadone can 
begin to be felt only after the client is inducted into treat- 
ment and can feel himself gaining control over his heroin 
problem. The danger for both client and community at 
this time is that the client will feel impelled to separate 
himself from the methadone dispensers before he has 
made a significant change in his life functioning. Some 
support is provided for this hypothesis by the earlier 
study (3) in which methadone clients were asked to esti- 
mate upon entrance into treatment and one month later 
the length of time they expected to remain in treatment. 
Clients significantly decreased their estimates after the 
initial month of treatment (3). There was also a signifi- 
cant and positive correlation between estimated and ac- 
tual treatment time. 

The dilemma for both client and community is obvi- 
ous. A treatment of demonstrated usefulness is fraught 
with concerns that range far from the field of treatment, 
concerns that hinder easy acceptance or prolonged reli- 
ance on methadone in stabilization regimens. Perhaps 
some partial resolution lies in the design of time-limited 
maintenance programs that permit the client to feel that 
he is freeing himself of methadone as he achieves certain 
behavioral objectives that are necessary to his effective 
functioning (e.g., a stable home situation, a legitimate 
source of income, etc.). 

It seems clear that clients’ reservations about meth- 
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adone are rooted in issues and concerns that do not per- 
mit easy modification. Indeed, the objective to be sought 
is not community support for stabilization techniques, 
but rather sufficient community tolerance to permit 
clients to remain in treatment long enough for them to 


Obtain the tools necessary to explore alternatives to the 


addict lifestyle. It is suggested that client reservations 
about the treatment modality be recognized in treatment 
and dealt with through the use of techniques that allow 
the client to see an end to his reliance on methadone from 
the time of his entrance into treatment. 
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TOPICAL PAPERS: Some Aspects of Depression 


Is Everyone Depressed? 


BY ROBERT A. WOODRUFF, JR., M.D., PAULA J. CLAYTON, M.D., AND SAMUEL B. GUZE, M.D. 


The authors collected a large number of research 
interviews with relatives of patients from a psychiatric 
research clinic. Half of these patients were clinically 
depressed, their relatives as well as the rest of the 
relatives interviewed were therefore at high risk for 
depression. However, few of the relatives reported 
memorable dysphoria or any clustered episodes of other 
affective symptoms. The authors conclude from these 
data that, contrary to the opinions expressed by some, 
not everyone has episodes of depression. Everybody is 
not depressed. 


ARE WE ALL psychiatrically sick—some only slightly, 
others quite a bit? Do most men “‘lead lives of quiet des- 
peration," as Thoreau stated, and is this reflected not 
merely by frustration with the world and its problems but 
by actual symptoms such as the kind we call psychiatric- 
depressive symptoms? 

Individuals who have been depressed may find it hard 
to imagine the possibility that many persons do not in- 
tensely experience the same thing. Psychiatrists who 
watch an endless parade of patients may also think so. A 
well-publicized study of the 1960s(1) suggested that 
somehow most of us are psychiatrically ill. The tradi- 
tional view that psychiatric health and illness are on a 
continuum is compatible with that idea. 

Depression, along with its associated symptoms, can 
serve as a yardstick because it is common; it is probably 
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the single most frequent problem with which psychiatrists 
deal. Studies from our own psychiatric clinic (2, 3) in- 
dicate that affective disorder is the chief reason for 
patient visits and that even patients with other disorders 
such as anxiety neurosis or alcoholism often seek psychi- 
atric care because of associated depressive symptoms. 
One could think that nearly everyone must have had 
memorable episodes of dysphoria, whether or not they 
have been psychiatric patients. Finding that we had data 
that allowed us to investigate this hypothesis, we con- 
ducted the following study. 


METHOD 


Between 1967 and 1969 we collected a random sample 
of 500 patients from our psychiatric clinic. They were the 
starting point for follow-up and family investigations still 
in progress. The studies are conducted blindly in that fol- 
low-up interviews and interviews with relatives are con- 
ducted by persons who have no knowledge of index inter- 
views or diagnoses. Further, we will not break the code 
associating probands with follow-up interviews or with 
their relatives until the study is completed. 

At this point we have over 900 research interviews with 
relatives. Diagnoses were made among the relatives ac- 
cording to research criteria stmilar to those reported else- 
where (4). The specific diagnostic criteria for affective 
disorder are illustrated in appendix 1. Only the criteria 
for depression are given because mania is not a subject of 
this presentation. 


RESULTS 


Of the 900 relatives interviewed so far, 495 (55 per- 
cent) were judged to have no psychiatric illness. 


The papers in this section are grouped around a specific topic. Publication here does not, however, imply that the 
Editors consider this material to constitute a comprehensive analysis of the topic. 
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Ninety of the 900 relatives (10 percent) were given a 
diagnosis of either primary or secondary affective dis- 
order. Sixty-two subjects had probable or definite pri- 
mary*affective disorder, and 28 subjects had probable or 
definite secondary affective disorder. In addition, there 
were 37 subjects with “undiagnosed psychiatric illness— 
probable depression." These relatives had had one or 
more episodes of severe dysphoria with several other af- 
fective symptoms (usually three symptoms); they were 
not given a diagnosis of depression only because they fell 
short of our criteria for affective disorder. Thus 127 of 
the 900 relatives (14 percent) had definite, probable, or 
possible affective disorder. 

Of the 495 psychiatrically well relatives, 365 (74 per- 
cent) were never memorably dysphoric, i.e., for longer 
than a few days. These subjects did not report ever having 
other affective symptoms. Seventy-eight additional 
healthy relatives (bringing the total to 89 percent) were 
free of memorable dysphoria but did report other occa- 
sional affective symptoms. 


DISCUSSION 


That three-fourths of the relatives who had no defin- 
able psychiatric illness reported neither memorable dys- 
phoria nor clustered episodes of other affective symptoms 
is a clear indication that not everyone has periods of de- 
pression. We would expect this sample (relatives of psy- 
chiatric patients) to demonstrate widespread dysphoria if 
any would. They were not chosen at random from the 
general population; rather, they were first-degree rela- 
tives of psychiatric patients, half of whom had been clini- 
cally depressed. Whatever genetic predisposition may ex- 
ist for affective disorder, these relatives were at high risk. 
Whatever social or environmental sources of pre- 
disposition may exist, these relatives were again at high 


. risk. 


Regardless of our preconceptions, it seems unquestion- 
able that a large number of persons lead relatively un- 
ruffled affective lives. Affective disorder is common, but 
that does not mean that everybody has a bit of it. It 
would appear that although depression is common, free- 
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dom from memorable dysphoria is even more common. 
If “the mass of men lead lives of quiet desperation,” that 
despair is to be seen as philosophical, economic, or exis- 
tential —not psychiatric in our sense. We believe the dis- 
tinction is important and that failure to appreciate it has 
been a constant source of confusion for psychiatrists. 
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APPENDIX | 
Criteria for Affective Disorder 


A. Dysphoric mood characterized by any of the following: de- 
pressed, sad, low, blue, despondent, hopeless, gloomy, dis- 
gusted, discouraged, empty, “don’t care,” worried 


B. Definite, five of the following eight criteria; probable, four 
out of the eight: 

. fatigue or loss of energy 

. loss of weight or appetite 

. loss of general interest or sexual interest 

. insomnia or hypersomnia 

. thoughts slowed or mixed up or trouble concentrating 

. thoughts of self-reproach or guilt 

. thoughts of death or suicide 

. agitation or retardation 


CO mm] ON tn de Uu bh ee 


Primary affective disorder and secondary affective disorder are 
distinguished by the chronology of a subject’s history. A depres- 
sion beginning after the onset of another psychiatric illness is 
considered secondary. The terms "primary" and "secondary" 
have no etiological connotation. 


Depression: Schism in Contemporary Psychiatry 


BY ANTHONY M. D'AGOSTINO, M.D. 


The author describes an experience in his own family 
involving the initial unsuccessful treatment of a depressed 
patient. The patient failed to respond to 
psychotherapeutic and drug treatment on an outpatient 
basis and in three hospitals; in a fourth hospital he 
improved dramatically after a series of ECT treatments 
and remained without depressive symptoms. The author 
stresses the importance of psychiatrists keeping an open 
mind about various treatment approaches. 


AS A MANIFESTATION Of the state of any relatively inexact 
science, there exists in psychiatry a variety of treatments 
for almost every known disorder. Depression is, of 
course, no exception; one can suppose that until more ex- 
acting standards are developed there is merit in the com- 
petition of various approaches with, presumably, the 
more successful treatments eventually prevailing and the 
less successful methods falling by the wayside. 

The problem, however, is much more complex, and 
such optimism may not be wholly warranted. For one 
thing, the various schools of thought are not in the habit 
of comparing their treatment approaches objectively with 
any other. Problems of definition arise, and there are seri- 
ous difficulties associated with trying to get everyone to 
agree on a terminology, especially when one is speaking 
of depression. Certainly a question like “Have you ever 
felt depressed?" would elicit an affirmative response from 
almost everyone. It is with this in mind that since the 
time of Hippocrates, and probably earlier, physicians 
have attempted to organize apparently related symptoms 
into syndromes and, where possible, into specific disease 
entities, the goal being the development of the most parsi- 
monious form of therapy. 

Unfortunately, in the mid-1970s we are still unable to 
agree on whether depression is a disease, a scapegoat 
phenomenon, a problem in living, a conditioned response 
to a series of more or less accidental environmental con- 
tingencies, an overly insightful existential awareness of 
the futility of man's struggle against the inevitability of 
death, or all of the above. 

The following is the history of a depression of the so- 
called involutional type and the efforts of one family to 
do something about it. Despite the limitations of the 
single case history presentation, I feel this case may merit 
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reporting since it illustrates not only the variety of mental 
health services and techniques available to a consuming 
public but also the reaction of one professional who, at 
the beginning of his training, was able to experience on a 
very personal level the schism in points of view in con- 
temporary psychiatry. I am the professional; the patient 
is my father. 


THE PROBLEM 


I was 24 years old and had just graduated from medi- 
cal school. My father was as I had always known him—- 
low-keyed, sociable, more than a little pleased at his only 
son's graduation to doctorhood. He was also near the 
bottom of my list of potential mental patients— much too 
steady, too reliable, no history of anything save essential 
hypertension diagnosed a year earlier and well-controlled 
on a fixed combination drug of 0.1 mg of reserpine, 25 mg 
of hydralazine hydrochloride, and 15 mg of hydro- 
chlorothiazide (Ser-Ap-Es). Seven days after graduating 
I left my homé state to do a one-year internship. Some- 
time during that 12-month period a radical change oc- 


- curred in my father's state of mind. 


His appearance had changed dramatically. He was 52 
but looked 70; he had lost over 20 pounds and was anx- 
ious and agitated. He would ruminate over what he felt 
were occasions of bad judgment on his part. Worst of all, 
he could barely get himself to work in the morning. He 
"knew" he wasn't doing his job properly and felt his em- 
ployer was keeping him on only because the others in his 
department were covering for his ineptitude. He would 
awaken early in the morning and debate with himself 
(and my mother) over how he was to face another day on 
the job. Believing that his performance on the job was his 
problem, my mother called his employer. She was even 
more perplexed when she was told he was functioning as 
well as ever, although he seemed worried and less inter- 
ested in the social aspects of his work. 

In addition, he seemed more self-centered than I'd ever 
known him. He talked only of himself, his failures, and 
his bleak future. Friends and relatives would come over 
to cheer him up and leave many hours later, frustrated by 
what seemed his unreasonableness and inability to make 
a decision. Normally compulsive, he became a caricature 
in the extreme. When I finally decided that some kind of 
treatment was definitely indicated, he would not hear of 
it. Angry at what I felt was an incessant repetition of the 
same issues with no conclusions, I found more and more 
reasons not to visit my parents. I had my own patients to 
worry about and did not need another. Moreover, ] knew 


Am J Psychiatry 132:6, June 1975 629 


SCHISM IN CONTEMPORARY PSYCHIATRY 


that he would probably be a miserable candidate for psy- 
chothergpy. After an abortive attempt at office psycho- 
therapy, hospitalization was recommended. 

We sought admission to what I felt was the best avail- 
able psychiatric hospital. As it turned out, however, there 
were no beds available at the time and an alternate was 
suggested. Since a crisis of sorts had developed by this 
time, I thought it wise to take what was available; the al- 
ternate institution had been well recommended. From my 
point of view as both a first-year resident and a consumer 
of psychiatric services, the experience proved a little puz- 
zling. 


HOSPITAL A 


After much hassling, my father and I arrived at the 
hospital. He was seen by a psychiatrist who seemed to 
agree that he needed hospitalization. However, in speak- 
ing to me afterward, he expressed an opinion that the 
process had been going on and/or developing for many 
years. I was distressed that somehow I had not been able 
to see it since I thought the illness had developed during 
my one-year absence. My comments to that effect didn’t 
seem to change anything, but I was hopeful that now 
some meaningful treatment might occur. 

The hospitalization lasted only eight days. The final 
diagnosis was “chronic brain syndrome” and the reason 
for discharge at that time was "patient refuses psycho- 
therapy." Even more painful was the recommendation 
resulting from the inpatient evaluation—custodial-type 
care at home (i.e., no more employment, at least not what 
he had been doing, early retirement [age 53], and appli- 
cation for Social Security benefits as a means of support). 
The psychiatrist's fee for this evaluation was by far the 
most expensive item during the course of the entire ill- 
ness, considering the length of the hospitalization. 


HOSPITAL B 


Even I could realize that something wasn’t right at 
hospital A. My father's condition had stabilized some- 
where around absolute zero and the agitation and rumi- 
nations continued. Meanwhile, beds became available at 
the hospital originally chosen. Like hospital A, hospital B 


was generally known for its use of a model similar to the: 


one used at the institution where I was serving my resi- 
dency (many of our faculty also served on the faculty of 
the training program at hospital B). 

I can vividly remember my feelings of shame and nag- 
ging responsibility as my father was admitted for the sec- 
ond time to a mental hospital. After 10 months of a psy- 
chiatric residency, I was well aware of the importance of 
intrafamilial dynamics in the etiology of mental illness 
and resolved that somehow this treatment was going to 
go forward. I would do my best not-to let anxiety, guilt, 
shame, or resistance get in the way. 

The psychiatrist during this hospitalization seemed to 
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have a much better idea of what my father was dealing 
with, and from the kinds of things my father talked about 
during visits I surmised that his psychiatrist was devoting 
considerable time and energies to helping him cope with 
his illness. I agreed with his techniques, which involved a 
combination of medication and psychotherapy—exactly 
what I was involved in with my own patients, depressed 
or otherwise. But there was to be another problem—my 
mother. 

Despite the efforts of his physician, my father was not 
impressed. In fact, he felt he was being “tortured.” He 
would impart these impressions daily to my impatient 
mother who, after my father had been hospitalized for 
two months, was beginning to feel that the illness would 
never end. She also became paranoid about the psychia- 
trist, who would say very little when she called him to get 
information on how things were progressing, obviously 
giving her a chance to say what was on her mind. Since I 
was using essentially the same techniques with my 
patients, I had little difficulty understanding the ratio- 
nale. With my mother it was quite another story, and 
feeling put off, she finally agreed with my father that hos- 
pitalization was not the way to go and took him home 
over my objections. This action filled me with despair, 
both because I felt that without treatment this could go 
on indefinitely and because it had become plain that my 
father was not a “good” treatment case, i.e., not psycho- 
logically minded, and my mother was being uncoopera- 
tive. 

At this point it appeared that we would now carrv out 
essentially the recommendation of the psychiatrist from 
hospital A. Social Security benefits were applied for and 
received and the family seemed to accept the inevitability 
of caring for a casualty from life. Only his incessant com- 
plaints and disturbing agitation forced us into trying once 
more to get treatment. 

During one of her phone conversations with the psychi- 
atrist from hospital B, my mother was told that illnesses 
of this type often lasted as long as two years. During a 
visit she met one patient, about my father's age, who had 
been in the hospital for over a year. The cost of such a 
stint with no guarantees of success had something to do 
with why my mother was inclined to go along with my fa- 
ther's complaints about the hospital. 


HOSPITAL C 


I thought that a different approach might be helpful. 
Hospital C was a publicly supported institution of good 
reputation staffed with personnel inclined toward avant- 
garde psychiatric treatment. It was less expensive than 
hospital A or B and was strongly influenced by principles 
growing out of the community mental health movement. 
My own residency program, although strongly psycho- 
analytic, had taken a number of significant steps in the 
direction of a more community-oriented approach to 
mental health services. Our faculty contained several dy- 
namic proponents of the community approach who felt 
that mental health was not so much an individual as a 


group phenomenon. By this time I was a second-year 
resident. 

It was a struggle, but we arrived at the appointed time. 
We were met by an intake team consisting of a psychiat- 
ric resident, a social worker, and (I believe) a psychiatric 
nurse. Father was interviewed by the psychiatrist, my 
mother and I were interviewed by the others. By this 
time, I had the story down pat, feeling that my father’s 
emotional condition was appalling; however, my father 
was well dressed, sitting up, and minimizing his prob- 
lems. After the interviews the team conferred and gave a 
verdict: day hospital. 

I was disappointed but tried not to show it. My 
mother’s disappointment was obvious. It had taken sev- 
eral hours of hassling to get him out of the house and 
into the car for the appointment; could we do it five days 
a week? Would the family be cooperative? The team had 
mentioned that if he was not “motivated” he could not be 
helped. Although my father had agreed reluctantly to 
start the following day, when the time came he wasn't 
motivated; he never went to the day hospital. His symp- 
toms continued. 

By this time, my mother and I were not getting along 
too well. After all, I was studying to be a psychiatrist and 
should be able to do something for my own father. I tried 
to explain that these things took time, pointing out that 
she had an excellent doctor at hospital B anc had pulled 
Father out prematurely. We returned to hosbital B, and 
after another month the same problems were there, with 
no improvement. 


HOSPITAL D 


Finally, my mother took matters into her own hands. 
Living in a small, lower-middle-class suburb, she took 
Father to see a psychiatrist practicing in the town. He 
saw Father for a few minutes and recommended hospital- 
ization and electroconvulsive therapy. He even went so 
far as to suggest that my father's antihypertensive drug 
might have been implicated in his illness. By this time, 
my mother and I were speaking again. Since [ had been 
less than helpful up to this point, I kept out of the way. 
Nevertheless, I had read Hollingshead and Redlich and 
knew that the less affluent often got more cursory ** medi- 
cal" (by implication, less effective) treatment. . 

I would like to mention something about ECT at this 
juncture. My training up to this point had led me to be- 
lieve that electroconvulsive therapy was a thing of the 
past and was still used only by people who didn't know 
that the millenium had arrived. Psychotherapy and 
"therapeutic community" were in; ECT was definitely 
out. Of about 100 admissions to our unit during my first 
year of residency, only one patient (mine) received ECT, 
and the treatments had to be stopped after three sessions 
because the patient was a black man and the staff won- 
dered whether I wasn't simply torturing an already suffi- 
ciently oppressed citizen. The patient, hospitalized for 
seven months, was both schizophrenic and depressed; af- 
ter three ECT sessions, he felt better and went home. 
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Nevertheless, convinced that there is no room for ECT in 
a therapeutic milieu, I wondered if it wasn't true that I 
had viewed the patient as a lesser human, deserving of 
such tortures. Four months later I was acquiescing to my 
own father being so treated, with the sanction of my 
unenlightened mother, in a hospital of marginal repute. 

Six weeks later my father was again working, and if 
the word "cure" can ever be used in psychiatry, it could 
be used in his case. He saw his psychiatrist only once af- 
terward and the long nightmare was over—no insight, no 
awareness, no motivation to get well. There:remains no 
evidence of depression or any other illness.! 


DISCUSSION 


One hears a good deal these days about the relevance 
of the so-called "medical model" in psychiatry. As a 
practicing psychiatrist-psychotherapist, I have on many 
occasions had reason to question the usefulness of much 
psychiatric nosology. Nevertheless, one must wonder 
why it 1s that techniques of psychiatric treatment with 
rather obvious usefulness can be allowed to go unused 
and untaught. For some reason, if one attempts to under- 
stand a patient's sufferings in psychodynamic terms this 
somehow precludes using medical therapies, although the 
converse also often applies. ECT was not merely un- 
taught during my residency training, it was actually dis- 
paraged and looked upon as an assault on one's patient 
for which the good psychiatrist should feel guilty and ini- 
tiate in himself some powerful soul searching. In psychia- 
try the “good” patient is one who understands the origins 
of his illness, not, as in the rest of medicine, one who 
thrives on the therapy of his physician. Those who do im- 
prove on somatic therapies like ECT are said to be guilt- 
laden people who want to be assaulted to expiate their 
guilt. 

Diagnosis is also grist for the therapeutic homogenizer. 
The impression is that all people develop mental ilInesses 
for basically the same reasons; therefore, the treatment of 
mental illnesses involves variations on the same basic 
techniques. Some psychiatrists treat all patients on the 
couch. In these cases the determination of whether or not 
a patient is suitable for such treatment rests on how psy- 
chologically minded a patient is rather than on whether 
the process is suitable for verbal psychotherapy. In these 
cases also the diagnostic process attends primarily to the 
relationships between mental structures (i.e., id, ego, su- 
perego) or the affects, rather than to the descriptive, syn- 
drome-oriented, or disease model, as if disease in the 
medical sense does not exist in psychiatry. 

On the other hand, we have all been critical of the con- 
verse approach: the psychiatrist who electrifies and/or 
drugs any and all patients who present themselves for 
treatment, whether they suffer from schizophrenia, de- 


After receiving ECT, my father was also taken off his antihyperten- 
sive medication. Reserpine depletes brain norepinephrine and may 
cause depression. It is not known whether the withdrawal of reserpine 
contributed to my father's recovery. 


Am J Psychiatry 132:6, June 1975 631 


ECT FOR CHRONIC PAIN 


e 


pression, homosexuality, or marital maladjustment. 
These physicians seem to equate "different" with “sick,” 
and no doubt serious injustices in the form of insensitive 
treatment, forced confinement, and the nefarious “‘label- 
ing" have occurred. Nevertheless, and this is especially 
true in many state-operated and community facilities 
today, it is as if mental illness, as illness, does not exist, 
and use of medical therapies such as ECT is disparaged 
and simply not available to patients. Diagnosis is deemed 
irrelevant just at a time when logic dictates that it is 
more important than it has ever been. 

From the point of view of the layman, who comprises 
the majority of patients, the schism that I have described 
can only appear as further evidence that psychiatrists 
have little to contribute to the well-being of society. 

The pernicious consequences of one’s choice of treat- 
ment were highlighted several years ago when a high gov- 
ernment official was denied a chance for even higher of- 
fice by virtue of the treatment he had accepted for an 
alleged depressive episode. Because he had received ECT, 
his fitness for high office was suddenly in question. Had 
he had the same symptoms but been treated with psycho- 
therapy, plus or minus medication, his chances might 
have been different. Unfortunately, too many psychia- 


trists trained to believe that ECT has few indications and 
then only for the “very ill" are unable or unwilling to 
properly inform a public which still looks upon ECT as a 
form of electrical purgatory or last-ditch radical treat- 
ment for the virtually hopeless. 

In my own training I can vividly recall looking for an 
appropriate candidate for ECT only to have every can- 
didate rejected as “‘not that ill." I am certain that had 
my father been admitted to my residency training pro- 
gram, he would not have been considered ill enough to re- 
ceive ECT. Even if he had been so considered, the issue 
would never have been raised out of deference to me. 


COMMENT 


In this presentation of the history of my father's men- 
tal illness and my family's attempts to get treatment, an 
effort has been made to highlight the consequences of the 
obvious lack of communication among various schools of 
psychiatry. It has not been my intention to denigrate any- 
one's approach but rather to point out that we have much 
to learn from one another in dealing with the problems 
our patients present to us. 


Electroconvulsive Therapy for Chronic Pain Associated with Depression 


BY MICHEL R. MANDEL, M.D. 


Electroconvulsive therapy alleviated the symptoms of 
four out of six patients suffering from chronic pain and 
from depression as measured by the Hamilton 
Depression Rating Scale. All of the patients had been 
unsuccessfully treated with tricyclic antidepressant 
medication. The author suggests that ECT may be the 
treatment of choice for some patients with this 
combination of symptoms. 


AMONG THE MOST DIFFICULT patients to treat in medical 
practice are those who present with pain problems requir- 
ing a subtle differentiation between predominantly physi- 
ologic pain and psychogenic pain. The histories of these 
patients often read like odysseys, with multiple hospital- 
izations, clinical procedures, and physician contact. En- 
gel (1) has described this group of patients as “pain 
prone." Frequently they are not psychologically oriented 
people, in fact, just the opposite, and they often reject at- 
tempts to obtain psychiatric consultation. It has been 
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shown that the presentation of the painful symptom is in- 
fluenced by the patient's individual personality and other 
variables, including cultural background, suggestability, 
and various types of stress (2). There is often a strong 
suggestion that this group of patients has long-term psy- 
chological difficulties (3). 

Various contributing factors maintain the symptom 
complex in chronic pain syndrome, including malinger- 
ing, hypochondriasis, and conversion reaction (1, 4, 5). 
Several authors have shown that depression can also play 
an important role in pain and that affective disorders 
sometimes accompany other diagnoses such as con- 
version reaction (1,4). Ziegler and associates (6) re- 
viewed the cases of 100 randomly chosen patients with a 
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primary diagnosis of depression and found that 28 dem- 
onstrated conversion symptoms of pain. The mean age of 
this group was 46.5 years. 


TREATMENT 


The presence of affective symptoms is often a good 
prognostic sign in psychiatric illness, especially if they are 
acute, and it would seem reasonable to attempt to sepa- 
rate out a depressed subgroup of chronic-pain patients 
for antidepressant therapy. This is particularly true since 
with the introduction of electroconvulsive therapy in the 
1940s and monoamine oxidase inhibitors and tricyclic 
antidepressants in the middle 1950s, many depressions 
have been rendered treatable (7). 

Various investigators, particularly in the British litera- 
ture, have described their varying success in treating 
chronic-pain patients with mood-altering drugs such as 
antidepressants, phenothiazines, and antihistamines (4, 
8). In general, it has not been possible to precisely identi- 
fy this group on the basis of psychological factors such as 
depression. It is not known what percentage of depressed 
chronic-pain patients respond to antidepressants, but I 
have found that many of them do not experience symp- 
tom relief with this therapy. 

ECT has had varying degrees of success in the treat- 
ment of patients with chronic pain (9-11). AMEDLARS 
(Medical Literature Analysis and Retrieval System) 
computer search of the world literature for the past 20 
years revealed only a few articles relating to the efficacy 
of ECT in this group of patients (9-12). In one of the 
most recent reports, which was published in 1957, Von 
Hagen (10) reported on 8 patients with intractable pain 
and extensive histories of pain. All of his patients did 
well, and although their psychiatric histories were not ex- 
tensive, depression was mentioned in 6 of them. Wein- 
stein and associates (11) selected 10 patients with long- 
standing pain from the neurological ward of a general 
hospital and found that there was no essential change in 
their perception of pain beyond the period of delirium in- 
duced by bilateral ECT. These researchers concluded 
that ECT was not a feasible method for the relief of in- 
tractable pain. They did not mention whether these 
patients also suffered from depression. Bradley (12) has 
suggested that the coincident onset of pain and depres- 
sion is associated with the relief of pain when the depres- 
sion is treated with ECT. 

This paper reports on a study of 6 patients with chronic 
pain who had failed to respond to tricyclic antidepressant 
therapy. These patients were considered clinically de- 
pressed and received a series of ECT in the course of 
their clinical care. 


THE PATIENT SAMPLE 


Index scores on the Hamilton Depression Rating 
Scale (13) were obtained for a group of chronic-pain 
patients at Massachusetts General Hospital who were 
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judged to be clinically depressed and were undergoing 
clinical evaluation for further treatment. Six patients 
with scores higher than 20— indicating at least moderate 
depression— were selected for the study. a 

The patients consisted of 1 man and 5 women, ranging 
in age from 47 to 73 (median age 54.5 years). All had 
undergone extensive neurological and medical diagnostic 
procedures, and a significant physiological basis for their 
pain had been eliminated. The duration of pain varied 
from 6 months to 30 years. In five of the six cases, the 
pain became more intense and was associated with de- 
pressive symptoms over a 6- to 24-month period prior to 
consultation. In most of the patients, significant psycho- 
logical themes of secondary gain could be identified, and 
there were often conflicts within their nuclear families 
vis-à-vis such issues as dependency and aggression. Five 
of the 6 patients could not be considered psychotic unless 
the pain symptoms themselves could be called delusional. 
One patient (case 3) was eventually diagnosed as psy- 
chotically depressed. 

The pains included backache, atypical facial pain, 
headache, and chest pain. All of the patients could be 
considered addicted to various narcotics at some time 
during their treatment for pain; 4 were addicted at the 
time of consultation. All of the patients had been treated 
with tricyclic antidepressants; this therapy was unsuc- 
cessful despite the fact that adequate amounts of drugs 
had been prescribed (dosage trials were the equivalent of 
200 to 250 mg of imipramine daily). Three patients de- 
nied feeling depressed, and the 3 who did identified de- 
pression as a secondary symptom. None of the patients 
could be considered manic-depressive or suffering from 
primary affective disorder. All of them met the criteria 
for secondary affective disorder established by Feighner, 
Robins, and associates (14). 

The patients received nondominant hemispheric uni- 
lateral ECT 3 times per week. The procedure was modi- 
fied by atropine, methohexital, and succinylcholine anes- 
thesia. Four patients demonstrated a remarkable 
improvement in pain and depression. Clinical data on the 
sample are presented in table |. 


CASE REPORTS 


Responders 


Case 1. A 47-year-old contractor had experienced intense 
headaches in the left temporal area for 5 years; he said they felt 
as if "someone had quartered my head." The pain first occurred 
in the context of the birth of an illegitimate grandson and his 
son's subsequent marriage and rapid annulment of the mar- 
riage, with the son and grandchild eventually coming to live in 
the patient's household. The patient, who blamed himself for his 
family's misfortune, did not feel that he could protest or com- 
plain about his son because of his own history of severe alcohol- 
ism, which had persisted until he joined Alcoholics Anonymous 
10 years prior to his admission. The patient's headache and his 
emotional withdrawal occurred intermittently and particularly 
at times of unavoidable argument with his son and wife. His in- 
ternist treated him with various analgesics, including up to 8 
tablets daily of a semisynthetic narcotic analgesic (Percodan) 
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TABLE | 


Clinical Characteristics of Six Patients with Chronic Pain and Depression 
* 


ne ear e P d PPP eh a a aA T VON ic rs rs A E NH a yii n P Ps PPP EHI mmm 


Comfortable 


Duration of Pain 


Hamilton Score 


Marital Location During Subjectively Personality 
Patient Sex Status Age of Pain Overall Acute Observation Pre-ECT — Post-ECT Depressed Diagnosis 
a mesg ges Sa a ces a a a a a ae 
Responders 
l M Married 47 Head 5 years 0 No 40 3 Yes Passive-dependent, mild 
2 F Married 55 Head 20 years 2 years Intermittently 26 14 No Passive-dependent, mild 
SO 
3 F Single 64 Chest iQ months 10 months No 59 5 Yes Mixed, with passive-ag- 
pressive and hysterical 
elements, moderate to 
severe 
4 F Married 52 Back, 6 months 6 months No 53 11 Yes Hysterical personality, 
face, moderate 
head, 
chest 
Nonresponders 
5 F Married 73 Face 20 years 2years intermittently 32 19 NO Hysterical personality, 
SO moderate to severe 
6 F Married 68 Face, 30 years 2years Yes 25 22 No Passive-aggressive ele- 
head ments, moderate to 


severe 





and antidepressant medication. He was hospitalized because of 
addiction to the analgesic and decreasing work performance. 

Mental status examination revealed a depressed man with 
sad facies, stooped posture, and slow speech. He constantly re- 
ferred to his headaches and appealed to the examiner for some 
medication. He admitted to symptoms of depression only dur- 
ing specific questioning. He scored 40 on the Hamilton depres- 
sion scale. 

Following a series of 6 unilateral ECTs, the patient’s head- 
ache disappeared and his Hamilton score fell to essentially zero. 
On 2 occasions in the year of follow-up he has become sub- 
jectively depressed and has been given a 6-week course of 150 
mg of doxepin at bedtime. He has not missed a day of work 
since his discharge from the hospital, and his headaches have 
not recurred, 


Case 2. A 55-year-old married mother of two and wife of a 
salesman had complained intermittently for 20 years of ‘‘mi- 
graine" headache, which was relieved somewhat by ergotamine 
tartrate and caffeine (Cafergot) and a semisynthetic narcotic 
analgesic (Percodan). She stated that she also needed ampheta- 
mines not only to reduce her pain but to "get me going," and 
she had used them intermittently for almost 20 years. She had 
lived near her family for her entire life until 2 years prior to ad- 
mission, and her hospitalization was triggered in part by her 
move to a new location about 200 miles away from her previous 
home, as well as by the Food and Drug Administration's more 
stringent control of amphetamines, which made it difficult for 
her to obtain them. Her internist, noting that she appeared de- 
pressed, treated her with up to 250 mg of amitriptyline, at bed- 
time, for several months prior to ECT; there was no change in 
her symptomatology. 

During her mental status examination she was extremely re- 
luctant to talk to the examiner and insisted that the lights be 
turned off during the interview because they exacerbated her 
"migraine." When she did talk, she spoke of missing her pre- 
vious home and her “‘pep pills," and she complained that her 
husband was away much of the time —yet denied being the type 
who would complain. Despite an elevated Hamilton score of 26, 
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the patient denied being depressed and was only able to talk 
about her depression once ECT had begun. After 6 unilateral 
ECTs her mood brightened and her headache disappeared. At 
6-month follow-up her Hamilton score was 14, she was up and 
around, her husband reported that she was strikingly improved, 
and she reported no recurrence of pain. 


Case 3. A 64-year-old single woman was seen in consultation 
on a psychiatric unit to which she had been transferred from a 
medical ward, where she had been admitted with severe chest 
pain. Initially she seemed quite intact psychologically, but on 
closer questioning she claimed that her heart was "split in two" 
and ready to fall out. Her Hamilton score was 59. There was no 
previous personal or family history of severe depression. Mood- 
elevating drugs were prescribed, without any success. When 
ECT was suggested to the patient, she replied that her brain was 
"rotten" and that it would be a waste of time to treat her. After 
6 unilateral ECTs she had a surprising metamorphosis into a 
very pleasant and capable, although somewhat lonely, woman 
who was subsequently able to cope quite effectively with an im- 
pending change in her living situation. At 1-year follow-up she 
was symptom free and had a Hamilton score of 5. 


Case 4. A 52-year-old mother of five had been well for most 
of her life with the exception of a hysterectomy at age 42. About 
6 months prior to seeing her physician, she experienced the on- 
set of pain in her upper right cheek with occasional “shooting 
pain over the top of my head and down my spine." During the 
ensuing several months her appetite diminished, she lost ap- 
proximately 15 pounds, and her interest in her everyday house- 
hold chores diminished to the point where she was spending her 
days in bed. She complained to her physician of poor appetite 
and loss of interest in food, occasional palpitations, shortness of 
breath, and a “‘full, uncomfortable feeling" in the upper left side 
of her chest. Her physician noted that she appeared sad, and 
when he asked her specifically if she was depressed, she admit- 
ted that she was but added emphatically that it was due to her 
severe pain and that her problems were certainly physical. After 
an extensive work-up her physician prescribed a regimen of 


imipramine, but it was discontinued after she complained bit- 
terly of dizziness and dry mouth. 

After the patient had undergone many complete exam- 
inations by various specialists and continued to complain of se- 
vere pain, her physician arranged for an interview with her and 
her husband. Her husband reported many bizarre symptoms 
and increased suspiciousness. He also said that the patient had 
talked about being punished, about having a brain tumor, and 
had spoken of death on several occasions. It became somewhat 
more clear at this point that her pain might be a screen for a se- 
vere and even delusional affective illness, and a psychiatric con- 
sultation was arranged. The patient’s Hamilton score was 53. 

The patient received a total of 10 unilateral ECTs, with initial 
brightening of mood and disappearance of vegetative signs and 
symptoms. Her pain persisted until the seventh ECT and then 
disappeared. At 6-month follow-up the patient was essentially 
back to her former normal self and was asymptomatic. Her 
husband reported that she occasionally complained of mild 
numbness in the areas previously described as painful, but these 
complaints were transient. Her Hamilton score at 6-month fol- 
low-up was 11. 


Nonresponders 


Case 5. The 73-year-old wife of a dentist developed maxillary 
facial pain 20 years prior to psychiatric consultation, after her 
discovery of her husband's brief affair some years earlier. After 
consulting various physicians at that time, she was able to "'tol- 
erate" the pain, which was relieved by intermittent use of carba- 
mazepine (Tegretol) Shortly after her husband's semi- 
retirement 2 years prior to psychiatric consultation, her pain 
worsened and she withdrew to her bed, with his almost constant 
ministering to her. One year prior to her admission, she was ad- 
mitted to a psychiatric hospital under somewhat vague circum- 
stances and received 12 ECTs with quite striking improvement. 
Over the 12 months prior to her referral to another hospital for 
a neurosurgical evaluation, her pain slowly returned. Tricyclic 
medication was administered, but multiple side effects devel- 
oped, prohibiting its further use. 

On examination, her behavior was coquettish and mildly in- 
appropriate, with intermittent sadness, but there was no evi- 
dence of dementia. She repeatedly referred to her pain as burn- 
ing— "like a slap." She suffered from marked constipation and 
loss of weight and appetite. Her Hamilton. score was 32. After 
7 unilateral ECTs her Hamilton score fell to 15, and her pain 
decreased somewhat but did not disappear. Shortly after her 
arrival home she began to complain of pain once again. At 
6-month follow-up her condition was essentially unchanged 
from what it had been originally; her Hamilton score was 19. 


Case 6. A 68-year-old bank teller with a 30-year history of 
headaches and pain in the right side of her face was referred for 
neurosurgical consultation by her local physician after unsuc- 
cessful treatment with many therapies, including acupuncture 
and tricyclic antidepressants. Her pain had intensified over the 
past 2 years since the retirement of her husband and their close 
involvement in an antique business. Her medical history re- 
vealed that she had cared for her ailing mother until the latter's 
death and that at age 35 she had married the vice-president of 
the bank in which she worked. Since her husband's retirement 
she had spent much of her time in bed, with him caring for her, 
and much of their life together focused on searching for new re- 
lief for her pain. The patient's Hamilton score was 25. 

She appeared depressed on mental status examination and 
was begun on a course of ECT after an unsuccessful trial on 
antidepressant therapy. After 9 unilateral ECTs the patient's 
condition had changed little; she returned home to essentially 
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FIGURE I 


Pretreatment Mean Scores on Individual Hamilton Scale Items* 
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HAMILTON SCALE ITEMS 


* Higher scores indicate increased pathology. 


the same situation, refusing psychiatric or medical follow-up at 
the referring hospital. At 5-month follow-up she had not sought 
further consultation and had remained at home, spending most 
of her time in bed. Her Hamilton score at that time was 22. 


DISCUSSION 


Figure 1 presents the responders’ and nonresponders’ 
mean scores on individual Hamilton items. This is an un- 
controlled study, and conclusions must be tentative. 
However, the Hamilton scores suggest that ECT may al- 
leviate both the pain and depression of depressed, chron- 
ic-pain patients who present with guilt, psychomotor re- 
tardation, suicidal ideation, increased agitation, anxiety, 
depersonalization, and paranoia. It is also of interest that 
the two nonresponders were the oldest in the group and 
had suffered from pain for 20 years or more. 

The cases presented highlight the problem of poten- 
tially undertreated depressions with somatic symptoms, 
in both medical and surgical settings. Our experience 
with these patients confirms Bradley’s suggestion (12) 
that the onset of pain coincident with depression is re- 
lated to relief of both with ECT and Ziegler and asso- 
ciates' impression (6) that conversion symptoms includ- 
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ing pain in patients over the age of 40 may be related to 
depression. These cases are also presented to demon- 
strate that the application of an easily administered de- 
pression rating scale may be useful in documenting de- 
pressive illness in this group. It should be stressed that 
these selected patients with high Hamilton depression 
scores were followed closely, with attention to psycho- 
social set, and provisions for adequate follow-up and 
family support were made in each case. Difficulties may 
loom ahead for an uncritical application of ECT without 
attention to‘these matters. 

These patients represent one subgroup of a chronic- 
pain population presently under study, and this report is 
intended to alert physicians to the possible use of ECT in 
depressed patients presenting with pain syndromes. It ap- 
pears from these cases that ECT may alleviate the symp- 
toms of depression and pain in a significant number of 
patients who have been unsuccessfully treated with anti- 
depressant medication. 
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The Depressive Syndrome: A Follow-Up Study of 130 Professionals 


Working Overseas 


BY LUCY JANE KING, M.D. 


A four-year follow-up of professional personnel who had 
been working overseas indicates that the depressive 
syndrome was the most common diagnosable psychiatric 
illness in this population. The study also shows that in 
this context the syndrome had a good prognosis. It 
therefore seems reasonable not to exclude persons with 
diagnosable depression from assignment abroad but, 
rather, to identify the syndrome and recommend 
necessary treatment. 


INTERVIEWS HAVE BEEN CONDUCTED with 130 profes- 
sional personnel from the United States working in 12 
countries in Asia, Africa, or Latin America before and 
after their terms of service overseas, which lasted from 
two to six years (mean, four years). This has made pos- 
sible a follow-up study of psychiatric symptoms in per- 
sons who were chosen for work overseas because they 
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were functioning well in professional roles and who were 
placed in an environment where they would face cultural 
shock (1). As stated previously in a report on the initial 
interviews of 104 candidates for service overseas (2), the 
most common psychiatric syndrome seen was depression. 
This brief report will focus on affective and other psychi- 
atric syndromes, family history of psychiatric illness, and 
certain aspects of living and work situations abroad. 
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METHOD 


Interviews 


Psychiatric examination. The structured interview 
used with the 130 professionals who were sent overseas 
required 45 minutes to an hour and a half. The interview 
covered family history, school history, job history, medi- 
cal history, and a mental status examination. Symptoms 
of the following psychiatric syndromes were inquired 
about: depression, mania, schizophrenia, organic brain 
syndrome, antisocial personality disorder, alcoholism, 
drug dependence, hysteria, anxiety neurosis, obsessive- 
compulsive neurosis, and phobic neurosis (3). 

Depressive syndrome. A subject must have reported at 
least one episode of five or more concurrent depressive 
symptoms of several weeks’ duration or numerous epi- 
sodes of at least a few days that were differentiated by the 
subject from his usual psychosocial adjustment in order 
to receive a diagnosis of depressive syndrome. The fol- 
lowing symptoms were inquired about: 1) dysphoric 
mood (depressed, sad, low, blue, despondent, gloomy, 
disgusted, discouraged, worried, fearful), 2) appetite 
change, 3) weight change of several pounds, 4) change in 
sleeping habits (insomnia or hypersomnia), 5) hopeless- 
ness or despair about the future, 6) diminished ability to 
concentrate on usual tasks, loss of interest in usual activi- 
ties, or decreased sexual drive, 7) feelings of self-reproach 
or guilt, 8) nervous, tense, irritable, or increased crying, 
and 9) recurrent thoughts of death or suicide or a wish to 
be dead. 

Family history. Psychiatric syndromes in relatives of 
the subjects were inquired about. For the purposes of this 
paper we focused on family history of affective disorders 
and alcoholism, which are known to have an increased in- 
cidence in the families of patients with affective dis- 
order (4). 

Living and work situations abroad. Particular atten- 
tion was paid to "primitive" living conditions, that is, a 
house very different from those in the United States (e.g., 
a "bush" house with a straw roof, electricity for only 
part of the day, if at all, no running hot water or no run- 
ning water at all). In terms of jobs, those which required 
being on frequent call 24 hours a day were noted (e.g., a 
nurse in a small hospital with no physician available or 
teachers living on the premises of boarding schools and 
available 24 hours a day to deal with counseling as well as 
mechanical and all other problems). Finally, any single 
events that individual subjects interpreted as major 
stresses while they were overseas were noted. 


Sample 


The 130 subjects were usually followed up four years 
after the initial interview. Four of the subjects were of 
Oriental descent and the other 126\Caucasian, and 105 
were married at the time of the initial interview and 25 
single. Eleven of the single persons married during the 
follow-up interval. There were 72 women and 58 men in 
the:total sample. At the time of the initial interview 41 
subjects were candidates who had not yet gone overseas, 
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and 89 were on furlough after at least one term of service 
overseas. 

The locales to which the subjects were assigne@ ranged 
from isolated stations in the bush where there Were no 
other foreigners nearby to cities like Hong Kong or To- 
kyo. The jobs involved a wide variety of activities, includ- 
ing the following: teaching at all levels from kindergarten 
through graduate school in English or in various other 
languages; medical work, in first-aid stations in isolated 
areas, in preventive health programs in developing coun- 
tries, and in modern hospital facilities; administration of 
groups of national churches and mission projects; ac- 
counting and business management; counseling nationals 
and/or foreigners; translation and literacy programs; 
"circuit riding" regularly to a number of congregations; 
radio or television programming; construction of build- 
ings; and agricultural projects. 


RESULTS 


Seventeen of the 130 subjects met the criteria for hav- 
ing a depressive syndrome (see table 1). Age, sex, marital 
status, whether a candidate or on furlough when first 
seen, family history of depression or alcoholism, and ob- 
viously severely stressful events or situations were not 
statistically significantly different by chi square analysis 
in those with a depressive syndrome compared with those 
with few or no depressive symptoms (see table 2). 

Fourteen of the subjects had a history of five or more 
concurrent depressive symptoms at the time of the initial 
interview (subjects 1 through 13 and subject 15 in table 
1). Only three of these continued to have five or more 
symptoms or to require psychiatric treatment during the 
follow-up interval (subjects 12, 13, and 15). Subjects 12 
and 13 responded to treatment, and subject [5 was not se- 
verely disabled. Subjects 14 and 16 had five or more con- 
current depressive symptoms during the follow-up inter- 
val for which they received treatment. Subject 14 had no 
history of depressive symptoms at the initial interview, 
and subject 16 had a few mild symptoms. Subject 17 was 
flown to the United States during the follow-up interval 
for emergency psychiatric hospitalization when his first 
and only manic attack reached psychotic severity. 

Forty-two subjects reported no depressive symptoms 
either at the initial interview or at the follow-up interview 
(see table 2). Forty-seven reported from one to four de- 
pressive symptoms at the initial interview and the same 
or (usually) fewer symptoms at follow-up. Only 1 of these 
had sought professional help for depression. At the initial 
interview this subject had described depressive episodes 
lasting a couple of weeks a few times a year that included 
depression, anorexia, and difficulty concentrating. At fol- 
low-up he described a six-month episode of depression, 
loss of energy, guilt, and occasional hopeless feelings. He 
had consulted a psychiatrist a few times during this epi- 
sode. 

Eight people (not shown in the tables) reported from 
one to three depressive symptoms specifically related to a 
single event (e.g., death of a child or a spouse). For 5 of 
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TABLE 1 


Reported History of Depression of 17 Subjects with Five or More Concurrent Depressive Symptoms* 
® 


History of Depression Reported 


Follow-Up 
Subject — Age** Sex At Time of Initial Interview At Time of Follow-Up Interview Period 
I 27 M  Acouple of depressive episodes lasting a Occasional insomnia 3 years 
few days each yearly 
2 22 F A couple of depressed days monthly, including Depressed after death of infant son; recovered; 2 years 
premenstrual depression no other depression 
3 27 F A few depressed days every few months Rare depressed days; occasional insomnia 4 years 
4 25 F Occasional depressed days Premenstrual crying 6 years 
5 39 M Occasional periods of "tensions"; family None 3 years 
physician prescribed “tranquilizers” 
6 33 F Intermittently depressed for 2 years at ages Decrease in premenstrual depression while 4 years 
20 and 21; premenstrual depression; taking oral contraceptive 
family physician prescribed 
chlordiazepoxide 
7 25 F Depressed at beginning of first term overseas Occasional days with fleeting suicidal 4 years 
for 18 months thoughts, usually when premenstrua! 
8 37 F Occasional depressions lasting a few days; None 5 years 
took diuretic when premenstrual 
9 45 F Had “nervous breakdown” during adolescence; Occasional depressed “angry” days; relieved 6 years 
depressed 2 years before interview by diuretic if premenstrual 
10 51 M _ Brief mood swings; hospitalized for "rest" Mild depression lasting a few days less and 6 years 
once; depressed 9 months before interview; less often 
received outpatient treatment and 
antidepressants 
HI 53 F Depressed 4 years before interview; received Brief intermittent depressions; depressed at 2 years 
inpatient ECT and outpatient psychiatric brother's suicide but recovered 
treatment and antidepressants 
12 26 F A couple of depressive episodes lasting a few Intermittent depression; outpatient psychiatric 5 years 
weeks; a few days’ postpartum depression treatment 
13 29 F Premenstrual depression while taking oral Took tricyclic antidepressants while pregnant; 2 years 
contraceptive and while pregnant; no symptoms while taking drugs 
outpatient psychiatric treatment 
with antidepressants 
14 27 M None Intermittent depressions; outpatient 5 years 
psychiatric treatment 
15 28 F Severe depression during first 6 weeks of Mild depressions a couple of times a year 5 years 
first term overseas 
16 36 F Fatigue and crying premenstrually and when Gradually worsening depression; outpatient 4 years 
taking oral contraceptive psychiatric treatment and antidepressants 
17 37 M _ Fluctuating moods: depression, trouble Gradually worsening mania for several 5 years 


concentrating, irritability, self- 
depreciation, or euphoria 


months; inpatient and outpatient 
psychiatric treatment and lithium 


*The symptoms included the following: 1) dysphoric or depressed mood, 2) appetite change, 3) weight change, 4) change in sleeping habits, 5) hopelessness or 
despair, 6) loss of ability to concentrate, general interest, or sexual drive, 7) feelings of self-reproach or guilt, 8) feeling nervous, tense, irritable, or tearful, and 9) 
recurrent thoughts of death or suicide. Dysphoric or depressed mood was always one of the symptoms. 


** At the time of the initial interview. 


these people the event had occurred before the first inter- 
view. None of these 5 subjects had experienced depres- 
sion during the three- to five-year follow-up period. Three 
subjects who had reported no history of depressive symp- 
toms at the first interview had from one to three symp- 
toms related to a specific event at follow-up. 

Nine persons (not shown in the tables) who were first 
seen while they were on furlough each reported one epi- 
sode of one to four depressive symptoms associated with 
severe medical illness (e.g., hepatitis or malaria). These 
symptoms remitted when the medical illness remitted. 
None of these subjects had had depressive symptoms dur- 
ing the three- to five-year follow-up interval. Another 
person had no symptoms when first seen but had had de- 
pressive symptoms associated with an episode of severe 
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eczema treated with cortisone during the follow-up inter- 
val. 

No subiects met the criteria for a diagnosis of schizo- 
phrenia, organic brain syndrome, antisocial personality, 
alcoholism, drug dependence, hysteria, anxiety neurosis, 
obsessive-compulsive neurosis, or phobic neurosis. Six 
subjects (not shown in the tables) would have to be classi- 
fied as undiagnosed by the criteria used (3). One woman 
reported a number of vague medical complaints, a few 
depressive symptoms, and anxiety attacks. She had been 
living in uncomfortable primitive conditions overseas. At 
a two-year follow-up, after living abroad in much more 
pleasant circumstances, she still reported multiple symp- 
toms not readily attributable to medical illness. Another 
woman reported fairly typical anxiety attacks lasting 


H 


TABLE 2 
Comparison of Subjects with Varying Amounts of Depressive Symptoms* 


Subjects Subjects 

with One with Five 
Subjects to Four or More 
with No Concurrent Concurrent 


Depressive Depressive Depressive 
Symptoms Symptoms Symptoms 


Item (N = 42) (N =47) (N= 17)** 
Men 23 23 5 
Women 19 24 12 
At time of initial interview 
Mean age (in years) 34 35 33 
Candidates 21 10 7 
On furlough 21 37 10 
Married 29 39 16 
Singie 13 8 | 
Family history of depression 18 14 6 
Family history of alcoholism 4 8 2 
Family history of both 
depression and alcoholism 0 l 0 
At time of follow-up interview 
Living conditions overseas 
were “primitive” 9 5 l 
Subject was on 24-hour call 10 6 i 
Specific stress reported*** 6 9 2 


* Numbers in all categories except age indicate the number of subjects in that 
category. Excluded from this table are 6 subjects who were classified as 
undiagnosed, 8 subjects who were depressed only at the time of a single 
stressful event, and 10 subjects who were depressed only during a serious 
medical illness. 

** These are the same subjects whose histories are shown in table I. 
* ** Specific stress refers to an event or situation that the subject noted was 
especially upsetting while overseas, e.g., the death of an infant overseas or 
the death of a close relative in the United States. 


only two months when she was 28 years old. By age 39, 
however, she had had no other psychiatric symptoms. 
One man reported three episodes during his lifetime of 
suddenly awaking at night, shaking all over, and having 
heart palpitation. He had had no such symptoms during 
the follow-up interval of three years and no medical or 
psychiatric illness to explain the symptoms. 

Three other persons had each had one unusual and ap- 
parently medically inexplicable episode of symptoms oc- 
curring during a period of busy work schedules and, in 
one instance, at the time of a parent's death. One woman 
had been bedfast and almost unable to move, but she 
gradually became asymptomatic within three weeks and 
had no further symptoms. One clergyman had suddenly 
stopped in the middle of a sermon because his notes 
seemed to make no sense. He slept for two days and had 
no further symptoms. A third subject reported an episode 
in college when he stopped studying for one week before 
examinations. During this week he had nausea and hy- 
persomnia. None of these 3 subjects showed psychiatric 
symptoms during the follow-up interval. 


DISCUSSION 
Many studies of prediction of psychiatric illness in spe- 


cial circumstances have been conducted in the mili- 
tary (5-8). In general, the circumstances seem to fall 
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into two categories highly. unusual environments (e.g., 
Antarctica or submarine duty) in which strict criteria 
were used for selection with good results, and foutine, 
uncomplicated duties in which many psychiatric predic- 
tions turned out to be too severe and many subjects who 
were judged unfit performed well. In reviewing the expe- 
rience in the Navy, Christy and Rasmussen (5) noted that 
the problem is not that of discovering psychopathology 
but, rather, that of assessing its significance when de- 
tected. In other words, if all persons with even the mildest 
psychiatric problems are screened out, the remaining per- 
sonnel seldom develop psychiatric problems, but many of 
those excluded would probably not have developed psy- 
chiatric problems either. 

Reviews of the literature on prediction of perform- 
ance (9, 10) have stressed the need for and the lack of 
structured interviews. In prospective studies of Peace 
Corps volunteers (9, 11), unstructured interviews con- 
ducted by psychiatrists have not been of value in predict- 
ing development of psychopathology during service over- 
seas. Follow-up studies of psychiatric diagnoses (12-14) 
have indicated high reliability among raters using struc- 
tured interviews and systematically designed criteria for 
diagnosis. Longitudinal studies of the chronology of psy- 
chiatric illnesses have demonstrated that carefully de- 
signed criteria for diagnosis are predictive of out- 
come (3). The present study certainly demonstrates that 
subjects who do not have sufficient symptoms to meet 
specific criteria for psychiatric syndromes do not develop 
psychiatric illness, at least during one term of service 
Overseas. 

The subjects who were interviewed had been selected 
for competent functioning. Thus persons with psychiatric 
syndromes that have an onset early in life and are severe 
and chronic (e.g., schizophrenia, antisocial personality) 
were screened out. It is not surprising that depressive syn- 
dromes, which usually remit, accounted for most of the 
psychiatric illness observed. 

Smith (11), in assessing Peace Corps volunteers, noted 
among personality characteristics negatively correlating 
with general competence such items as "feels a lack of 
worth, has low self-esteem, high level of anxiety, pessi- 
mistic, lacks energy, irritable, and preoccupied with mat- 
ters of physical health." It is possible that some persons 
in his study who functioned poorly were depressed as de- 
fined in the present paper. 

Paluszny and Zrull (15) examined 50 missionary can- 
didates and recommended that 5 of them not be sent 
overseas. Two of those 5 had had depressive symptoms. 
It is not clear how chronic the depressive symptoms were 
in these investigations. Continuing follow-up of a total 
sample of over 500 subjects from whom the present co- 
hort of 130 was drawn will provide additional informa- 
tion about prognosis in depressive syndromes in persons 
who have been working in foreign cultures. 

There is a great deal of evidence that depressive syn- 
dromes in psychiatric inpatients (16) and outpatients (17) 
have a generally good prognosis, even though there might 
be exacerbations. Subjects in the present study who met 
criteria for depressive symptoms (see table |) appeared 
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similar to patients seen in psychiatric practice. Indeed, 
several had sought treatment. 
. Eleveh people who had depressive syndromes or a his- 
tory of them when first interviewed did not meet the cri- 
teria for such syndromes during the follow-up interval. 
The 3 who continued to have a depressive syndrome dur- 
ing the follow-up interval were less severely ill than they 
had been before, although 2 of them required continued 
treatment. Three subjects who had not had depressive 
syndromes at the initial interview developed affective 
syndromes during the follow-up interval. One of them de- 
veloped the most striking psychiatric illness seen in the 
group—mania that reached psychotic severity. It would 
not have been possible to predict this on the basis of his- 
tory of psychiatric symptoms at the initial interview. 
Thus, on the basis of follow-up after one term overseas, 
it seems reasonable on the one hand not to exclude per- 
sons with diagnosable depressions from overseas assign- 
ment but, on the other hand, to identify them and to rec- 
ommend treatment when necessary. 
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Treatment of Depression in Alcoholics 


BY JON A. SHAW, M.D., PATRICK DONLEY, M.D., DONALD W. MORGAN, M.D., D.MS,, j 


AND JAMES A. ROBINSON, M.S. 





The authors compared two groups of depressed 
alcoholics given either placebo or chlordiazepoxide- 
imipramine in a double-blind study. Although depression 
decreased in both groups, there were no significant 
differences between them on any of three pre- and 
posttreatment measures. The Zung scale showed that 
medication decreased depression significantly; however, 
this finding was not supported by the Beck Depression 
Inventory or the Minnesota Multiphasic Personality 
Inventory, indicating the necessity for use of multiple 
assessment instruments. 


ALTHOUGH THE HISTORY of alcoholism is replete with the 
failure to define and identify an “alcoholic personality" 
profile, there is evidence that alcoholics exhibit some 
common characteristics. Therapists engaged in treating 
patients with alcohol problems frequently report that 
their patients are clinically depressed. A number of stud- 
ies indicate the high frequency with which depression is 
present in alcoholics when measured by different psycho- 
diagnostic methods (1-6). The understanding of this clin- 
ical phenomenon has been hindered by marked individual 
differences in the alcoholic patients and by failure to use 
operational definitions of alcoholism and depression. 

Because of the clinically observed relationship between 
alcoholism and depression, there have been a number of 
studies exploring the use of antidepressants in the treat- 
ment of alcoholism (7-9). In a double-blind study com- 
paring imipramine to placebo, with dropout rates as the 
outcome measure, Ditman (10) found no significant ef- 
fect of the antidepressant. Kissin and Charnoff (9) tested 
antidepressants such as amitriptyline and isocarboxazide 
in a double-blind design and were unable to demonstrate 
that any drug was superior to placebo in producing absti- 
nence for a six-month interval. In more recent studies, 
Kissin and Gross (4) discovered that a combination of 
chlordiazepoxide and imipramine was more effective 
than either drug alone or placebo. 

The present study further explores the relationship 
between alcoholism and depression, examining the ef- 


Dr. Shaw is Chief, Psychiatry Clinic, Dr. Morgan is Chief, Psychiatry 
Service, and Mr. Robinson is Research Psychologist, Department of 
Psychiatry and Neurology, Walter Reed Army Medical Center, Wash- 
ington, D.C. 20012. Dr. Donley is Staff Psychiatrist, Department of 
Psychiatry and Neurology, Tripler General Hospital, Honolulu, Ha- 
waii. Address reprint requests to Dr. Shaw. 


The authors gratefully acknowledge the assistance of Ms. Patricia Fig- 
aro at the field site. 


fectiveness of the chlordiazepoxide-imipramine combi- 
nation with depression and with dropout rates in a treat- 
ment program. 


METHOD 


The population for this study was 58 male patients 
seeking treatment in a multifaceted halfway house that 
included inpatient care for a period of no longer than two 
weeks and an outpatient program providing individual 
counseling, group counseling, chemotherapy, and 
strongly emphasizing Alcoholics Anonymous. It was the 
policy of the halfway house to administer disulfiram to 
every patient unless there were medical contraindica- 
tions. Informed consent for the use of disulfiram was a 
condition for acceptance into this facility. 

The mean age of the population studied was 31.6 years, 
with a range from 18 to 50 years. Forty-seven percent 
were married, 16 percent divorced, 36 percent single, and 
3 percent separated. Fifty-two were on active duty in the 
United States Army and 6 were employed civilians. For 
the total sample, 52 percent had graduated from high 
school and 41 percent had attended college. 

The diagnosis of alcoholism was established in accord- 
ance with the recommendations of the National Council 
on Alcoholism (11). Only patients reporting at least one 
of the major obligatory criteria (physiological depen- 
dence, tolerance, or a major alcohol-associated illness) 
were included in the study. Depression was operationally 
defined by the depression scale of the Minnesota Multi- 
phasic Personality Inventory (MMPI), Zung’s Self-Rat- 
ing Depression Scale (12), and the Beck Depression In- 
ventory (13). 

Upon admission to the treatment program, all patients 
were evaluated by one of the psychiatrists participating in 
the study. Psychological testing, including the three 
measures of depression, and a questionnaire designed to 
gather detailed data concerning drinking habits, demog- 
raphy, family relationships, and work adjustment were 
administered. All of the subjects had been detoxified be- 
fore entering the study. Inclusion in the double-blind 
study required the patient’s informed consent, no medical 
contraindications to disulfiram (Antabuse), chlordiaze- 
poxide (Librium), or imipramine (Tofranil), and geo- 
graphic proximity for follow-up evaluation (within 50 
miles of the halfway house). Of the original 58 patients, 
30 met the established criteria for inclusion in the double- 
blind study. Fifteen patients received 40 mg of chlordia- 


. zepoxide and 150 mg of imipramine daily for an average 
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of 31 days; the remaining 15 patients received identical 
placebos on the same schedule. The patients were ran- 
domly &assigned to the groups and neither patients nor 
treating psychiatrists were aware of whether active medi- 
cation or placebo was being administered. The 28 
patients who were not included in the double-blind study 
comprised the baseline group. All 58 patients were of- 
fered individual and group counseling and 250 mg per 
day of disulfiram as part of the total halfway house pro- 
gram. A psychiatric nurse administered all psycho- 
pharmacologic agents. 

After approximately 30 days of treatment, both the ac- 
tive medication and the placebo groups were reevaluated, 
and repeated administrations of the MMPI depression 
scale, Beck Depression Inventory, and Zung’s Self-Rat- 
ing Depression Scale were completed. Attendance 
records were maintained for all 58 patients in the study. 
Those individuals who did not maintain contact for five 
consecutive weeks following admission into the study 
were identified as dropouts. 


RESULTS 


The seriousness of the drinking problems in this 
sample is illustrated in that 57 percent reported a drink- 
ing problem in excess of 2 years and 10 percent reported 
a drinking problem in excess of 10 years. Sixty-four per- 
cent indicated that their drinking had increased in the 6 
months before treatment, and 66 percent were daily 
drinkers. [n terms of their alcoholic preferences, no one 
preferred wine, 41 percent preferred beer, 31 percent pre- 
ferred liquor, and 28 percent preferred liquor and beer in 
approximately equal amounts. The physiological effects 
of the chronic drinking behavior in this group of 58 
patients are illustrated by the large number of physi- 
ological problems they reported. Blackouts were very 
frequent in this sample; only 16 of the 58 patients 
stated that they had never experienced blackouts and 22 
percent reported having blackout episodes more than 10 
times. Twenty-one percent of the group reported under- 
going full-blown delirium tremens at least once and 2 
patients had repeated episodes. Seventy-one percent de- 
scribed shakes following drinking; 50 percent noted gas- 
trointestinal distress associated with drinking, and 9 per- 
cent admitted to either seizures or liver trouble. 

Depression, as defined by the Zung, MMPI, and the 
Beck scales, was present in 98 percent of the patients on 
at least one of the depression scales. Eighty-eight percent 
of the total sample scored two and 40 percent scored 
three standard deviations above the mean on the MMPI 
depression scale, indicating a significant degree of depres- 
sion. According to the Beck Depression Inventory, 76 
percent were rated at least mildly depressed and 15 per- 
cent were severely depressed. Eighty-four percent of our 
sample was clinically depressed according to Zung's 
Self-Rating Depression Scale. 

Figure 1 illustrates the effectiveness of the chlordiaze- 
poxide-imipramine combination compared to placebo. 
On initial testing, no significant differences were found 
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FIGURE 1! 

Comparison of Pre- and Posttreatment Scores on the Beck Depression 
Inventory, MMPI Depression Scale, and Zung Self-Rating Depression 
Scale 
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TIME OF TREATMENT 


among the baseline group, the chlordiazepoxide-imipra- 
mine group, and the placebo group with any of the three 
measures of depression. As figure 1 shows, depression 
abated in both the active medication group and the pla- 
cebo group over the treatment period. Retesting after ap- 


«a 


proximately 30 days also revealed no significant differ- 
ences among groups. 

An analysis of the amount of change in depression 
from initial testing to 30 days into treatment indicated a 
decrease in depression on all three measures for the pla- 
cebo group; however, this change was not significant. No 
significant differences in the amount of change in depres- 
sion were noted in the active drug group for either the 
MMPI depression scale or the Beck Depression In- 
ventory. A statistically significant decrease in depression, 
however, was noted for the active drug group on Zung’s 
Self-Rating Depression Scale (p<.05). However, it is im- 
portant to note that depression did decrease for all 
groups on all depression measures. 

A significant difference in the dropout rate was found 
at five-week follow-up between those who entered the 
double-blind study and those who could not or chose not 
to do so (y?=9.07, p<.05). Only 1 of the 30 patients who 
entered the study had left the treatment program. In con- 
trast, 10 of the 28 patients who did not enter the study 
had dropped out of treatment. It is important to note that 
none of these 10 patients dropped out because of exces- 
sive distance from the treatment center. When dropouts 
were compared to those who remained in treatment, it 
was found that the dropouts scored significantly lower on 
the Beck Depression Inventory, but no differences were 
found on either the MMPI depression scale or Zung’s 
Self-Rating Depression Scale. 


DISCUSSION 


Our findings confirm the numerous reports that note a 
high frequency of depression in an alcoholic popu- 
lation (1-6). This high frequency of depression was in- 
dicated with all three measures of depression. Any one of 
these measures identified at least 80 percent of the sample 
population as depressed. When each patient was rated on 
all three measures, 98 percent of the sample evidenced 
some degree of depression on at least one scale. 

This study failed to find that thé administration of 40 
mg of chlordiazepoxide and 150 mg of imipramine daily 
for an average of 31 days significantly enhanced the de- 
crease in depression for this patient population. The ac- 
tive drug and placebo groups exhibited a comparable de- 
cline of depression. The general abatement of depression 
in both groups appears to be determined by a number of 
variables: 1) the placebo effect alone in controlled studies 
of the depressed state is approximately 40 percent (14); 2) 
there is evidence that the discontinuation of drinking has 
a positive effect on alleviating the depressive condi- 
tion (15); and 3) inclusion in this type of study has the ef- 
fect of conferring on the patient an expectation that 
something positive may occur as a consequence (16). 

When the amount of change in depression over treat- 
ment was analyzed for each depression scale, only Zung's 
Self-Rating Depression Scale in the active drug group in- 
dicated a significant decline. This finding may reflect the 
greater weight given by the Zung scale to physiological 
symptoms (weight loss, insomnia, decreased libido, loss 
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of appetite, and generalized lethargy) as manifestations 
of depression. One may speculate that depression as 
measured by this scale responds to the active drig com; 
bination of chlordiazepoxide-imipramine and thàt this 
combination may exert its predominant effects by reliev- 
ing the physiological symptoms so characteristic of de- 
pression. If we had used Zung's scale alone, we would be 
reporting positive results. However, the Beck Depression 
Inventory and the MMPI depression scale failed to in- 
dicate significant decreases in depression over treatment 
in either the active drug or placebo groups. The Beck De- 
pression Inventory significantly differentiated dropouts 
from those who remained in treatment, while the MMPI 
depression scale and Zung's Self-Rating Depression 
Scale failed to do so. This may confirm the observation 
that the Beck Depression Inventory is a more sensitive in- 
dicator of the degree of cognitive awareness of subjective 
feelings of depression (17). 


CONCLUSIONS 


No differences were found between the active medica- 
tion and placebo groups on any of the depression mea- 
sures either before or after treatment. Depression abated 
in both active drug and placebo groups. It would appear 
that when compared to placebo the chlordiazepoxide- 
imipramine combination adds little to the treatment of 
chronic alcoholism in either retaining patients in treat- 
ment programs or reducing the degree of depression. 
Considering the relative danger of these medications, it 
appears that these drugs should be introduced to the 
total treatment program only when this is specifically 
warranted. 

Our findings indicate the need to use multiple in- 
struments in the measurement of depression. The lack of 
a consensually validated operational definition of depres- 
sion and the apparent measurement of different dimen- 
sions of depression by different instruments caution 
against drawing conclusions with a single instrument. 
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MMPI Delineation of a Subgroup of Depressed Patients Refractory to 


Lithium Carbonate Therapy 


BY KENNETH M. HOUSE, M.D., AND RONALD L. MARTIN, M.D. 


The authors found that in a sample of 26 severely 
depressed hospitalized patients, 5 patients with low 
depression and psychasthenia profiles on the Minnesota 
M ultiphasic Personality Inventory did not show an 
antidepressant response to lithium carbonate. Seventeen 
of 21 depressed patients with high depression and 
psychasthenia profiles did respond to the antidepressant 
effects of the drug. They tentatively conclude that by 
using the MMPI it is possible to delineate a subgroup of 
depressed patients who are refractory to lithium 
carbonate therapy. 


CONSIDERABLE INTEREST has been shown in correlat- 
ing pretreatment variables with pharmacologic re- 
sponse (1, 2). However, the findings from these studies 
have not been conclusive, and diagnosis has remained the 
most reliable basis for the selection of a pharmacologic 
agent. 

Schizophrenic patients usually respond to phenothia- 
zines but not to tricyclic antidepressants or lithium car- 
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bonate. Depressive patients generally respond to the tri- 
cyclics or lithium carbonate but not to phenothiazines. 
Unfortunately, some patients in each of these diagnostic 
categories do not respond in the usual manner. There- 
fore, although diagnostic categories are useful as general 
guidelines, more sensitive pretreatment indicators are 
needed. 

In the course of a research project studying the effec- 
tiveness of lithium carbonate as an antidepressant in se- 
verely depressed hospitalized patents, it was observed 
that response often varied according to differences in 
MMPI profiles. More specifically, it appeared that a low 
depression (clinical scale 2) and psychasthenia (clinical 
scale 7) profile was related to a lack of response to lith- 
ium carbonate and that a high depression and psychas- 
thenia profile was related to responsiveness. 

This led us to examine the patients more carefully to 
see how the group whose depression and psychasthenia 
profile was low (low 2-7 group) compared on other mea- 
surements with patients whose profile was high (high 2-7 
group). We wanted to see if we had discovered a reliable 
way to predict pharmacologic refractoriness by means of 
a self-administered personality inventory. 


METHOD 


Twenty-six patients diagnosed as having primary af- 
fective disorder, depressed type, according to the criteria 
of Winokur and Clayton (3) were hospitalized on two 12- 
bed research wards at the National Institute of Mental 
Health. These wards were specifically designed for the 
longitudinal collection of behavioral and biochemical 


data and for the treatment of patients with affective ill- 
ness. 

All of the patients were in good health as judged by 
medical history, physical examination, chest and skull X 
rays, EEG, and laboratory tests that included hemato- 
logic, renal, and hepatic function studies. 

Both unipolar and bipolar depressive patients were in- 
cluded. The unipolar patients had depression character- 
ized by psychomotor retardation or agitation, anorexia, 
weight loss, sleep disturbances, depressive thought con- 
tent (often of psychotic proportions) dominated by feel- 
ings of hopelessness and worthlessness, preoccupation 
with guilt, and suicidal ideation. These patients had no 
history of mania or hypomania. 

The bipolar patients had depression like that of the 
unipolar patients. All of them also had a history of at 
least one documented manic or hypomanic episode char- 
acterized by motor and verbal hyperactivity, pressure of 
speech, flight of ideas, provocative intrusiveness in inter- 
personal relations, and, often, euphoria or elation. All of 
the bipolar patients were depressed at the time of the 
study, and all showed no signs of mania or hypomania. 

Diagnosis was established on the basis of interviews by 
two members of the research staff (a psychiatric social 
worker and a psychiatrist), supported by information 
from close relatives, previous physicians, and previous 
hospitals as well as by psychological testing. All patients 
were medication free during the diagnostic evaluations 
and baseline measurements, 

All of the patients were given the Current Group Form 
of the MMPI within the first week of admission, before 
any pharmacotherapy was initiated. The tests were 
scored in the usual manner for nine clinical scales (hypo- 
chondriasis, depression, conversion hysteria, psycho- 
pathic deviate, paranoia, psychasthenia, schizophrenia, 
hypomania, and social intraversion). The masculinity- 
femininity scale was omitted. The three validity scales, 
lie, infrequency, and correction, were also scored. Scores 
were K-corrected to T scores (4, 5). 

The sample was divided into two groups on the basis of 
MMPI profiles: those whose depression (clinical scale 2) 
and psychasthenia (clinical scale 7) profile was low (low 
2-7 group) and those whose depression and psychas- 
thenia profile was high (high 2-7 group). The T scores of 
the low 2-7 group were less than 70 on both the depres- 
sion and psychasthenia scales, and neither of these scales 
was among the top four rank-order scales. The T scores 
of the high 2-7 group were more than 70 on both the de- 
pression and psychasthenia scales, and both scales were 
among the top four rank-order scales. (By rank order 
scales we mean the ordering of the eight clinical scales ac- 
cording to their T-score magnitude. The first rank-order 
scale would be the highest appearing scale on the profile 
graph, and the eighth rank-order scale would be the scale 
with the lowest appearance on the graph.) 

The two groups were evaluated on the following mea- 
surements: age, sex, whether unipolar or bipolar, number 
of previous depressive or manic episodes, age at initial af- 
fective episode, family history of affective illness, length 
of current episode and length of current hospitalization, 
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time between onset of current episode and institution of 
lithium carbonate therapy, clinical rating of depression, 
anxiety, and psychosis for the five days immediately pre- 
ceding the use of lithium carbonate, and clinical rating 
for depression, anxiety, and psychosis on the day the 
MMPI was taken. 

Lithium carbonate was administered in 300-mg cap- 
sules on a double-blind basis. Supplemental placebo cap- 
sules were added to keep the total number of capsules 
constant. Drug-related procedures such as blood sam- 
pling were also held constant for both groups. A placebo 
period of at least 6 days preceded the lithium carbonate 
period. Each lithium carbonate period lasted for at least 
12 days. 

An initial dose of lithium carbonate was set by estima- 
tion according to weight and age. The doses ranged from 
900 to 1500 mg a day and were designed to reach thera- 
peutic serum levels of 0.7 to 1.3 mEq/L. Serum lithium 
levels were reliably (SE -.02) determined using a modi- 
fication of the method of Helm and Andriesse (6). 

Using the 24-item, 15-point Bunney-Hamburg 
Scale (7), which is designed to systematically evaluate af- 
fective behavior on psychiatric wards, each patient's 
mean depression rating for the five days immediately pre- 
ceding the administration of lithium carbonate was com- 
pared with his mean depression rating for the last five 
days of lithium carbonate administration. 

Response was scored as complete if there was a de- 
crease in the mean depression rating of at least 3 points, 
definite if there was a decrease of between 2.0 and 2.9 
points, significant if there was a decrease of 1.4 to 1.9 
points, or “no improvement" if there was a decrease of 
less than 0.6 points, no change, or an increase in the rat- 
ing. Any improvement above 1.4 points was significant as 
measured by Student's t test. 


RESULTS 


In our sample of severely depressed hospitalized 
patients, 5 showed low 2-7 profiles and 21 showed high 
2-7 profiles. None of the 5 patients in the low 2-7 group 
showed any improvement while on lithium carbonate 
therapy. In fact, all but 1, who showed no change, showed 
an actual increase in their clinical depression ratings. 

Four of the 21 patients in the high 2-7 group (19 per- 
cent) did not show statistically significant improvement 
while receiving lithium carbonate therapy. Of the 4 who 
did not show a response, | never reached the commonly 
accepted therapeutic serum lithium level of 0.7 mEq/L 
(his highest level was 0.58 mEq/L). Of the 17 patients 
who did respond to lithium carbonate, 8 showed complete 
remission, 6 showed definite clinical improvement, and 3 
showed significant improvement, as defined previously in 
this paper. 

The finding that none of the 5 depressed patients in the 
low 2-7 group showed an antidepressant response to lith- 
ium carbonate although 17 of the 21 patients in the high 
2-7 group did respond is significant by the Fisher exact 
probability test (p<.002). 
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All 5 patients in the low 2-7 group were diagnosed as 
bipolar. Twelve of the patients in the high 2-7 group were 
.bipolar, and 9 were unipolar. This difference is not statis- 
tically significant (p«.09 by Fisher test). The two groups 
did not differ significantly on any of the measurements 
listed previously except for the following: the clinical rat- 
ing of depression was lower in the low 2-7 group for the 
five days immediately preceding the use of lithium car- 
bonate, and the low 2-7 group had high rank-order and 
T scores on psychopathic deviate and mania scales and 
lower T scores on the hysteria scale. 


DISCUSSION 


If replicated, the correlation of MMPI profiles with re- 
fractoriness to the antidepressant effects of lithium 
carbonate will have important implications. There is 
evidence (8) that lithium carbonate is an effective anti- 
depressant for at least some depressed patients. The 
MMPI may prove to be a useful tool in delineating a 
nonresponsive subgroup of patients. 

We have stressed the refractoriness of the low 2-7 
group to lithium carbonate rather than the responsive- 
ness of the high 2-7 group. In our experience, most de- 
pressed patients have high 2-7 profiles. A high 2-7 group 
may therefore be quite heterogeneous and may include 
subgroups refractory as well as responsive to lithium 
carbonate. 

There are weaknesses in our study that must be exam- 
ined and clarified in future studies. Our sample of 5 low 
2-7 patients is small. Our study did not involve less se- 
verely depressed outpatients. There were some significant 
differences by Student's t test between the low 2-7 group 
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and the high 2-7 group: the patients in the low 2-7 group 
were less depressed just before the initiation of lithium 
carbonate therapy, although they were not less depressed 
at the time the MMPI was administered. 

The MMPI is available to any psychiatric facility. It is 
safe, inexpensive, and can be scored and evaluated 
promptly, in contrast to a medication trial, the most 
common method of determining responsiveness within a 
diagnostic category. Medication trials are costly, time- 
consuming, and have the potential for adverse effects. 

We hope this study will stimulate further interest in the 
isolation of pretreatment variables helpful in predicting 
pharmacologic response. 
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EDITORIALS 


New Recognition for Women in APA 


1975 HAS SPECIAL SIGNIFICANCE for the women of the American Psychiatric Associa- 
tion for at least two reasons. First, this is International Women’s Year. It is also the 
year when a new member of the family of APA organizational components, the Com- 
mittee on Women in Psychiatry, has become a part of the Association’s structure. 

A little background may serve to put this second event in perspective. Although 
women represent 11 percent of the membership of APA, the voices of these women 
have not always been attended to. In 1972 a Task Force on Women in Psychiatry was 
created. Under the leadership of Dr. Nancy Roeske the group identified two issues 
that warranted immediate attention: problems concerning women in general, as re- 
flected in psychiatry, and the special concerns of women psychiatrists. The task force 
(which included men as well as women) initiated projects that had both immediate and 
long-range potential for addressing the two issues. Contributions to the work of the 
task force were made both by more experienced APA members and by women train- 
ees. 

Early in its life the task force recognized the need for consciousness (and con- 
science) raising among both men and women in psychiatry. In panels and ‘‘rap ses- 
sions" held during annual meetings, sexist attitudes of men and women were identified 
and discussed. As one member pointed out, “Most of us are unconsciously sexist. We 
become aware of this only when we are specifically challenged about the sexist as- 
sumptions we've been raised with." 

Women psychiatrists were surveyed to examine the role of women in psychiatry and 
the role of psychiatry in the lives of women. Findings from this pilot project, which 
also studied the characteristics of all those entering psychiatry, disclosed few signifi- 
cant differences between the men and the women; one of these— which was not unan- 
ticipated— centered on the family-career conflict. Further exploration of this problem 
is warranted in view of the need to break down sexist attitudes that continue to ex- 
acerbate the family-career conflict among many women psychiatrists and also among 
other career women. 

Besides this pilot project the task force initiated the development of a talent bank of 
women psychiatrists and the preparation of a monograph summarizing the literature 
on women in psychiatry and the psychology of women. It participated in the prepara- 
tion and selection of papers for a special section on Women in Psychiatry and Medi- 
cine in this journal in October 1973; women trainees especially found the content use- 
ful, and some were stimulated to become involved in the work of the task force. The 
group also strongly encouraged training directors to offer courses on the psychology 
of women. 

The task force recognized early in its life-span the need for continuing activity in 
several areas of its interest. This awareness led to a recommendation for the appoint- 
ment of a permanent APA component to deal with issues related to women in psychia- 
try. The APA Board of Trustees approved the recommendation in December 1974, to 
be implemented following the annual meeting in 1975. 
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This editorial thus serves to announce formally the arrival of the Committee on 
Women in Psychiatry as part of the permanent APA structure. Women and men 
alike, we can hope that it will continue the promising work begun by the task force to 
free psychiatric education and practice of the biases that can adversely affect all of us. 


JEANNE SPURLOCK, M.D. 


Dr. Spurlock is a Deputy Director of the American Psychiatric Association. 


SIDS: An Opportunity for Primary Prevention 


BETWEEN SEVEN AND EIGHT thousand Americans die each year of a disease that until 
1970 had no official name (1). The sudden infant death syndrome (SIDS), a definite 
disease entity, is the major cause of death in infants after the first month of life. In a 
typical case an apparently healthy infant (usually between three weeks and six months 
old) is put down to sleep by his parents without any symptoms of illness except per- 
haps those of a slight cold. Some time later the child is found dead in his crib; there is 
no apparent cause for the death. At autopsy, minor signs of inflammation in the res- 
piratory tract and lungs may be present, but otherwise the findings are normal. 

SIDS disregards social class, race, religion, and season. Death is swift and painless, 
and it cannot be predicted or prevented. Research to date indicates that the cause of 
SIDS is not suffocation, regurgitation, aspiration of milk or another substance, or 
pneumonia. Although many hypotheses as to the cause of SIDS have been put for- 
ward, the etiology is as yet unknown. 

The loss of a child to SIDS usually presents the surviving family with an emotional 
crisis of enormous proportions. Because of the sudden and unexpected nature of SIDS 
and the mysterious circumstances surrounding the child's death, families almost uni- 
versally experience a feeling of somehow being responsible. Guilt, shame, fear, and 
anxiety are usually experienced by the survivors. 

Since Lindemann's classic description (2) of the survivors of victims of the Coconut 
Grove fire in Boston, psychiatrists have been aware of the impact of an unexpected 
death on family members. He documented the disability that can occur when the nor- 
mal grieving process is retarded, prolonged, or otherwise not allowed to run its usual 
course. 

The psychiatric disability occurring in families losing a child to SIDS is often con- 
siderable. The death is never expected and always occurs suddenly in a normal infant 
who appears healthy. Numerous cases have been described in which parents were sub- 
mitted to exhaustive examinations by police, firemen, or neighbors concerning the 
death of their infant. Accusations of child battering, abuse, or neglect are not uncom- 
mon; in some instances parents have been placed in jail or even indicted for murder. 
Even under the best of circumstances parents may be told erroneously that their child 
died of pneumonia, implying that the parents were negligent in not having the child ex- 
amined and treated by a physician. 

Unresolved guilt reactions have been known to lead to family breakups, emotional 
wounds, and a refusal to have subsequent children. 
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Parents are not the only victims. Siblings are sometimes implicated because at the 
time of such a death the parents need someone to blame. Displacement of anger onto 
the dead child's siblings is not uncommon. Patients have been seen who recall a$ an ex- 
tremely traumatic experience the death of a sibling many years earlier, probably from 
SIDS. The grief and guilt reactions that are experienced can be pervasive and long- 
lasting. 

Caplan (3) has pointed out, "Primary prevention is a community concept. It in- 
volves lowering the rate of new cases of mental disorder in a population over a certain 
period by counteracting harmful circumstances before they have a chance to produce 
illness” (p. 26). This suggests that SIDS represents a classic example of how crisis in- 
tervention by mental health professionals can prevent emotional illness from occur- 
ring. 

Early crisis intervention, including information about the nature of SIDS, and the 
performance of an autopsy (and notifying the parents of the results) can help to pre- 
vent subsequent emotional illness in parents and siblings. 

The National Foundation for Sudden Infant Death! stands ready to provide infor- 
mation to physicians and to families who have lost children to SIDS. 
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The Iowa 500: Suicide in Mania, Depression, and Schizophrenia 


BY GEORGE WINOKUR, M.D., AND MING TSUANG, M.D., PH.D. 


Long-term (30- to 40-year) follow-up data for 76 manic 
patients, 182 depressives, 170 schizophrenics, and 109 
controls showed that 10 percent of the schizophrenics, 
8.5 percent of the manics, and 10.6 percent of the 
depressives who were deceased had died by suicide. None 
of the controls had committed suicide. The authors 
suggest that suicide is a significant outcome factor in all 
three of these illnesses and is likely to occur at an earlier 
age in schizophrenia than in the other illnesses. 


IN A sTUDY of 134 people who successfully committed 
suicide, Robins and associates (1) were able to make a 
diagnosis of manic-depressive illness in 55 percent, 
chronic alcoholism in 28 percent, and schizophrenia in 2 
percent. Although it appears that schizophrenia ac- 
counted for few of the suicides, it remains possible that 
suicide as an outcome of schizophrenia could be a signifi- 
cant problem. Affective disorders are far more common 
in the population than schizophrenia, and it is quite pos- 
sible that the rarity of suicide among schizophrenic 
patients is simply the result of the fact that there are 
fewer schizophrenics at risk in the community than there 
are patients with affective disorders (2). 

In long-term follow-ups, the proportion of patients 
with affective disorders who committed suicide was 13 to 
16 percent of the total deaths (3). In shorter term follow- 
ups (ie, a few years), the proportion of suicides was 
closer to 35 to 60 percent of the total deaths (3). 

Lindelius and Kay (4) reported data on mortality 
among schizophrenic persons in Sweden and found that 
the significantly increased mortality in recent years was 
due mainly to an excess of suicides. 

This paper presents preliminary material from a large 
follow-up study concerned with suicides among manic, 
depressive, schizophrenic, and control subjects. The data 
are presented to determine whether suicide is a signifi- 
cant outcome in these three illnesses. 


Dr. Winokur is Professor and Head and Dr. Tsuang is Associate Pro- 
fessor and Chief Staff Psychiatrist, Department of Psychiatry, Univer- 
sity of Iowa College of Medicine, lowa City, Iowa 52242. 
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METHOD 


Two hundred schizophrenic, 100 manic, and 225 de- 
pressive patients who had been hospitalized between 1934 
and 1944 were identified and diagnosed according to 
strict criteria. A control group of 160 nonpsychiatric 
patients was added to these 525 patients. This control 
group represented a stratified random sample of appen- 
dectomy and herniorrhaphy patients hospitalized during 
the same time period and in the same medical setting 
(University of lowa Hospitals). The criteria and method- 
ology have been fully described in other publications (5- 
8). In addition to using the follow-up information in the 
hospital charts of patients, we conducted telephone and 
personal interviews. 


RESULTS 


Table | presents data on the patients for whom follow- 
up material was available. Of the 25 suicides, 17 had been 
noted in the follow-up portion of the chart and 8 were 
identified in the subsequent 30- to 40-year fieldwork fol- 
low-up. The results indicate that for the individuals fol- 
lowed up, those admitted for depression had a higher fre- 
quency of suicide (7.7 percent) than those admitted for 
schizophrenia (4.1 percent), with the manic patients fall- 
ing in between (5.3 percent). However, the differences did 
not reach statistical significance. None of the control 
patients had committed suicide. 

Although manic individuals do not often commit sui- 
cide, they usually become depressed at some time during 
their lives; when this happens, they are at risk for suicide. 
The percentage of suicides per total deceased persons for 
schizophrenics, manics, and depressives was similar. 

Our current data for age at time of suicide by sex and 
diagnosis (with 40 years of age as the cutoff point be- 
tween "younger" and *'older") indicate that the schizo- 
phrenic patients were younger as a group than either the 
manics or the depressives (table 2). This trend becomes 
more pronounced if 45 years of age is used as the cutoff 
point; 6 of the 7 schizophrenics but only 2 of the 14 de- 
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pressives committed suicide before that age. The signifi- 
cance of this trend may well result in an overall reduc- 
tion in the percentage of suicides among schizophrenic 
patients per total deceased by the time the entire sample 
is deceased. It may be that schizophrenics who are going 
to commit suicide will do so at a young age and that the 7 
schizophrenic suicides shown in table 2 therefore repre- 
sent the majority of those who will be observed. However, 
suicide appears to be significant in schizophrenia. 


DISCUSSION 


The frequency of suicide per total deceased in mania 
and depression in this study is similar to the frequency re- 
ported in previous studies (1-4). We were surprised to 
find that a nearly equal percentage of schizophrenic 
patients committed suicide. Since these patients entered 
the study long before effective drug treatment existed, it 
would appear that the natural history of schizophrenia is 
characterized by a relatively high risk of suicide. The in- 
fluence of keeping schizophrenic patients out of the hos- 
pital and treating them in the community (now com- 
monly accomplished) may have other effects on the 
suicide rate among schizophrenics. 

A special aspect of this study is that systematic diag- 
noses were made on the probands in the study according 
to rigorous criteria that were not based on outcome. The 
criteria for schizophrenia predicted chronicity of illness, 
whereas the criteria for mania and depression predicted a 
remitting illness. At follow-up the frequency of suicide is 
significant for all three diagnostic groups; however, sui- 
cide seems to occur more often in individuals with affec- 
tive disorders. 

It would be important to determine whether there are 
differences in familial suicide in our three groups. In fact, 
a follow-up study of first-degree relatives of our probands 
is in progress, but no data are available yet. Of relevance 
to this question is the work of Lindelius (9), who studied 
suicide in parents, children, siblings, nieces, and nephews 
of schizophrenics, making comparisons with general pop- 
ulation rates. He reported an increase in the observed 
over the expected number of suicides in mothers, sisters, 
nieces, and nephews. In a blind family history study, 
Winokur and associates (8) presented data on suicide in 
first-degree relatives of patients with affective disorder 
versus schizophrenia. The data, derived from very com- 
plete family history records on patients who had been 
hospitalized between 1934 and 1944, indicated a higher 
proportion of suicides in the parents and siblings of the 
patients with affective disorder than those of schizo- 
phrenics (3 percent versus | percent, p<.025). Combin- 
ing the findings of the proband follow-up with the family 
history material, we may conclude that although the de- 
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TABLE 1 | 
Incidence of Suicide Among Proband and Control Groups in a 30- to 
40- Year Follow-Up Study e 


EDEN ONU SERRE SERRE RS ERR NER, 


Item Schizophrenics Manics — Depressives Controls 


Total number 


followed up 170 76 182 109 
Number of 

suicides 7 4 14 0 
Percent of 

suicides 4.1 5.3 T4 0.0 
Number deceased 

at follow-up 69 47 132 37 
Percent of 

suicides among 

total deceased 10.1 8.5 10.6 0.0 
TABLE 2 


Number of Suicides by Age, Sex, and Diagnosis 


Schizophrenics — Manics  Depressives 


Age and Sex (N =7) (N=4) (N = 14) 
Younger than 40 years 
Male 3 0 2 
Female ! 0 0 
40 years and older 
Male 3 2 6 
Female 0 2 6 


gree to which suicide is an outcome of both affective 
disorder and schizophrenia is significant, it is a more im- 
portant factor in the former illness. 
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The Relationship Between Hiatus Hernia and Tricyclic Antidepressants: 


A Report of Five Cases 


BY MURRAY A. TYBER, M.D. 


Of five patients who were receiving tricyclic 
antidepressants, two experienced an aggravation of 
preexisting hiatus hernia, and three with previously 
normal gastrointestinal X rays developed hiatal 
herniation. The author suggests that this group of drugs 
may exert an anticholinergic effect on the esophageal 
sphincter and reduce the tone of the esophagogastric 
sphincter, thus aggravating existing hiatus hernia or 
causing its development. 


ANTICHOLINERGIC SIDE EFFECTS such as xerostomia, hy- 
perhidrosis, and constipation are frequently encountered 
in patients receiving iminodibenzyl antidepressant 
agents. Interference with the autonomic control of 
sphincter function and the peristaltic action of hollow vis- 
cera may also occur. Megacolon, adynamic ileus, urinary 
retention, and bladder distention have been reported with 
tricyclic antidepressants (1-4). The following report in- 
dicates that this group of drugs also aggravates the symp- 
toms of hiatus hernia and may cause the de novo devel- 
opment of hiatal herniation. 

This paper describes five patients who either noted an 
increased severity in symptoms from preexisting hiatus 
hernia or who developed symptoms of hiatus hernia for 
the first time while receiving tricyclic antidepressant 
medication. In two patients, findings from gastrointesti- 
nal X-ray examination were reported as normal just after 
the institution of antidepressant medication and sub- 
sequently showed hiatus hernia after the patients had 
continued therapy. One patient who had a demonstrable 
hernia after two months of medication had had a normal 
gastrointestinal X-ray series 10 years earlier. 


CASE REPORTS 


Case I. A 64-year-old woman who was taking digoxin and 
hydrochlorothiazide experienced mild symptoms of heartburn 
and eructation from a hiatus hernia that was first discovered in 
1964. She had no history of dysphagia. Following the death of 
her mother in 1968, she had developed neck and shoulder pains, 
insomnia, weepiness, and anergy. A regimen of 25 mg of ami- 
triptyline twice daily was prescribed, and her heartburn in- 
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creased soon afterward. X-ray examination in October 1968 
showed the previously visualized hiatus hernia, with minimal 
change. 

Withdrawal of amitriptyline resulted in the reappearance of 
the patient's symptoms of weepiness, marked anorexia, and in- 
somnia. Her weight fell from her usual 103 Ibs. to 89 lbs. in 
three months, and amitriptyline therapy was reinstituted. Her 
hiatus hernia was treated with a bland diet, antacids, and the 
elevation of the head of her bed. A regimen of 25 mg of amitrip- 
tyline twice daily was continued intermittently over the next 4 
years, with repeated unsuccessful attempts at withdrawal. 

In 1972 the patient developed dysphagia. She could eat only 
pureed foods and had several choking episodes associated with 
regurgitation of meals. X-ray examination at that time showed 
considerable esophageal cicatrization and stenosis. Repair of 
the hernia resulted in some improvement in symptoms, but bou- 
gienage was necessary in order to control dysphagia due to per- 
sistent stenosis. Amitriptyline was successfully withdrawn in 
1973. 


Case 2. A 51-year-old woman without previous epigastric 
symptoms was started on a regimen of 25 mg of amitriptyline 
three times a day and 10 mg of protriptyline every morning for 
treatment of painful shoulder syndrome. Six weeks after treat- 
ment was begun, she developed heartburn, eructation, and sub- 
sternal oppression. Short gastric series X rays showed a small 
hiatus hernia with reflux. The patient was taking no other drugs 
at the time. 


Case 3. This 37-year-old man, who 10 years earlier had had a 
series of gastrointestinal X rays that were reported as normal, 
was treated with 10 mg of protriptvline twice daily for stiffness 
and pain in the shoulders and neck. Two months later, while 
still on this regimen, he developed severe epigastric and sub- 
sternal pain with marked dysphagia. X-ray examination 
showed an irreducible hiatus hernia without reflux but with a 
gastroesophageal ring. The patient was taking no other drugs at 
the time. 


Case 4. A 47-year-old woman developed insomnia, tear- 
fulness, and bilateral shoulder pain with nocturnal exacerbation 
shortly after the death of her husband. Examination revealed 
that both of her shoulders were virtually "frozen" (i.e., totally 
lacking in lateral abduction). She had been on a regimen of 5 
mg of chlordiazepoxide three times a day, and it was stopped at 
that time. 

Two weeks after she began taking 75 mg of imipramine daily, 
she complained of epigastric burning. Findings from radio- 
logical examination of the esophagus and stomach were re- 
ported as normal. A second X-ray examination by the same ra- 
diologist five months later showed a small hiatus hernia. The 
patient had been taking imipramine continuously in the interim, 
with increasing severity of heartburn. 


at 


Case 5. This 67-year-old woman complained of diffuse pains 
in the hips, thighs, and shoulders, with irritability and insomnia. 
A regimen of 25 mg of amitriptyline three times a dav was pre- 
scribed, and the patient's pain lessened and her affect improved. 
Two months later, while still on this regimen, she developed 
heartburn. Findings from a short series of gastrointestinal X 
rays were reported as normal. The patient’s epigastric distress 
disappeared after subsequent withdrawal of medication. 

Three years later amitriptyline was prescribed for the recur- 
rence of myalgia, and the patient developed heartburn soon af- 
terward. A short series of gastrointestinal X rays then showed a 
smali hiatus hernia. Five mg of protriptyline every morning was 
substituted for the amitriptyline, but the medication had to be 
withdrawn because of continuing severe epigastric pain. 


COMMENT 


The aggravation of symptoms of hiatus hernia is un- 
derstandable in light of recent discoveries concerning the 
physiology and pharmacodynamics of the esophagogas- 
tric junction. Constant infusion catheter studies of the 
esophageal vestibule show an intraluminal pressure of 15 
or more mm Hgb in normal subjects. Patients with gas- 
troesophageal reflux have a sphincter pressure of 10 or 
less mm Hgb (5). Sphincter pressure is decreased by atro- 
pine and increased by bethanechol, a cholinergic drug (6). 
The administration of bethanechol, both orally and par- 
enterally, has been shown to prevent radiologically de- 
monstrable reflux in known regurgitators (7, 8). 

Tricyclic antidepressants probably exert an anticholin- 
ergic effect on the esophageal sphincter, thus lowering 
pressure and allowing increased influx to occur in 
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patients with hiatus hernia. The de novo appearance of 
hiatus hernia in patients 3, 4, and 5 suggests that the re- 
duced tone of the esophagogastric sphincter is* etiologi- 
cally significant in hiatal herniation and that fricyclic 
antidepressants may actually bring about herniation in 
susceptible individuals. 

These findings suggest that tricyclic antidepressants 
should be withdrawn from patients who are developing 
symptoms of esophageal reflux. A cautious trial of betha- 
nechol concurrently with the tricyclics may be war- 
ranted in those patients who have minor degrees of eso- 
phageal symptoms and an irrefutable need for 
iminodibenzyl drugs. 
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Medical Practice Without Antianxiety Drugs 


BY MARTIN H. KEELER, M.D., AND R. LAYTON MCCURDY, M.D. 


The benzodiazepines and hydroxyzine were removed 
from a statewide Medicaid pharmacopeia. Barbiturate 
sedatives, hypnotic and antipsychotic medication, and 
tricyclic antidepressants remained available, but no 
substitution was made for about two-thirds of the deleted 
ataractic medications. The authors conclude that most 
physicians regard ataractics as unique and do not use 
them interchangeably with the other drugs. 


ON Jury 1, 1970, hydroxyzine and the benzodiazepines 
were removed from the Medicaid pharmacopeia of an en- 
tire state. Other drugs promoted as having antianxiety ef- 
fects remained available. The ensuing changes in the pre- 
scription of psychotropic medications are the results of a 
large-scale natural experiment and indicate for what pur- 
poses physicians use hydroxyzine and the ben- 
zodiazepines. (For the purposes of this paper these drugs 
will be referred to as "'ataractics.") Other drugs were de- 
leted from the Medicaid pharmacopeia at the same time, 
but the amounts involved were so small that the changes 
in the prescription of psychotropic medication under 
Medicaid primarily reflect the deletion of ataractics. 

The state uses a closed Medicaid pharmacopeia in 
which only specific drugs are available without special 
permission. The changes were made to save money; there 
was no desire to regulate medical practice. An advisory 
board in which only physicians voted agreed to the 
changes. Central records for the six months before and 
after the change constitute the data for this study. 


CHANGES IN PRESCRIPTION OF PSYCHOTROPIC 
MEDICATIONS 


Table 1 summarizes pertinent changes in the pre- 
scription of psychotropic medications. There was a loss 
of 748,000 dosage units of ataractics. The deleted drugs 
were available if physicians made a special request to pre- 
scribe them under Medicaid, but no physicians attempted 
to obtain these drugs by means of this mechanism. 

There are four obvious ways to substitute for the de- 
leted drugs. The first would be to substitute sedative bar- 
biturates, which are the closest pharmacological ana- 
logues available. Prescriptions of these drugs did increase 
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by 68,000 dosage units, which would account for 9.1 per- 
cent of the deleted ataractics. 

If any of the ataractics had been used as hypnotics, an- 
other hypnotic drug could be substituted. The pre- 
scription of hypnotics did increase by 48,000 dosage 
units, which would account for 6.4 percent of the deleted 
ataractics. 

A third type of substitution would be to use phenothia- 
zines or other drugs used to treat schizophrenia and agi- 
tation as well as anxiety. The prescription of such drugs 
did increase by 115,000 units, which could represent 15.4 
percent of the deleted ataractics. Some of the increase in 
the prescription of antipsychotic medication might reflect 
a substitution for 36,000 units of combination drugs (phe- 
nothiazines and tricyclic drugs) that were removed from 
the pharmacopeia. If such an assumption is made, only 
79,000 dosage units of phenothiazines were substituted 
for ataractics, representing 10.6 percent of the deleted 
ataractics. 

A fourth method of substitution would be to use a tri- 
cyclic antidepressant with antianxiety effects. The pre- 
scription of amitriptyline did increase by 38,000 dosage 
units. This would account for 5.1 percent of the deleted 
ataractics. It is, however, highly unlikely that many such 
substitutions were made. Two tricyclic drugs, nortripty- 
line and desmethylimipramine, were also deleted. Before 
their deletion, 30,000 dosage units of these two drugs had 
been prescribed. Methylphenidate, of which 44,000 dos- 
age units had been prescribed, was also deleted. Most of 
the 38,000 dosage-unit increase in the prescription of 
amitriptyline probably represented a substitution for the 
74,000 dosage units of other deleted antidepressant medi- 
cation. 

If we assume that all of the increased use of other 
drugs reflects a substitution for the deleted ataractics, no 
substitution was made for 64 percent of this group. If 
some of these increases are interpreted as substitutions 
for the deleted antidepressant and combination medica- 
tions, there was no substitution for 74 percent of the de- 
leted ataractics. ` 


DISCUSSION 


There are drawbacks in natural experiments. The data 
presented could reflect economic, seasonal, and adminis- 
trative factors as well as the effects of removing atarac- 
tics from the pharmacopeia. The simultaneous removal 
of other drugs could create some uncertainty as to what 
was substituted for what. This is not a major problem, 


however, because the results are about the same whether 
one assumes that any increase in the prescription of an- 
other drug represents a substitution for a deleted atarac- 
tic or whether other explanations are given for increases 
in the prescription of some other drugs. No such experi- 
ment is likely to be conducted under controlled condi- 
tions, so it is useful to examine the results. 

The principal conclusion is that no substitution was 
made for about two-thirds of the deleted ataractics. The 
uncontrolled factors in the study are not likely to be re- 
sponsible for this, since most ataractics are prescribed in 
situations in which no other drug is considered to be an 
adequate substitute. 

The paucity of substitution with sedative barbiturates 
(9.1 percent) is difficult to explain. Before the removal of 
the ataractics, the prescription of sedative barbiturates 
equaled 59 percent that of hydroxyzine and the ben- 
zodiazepines. Each class of drugs has its prescribing ad- 
herents, but most who use ataractics will not substitute 
barbiturates. The sedative barbiturates are the closest 
substitutes in terms of pharmacological effect (1), but 
they do not promote relaxation of skeletal muscles as do 
the benzodiazepines. The ratio of both the lethal and the 
tolerance-inducing dose to the therapeutic dose is signifi- 
cantly higher for the ataractics than it is for sedative bar- 
biturates (2). The data cannot explain the basis of choices 
and nonchoices, but they do indicate that most physicians 
do not prescribe the classes interchangeably. 

We are encouraged by the small amount of sub- 
stitution because it suggests that many physicians are 
quite cautious in their prescription of barbiturates, phe- 
nothiazines, and tricyclic drugs. 

The question remains as to why so many ataractic 
drugs were prescribed at all if no substitution was consid- 
ered necessary. We conclude that most physicians consid- 
er these drugs to be significantly more innocuous than 
other psychotropic drugs due to the almost total lack of 
lethal overdoses, the rarity of hematopoietic, hepatic, en- 
docrine, and extrapyramidal complications, and the low 
incidence of physiological addiction. 

Nothing can come without a price. If a large percent of 
the population receives ataractics, a number of patients 
will experience unwanted reactions even if the rate per 
thousand uses is small. The ataractics may also generate 
psychological dependence, somnolence, ataxia, and unde- 
sirable changes in behavior. 

The state mental health department, the state medical 
society, and the district branch of the American Psychiat- 
ric Association protested the deletions from the Medicaid 
pharmacopeia. Motions to restore the deleted ben- 
zodiazepines were initiated and debated regularly at 
meetings of the advisory committee that had recom- 
mended the deletions. Eventually this advisory group re- 
versed itself and advocated the restoration of the ben- 
zodiazepines to the Medicaid formulary. However, the 
Commissioner of Public Welfare declined to act on the 
recommendation. As of April 1975, benzodiazepines 
were not included in the Medicaid formulary of the state. 
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TABLE 1 


Changes in the Prescription of Psychotropic M edications 
LÀ 





Comparison of Dosage Units 


Prescribed 
Medication January-June July-December 
Ataractics* 748,000 -748,000 
Diazepam 381,000 -38 1,000 
Chlordiazepoxide 288,000 -288,000 
Oxazepam 23,000 -23,000 
Hydroxyzine 56,000 ~56,000 
Sedative barbiturates 442,000 +.68,600 
Phenobarbital 262,000 4- 37,000 
Butabarbital 180,000 4- 31,000 
Hypnotics 242,000 4-48 ,000 
Methaqualone* 32,000 -32,000 
Barbiturates 160,000 4- 27,000 
Chloral hydrate 50,000 4- 53,000 
Antipsychotics 384,000 4-115,000 
Thioridazine 218,000 4-95,000 
Chlorpromazine 114,000 -6,000 
Trifluoperazine 27,000 4-27,000 
Prochlorperazine 9.000 + 15,000 
All others** 16,000 ~16,000 
Methylphenidate* 44,000 -44,000 
Tricyclic antidepressants 157,000 45,000 
Amitriptyline 98,000 + 38,000 
Imipramine 29,000 -3,000 
All others*** 30,000 -30,000 
Combinations of 36,000 -36,000 


perphenazine and amitriptyline* 





* Removed from the pharmacopeia. 
Perphenazine, haloperidol, and thiothixene were removed. 
*** Nortriptyline and desmethylimipramine were removed. 


The only remaining recourse is to take the matter to 
the courts, but no one has done so. There ts some justifi- 
cation for making benzodiazepines available to Medicaid 
patients. These drugs are considered the drugs of choice 
for anxiety; they are widely used by non-Medicaid 
patients; and the cost per patient is low. The only reason 
for their unavailability is that so many patients would re- 
ceive such treatment. It can be argued whether economic 
considerations should influence treatment decisions re- 
gardless of cost. To let economics determine treatment 
when the cost per patient is low is difficult to justify. 

Medical and welfare organizations would probably re- 
act more vigorously to the deletions if death or disability 
resulted from the unavailability of benzodiazepines. The 
prevention of unnecessary discomfort is as much a part of 
medical practice as is the prolongation of life, but it is not 
so dramatic. 
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Evaluation of Therapist Candidates 


g e 
BY EDWARD J. LYNN, M.D., AND JACQUELYN A. NORDHOFF, R.N. 


The authors describe one phase of a four-step procedure 
designed to more fully evaluate candidates for 
psychotherapist positions. All applicants must conduct 
an interview with a patient, which is observed and 
evaluated by a team of staff members to assess diagnostic 
skills. This procedure has not only proved valuable in the 
program for which it was designed but has been extended 
to other programs and proposed for use in peer review. 


PROCEDURES FOR HIRING psychotherapists for a commu- 
nity mental health center appear to be no different than 
those used in hiring other professionals or non- 
professionals. Letters or calls are exchanged, formal ap- 
plication is made, a resumé and references are submitted, 
interviews are arranged, and a decision is made. A review 
of the literature indicates that therapists are not usually 
asked to demonstrate their therapeutic abilities before 
they are hired. 

In many agencies psychotherapy is essentially a be- 
hind-closed-doors operation that is seldom open to any 
form of peer review. Most agencies (perhaps ours even 
more than others) are somewhat resistant to change (1). 
One of us (E.J.L.) became the fifth director of the St. 
Lawrence Hospital Community Mental Health Center 
(CMHC) in three years. His three previous years had 
been spent as a medical educator and evaluator, and he 
brought with him the belief that peer review is crucial to 
developing and maintaining quality care. Eight months 
after his arrival at the CMHC a rare opportunity 
presented itself for the introduction of such review. 

On March 15, 1973, the center increased its services to 
alcoholics by opening a 20-bed inpatient unit. (Previously 
individual counseling and group therapy had been offered 
to alcoholics and their families on an outpatient basis 
only.) The expansion of the program created several staff 
positions, including two for alcoholism therapists. One of 
us (J.A.N.), who has a strong background in nursing edu- 
cation and a positive disposition toward peer review, was 
hired as coordinator of the program. 

Since the program was somewhat separate from the 
rest of the center and there were no formal policies and 
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procedures for hiring therapists, the director and pro- 
gram coordinator hoped that an interview process could 
be designed and implemented without much resistance 
and without provoking anxiety and distrust in the rest of 
the staff. 

A four-step interview procedure was developed in 
which the applicant is allowed to experience all four steps 
or to drop out of candidacy at any point. If the staff 
members feel at some point that the applicant does not 
meet the standards of the program, they might choose to 
discontinue the process. Applicants for therapist posi- 
tions must complete all of the following steps prior to fi- 
nal evaluation for hiring: 1) an employment application 
and resumé, 2) a personal interview with the program 
coordinator, 3) an interview with the therapists presently 
in the program, and 4) a patient interview session. This 
paper is written about the fourth step. 


DESCRIPTION OF THE PATIENT INTERVIEW 


The purpose of the important fourth step in the hiring 
procedure is to provide a way to assess certain qualities 
that cannot be determined through the evaluation of an 
application and a resumé or through personal interviews. 
Resumés may seem very impressive, with their lists of 
educational background, job experiences, and member- 
ship in professional organizations. However, these facts 
do not give an employer a picture of how the potential 
employee functions, nor do they give a clear idea of his 
personality. The typical personal interview also fails to 
provide a clear indication of the applicant's personality 
traits because it is often colored by mutual biases, by anx- 
iety, or by the interviewee's attempts to "snow" the inter- 
viewer. Again, the interviewer cannot always clearly de- 
termine in the therapeutic interview how the applicant 
would function on the Job. We believed that we could pre- 
dict success in the job with greater validity through obser- 
vation of a patient interview session conducted by the job 
applicant than through traditional methods alone. 

The therapeutic abilities that are evaluated in the 
patient interview session include the following: 

1. The ability to display warmth, interest in the patient 
and the problems, acceptance of the patient but not nec- 
essarily of the behavior, empathy, a nonjudgmental atti- 
tude, and a nonthreatening approach. 

2. The ability to be supportive of the patient without 
being manipulated into the position of rescuer. 

3. Diagnostic skills—the ability to determine where the 
patient is regarding attitudes, honesty, and insight. 

4. The ability to make interventions that enable the 
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patient to gain more information about himself and to 
progress in understanding. 

A carefully planned procedure is conducted to evaluate 
these abilities. The applicant is scheduled to meet at the 
center with the program coordinator, who explains the 
purpose, objectives, and mechanics of the interview ses- 
sion in detail. The applicant is given a one-page instruc- 
tion sheet to review after the explanation and a copy of 
the Patient Interview Evaluation Form (2), which was 
initially developed to assess psychiatric residents and 
which we modified slightly to suit our needs. This meet- 
ing is brief in order not to increase the applicant's anxiety 
but is flexible enough to allow time for questions. 

The applicant is then introduced to the staff members 
who are to observe and evaluate the session and to the 
patient who is to be interviewed. These introductions take 
place in an informal setting on the inpatient unit. The 
group then leaves the unit to go to the center's audiovi- 
sual studio. This period of time allows the applicant and 
patient a few minutes to deal with salutations and reduce 
anxiety. 

The patient is usually selected from currently hospital- 
ized individuals on the alcoholism unit by the staff thera- 
pist, with consideration of the patient's physical and emo- 
tional condition. The therapist explains the reason for the 
interview and the interview procedure to the patient. 
There is a strong emphasis on the voluntary nature of the 
patient's participation. 

The interview session takes place in the audiovisual 
studio on the first floor of the center. The studio is com- 
posed of an interview room with facilities for observa- 
tion. The interview room is light and colorful, with com- 
fortable bright orange and yellow couches and chairs. 
There is a coffee table, and ashtrays are readily available. 

The patient and applicant are brought into the room by 
the evaluating group and are given an orientation on the 
placement of the microphone, the one-way mirror, and 
(again) the time limit for the interview. 

The evaluating group is composed of at least the pro- 
gram coordinator, the director, and the alcoholism thera- 
pist. This group's role is to observe the interview session, 
assess the interview difficulty, and rate the clinical skills 
of the applicant with the previously listed objectives in 
mind. The observers use the Patient [nterview Evaluation 
Form (PIEF), which calls for ratings in the following ma- 
jor areas: 1) developing and maintaining a working rela- 
tionship, 2) data elicitation, 3) data utilization during the 
interview, and 4) termination. 

The interview session is about 30 minutes long. The 
evaluating group observes the session through the one- 
way mirror, and if it seems that the applicant is not mov- 
ing toward termination of the session after approxi- 
mately 25 minutes, the program coordinator reminds 
him/her of the time limitation. 

Following the termination of the interview session, the 
evaluating group meets with the patient and applicant. 
The patient is given a copy of the PIEF and an ex- 
planation of its use and is asked to complete the form 
while the group is meeting with the applicant. The patient 
is asked to return the form to the therapist. 
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The applicant is also given the PIEF at this time and is 
asked to complete a self-assessment. An evaluation meet- 
ing with the group that observed the interview follows 
shortly after the session. This 30-minute meeting is infor- 
mal, and a free give-and-take exchange occurs. Several 
important aspects of the interview session are evaluated, 
such as the applicant's feelings, the difficulty of the inter- 
view, the patient's condition, the stages of the interview, 
and plans the applicant would have for the patient if he/ 
she were the patient's therapist. At the end of this meet- 
ing, the program coordinator discusses privately with the 
applicant any questions or concerns that may remain. 
Both the applicant and the patient are notified of the re- 
sults of the entire interviewing process after the program 
coordinator and director have gathered all the data and 
made a decision whether or not to hire the applicant. 


ASSESSMENT OF THE PROCEDURE TO DATE 


Four applicants for the two alcoholism therapist posi- 
tions have gone through the four-step interview process; 
three of them met the objectives and standards of the pro- 
gram. One applicant appeared qualified on the basis of 
his resumé, and he seemed poised and able to interact 
skillfully during his first interview with the coordinator. 
In the patient interview session, however, he appeared 
very inadequate and was rejected. 

The opposite situation existed with another applicant, 
who was almost rejected because of his credentials. His 
patient interview, however, was outstanding. He was 
hired and has proven to be an excellent therapist. 

Since the initial pilot project, 10 more applicants have 
been screened in this fashion with similar success. The 
first two people hired are still with the program over a 
year later and are doing an excellent Job. 


BENEFITS— PRESENT AND POTENTIAL 


In the employment interview process the applicant 
usually experiences a certain amount of anxiety. The 
fourth step of our procedure, the patient interview ses- 
sion, is even more anxiety producing than the average 
employment interview. Evaluation of applicants at the 
center was done with this stress situation in mind. The 
program coordinator and the director provided immedi- 
ate support to the applicant during the evaluation session 
following the patient interview session in a free, relaxed 
atmosphere. The coordinator also found that applicants 
wanted to continue the interview session following the 
group evaluation meeting and that they needed this addi- 
tional support. 

Our sample of four is certainly too small to permit any 
major conclusions. In half of these cases, however, the in- 
terview proved crucial in the decision-making process—it 
led us to hire an applicant we probably would have re- 
jected otherwise and to reject one we might well have 
hired on the basis of other evaluation procedures. 
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This interviewing mechanism has been extended to sev- 
eral other areas at the St. Lawrence Hospital CMHC. 
The forfnat is now being used for the selection of thera- 
pists în other programs, including the psychiatric in- 
patient unit and the outpatient program. The positive re- 
sults have led to a proposal by the director that patient 
interview procedures be used for peer evaluation as well. 
The education coordinator has set up a series of seminars 
for the coming year which will orient the entire staff to 
the procedure. 

This method of assessing candidates has value for the 
patients as well. It was noted that the patients who were 
interviewed in this fashion seemed to gain positive recog- 
nition of their participation from other patients on the 
unit. The patients who participated also seemed to leave 
the session feeling positive about the encounter and the 


applicant. Most importantly, they seemed to feel better 
about themselves. 

We plan to study the procedure more formally in the 
near future: we recently hired a research and evaluation 
expert and plan to examine the efficacy and economics of 
such an obviously time-consuming effort in the area of 
employment procedures. We would also like to use this 
process to determine in-service training needs. 
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Some Guidelines for the Training of Foreign Medical Graduates: 


Results of a Special Project 


BY JOHN F. MCDERMOTT, JR., M.D., AND THOMAS W. MARETZKI, PH.D. 


Since over one-third of the psychiatric residency 
positions in the United States are filled by foreign 
medical graduates, there is a need to identify and correct 
both the emotional and cognitive problems of these 
medical trainees. To meet this need the authors describe 
the findings and recommendations that resulted from a 
project involving two psychiatrists from a Southeast 
Asian country who were given a specially planned year of 
training in Hawaii. 


THE LARGE NUMBER Of foreign medical graduates who 
train for psychiatry in the United States requires refine- 
ment of the principles that guide the training of such phy- 
sicians. Over one-third of American residency positions 
in psychiatry are filled by foreign medical graduates, 
mostly in nonteaching state hospitals where it is alleged 
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that they receive substandard training (1). Approxi- 
mately one-fifth of the physicians practicing in the 
United States are graduates of foreign medical schools, 
and the trend has been going upward (2). In 1972, the last 
year for which figures are available, 7,943 graduates of 
schools in the United States and 6,661 foreign medical 
graduates were licensed; these figures indicate that a 50- 
50 split is not far off. Many foreign medical graduates 
stay in the United States, some as poorly trained and 
maladjusted psychiatrists. Others return to their own 
country disillusioned. 

Some attempts are being made to identify both the 
emotional and the cognitive problems of the foreign med- 
ical graduate in the American training process (2-8) and 
to correct them by special learning experiences. While 
there has been a good deal of discussion on the subject of 
identifying the elements crucial in this kind of trans- 
cultural learning, systematic efforts to find principles that 
have been applied with some success in actual training 
programs in the United States have not yet been de- 
scribed in any detail. In the absence of good models, the 
usual practice is to teach foreign physicians as if they had 
been reared and trained in the United States or to en- 
courage them indirectly and even directly to “become 
American" as quickly as possible in their thinking, feel- 
ing, and behaving. 


MX 


PROJECT DESIGN 


At the University of Hawaii a specially planned in- 
tensive year of training in child psychiatry was carried 
out for two women psychiatrists from a Southeast Asian 
country. The training was designed to enable us to study 
the experience of these students and develop guidelines 
that could be applied in a more general way to foreign 
medical graduate training in the United States. The limi- 
tations of this study, which is based on a sample of two 
fellows who were in special training for only one year, are 
well recognized. However, our emphasis on frequent re- 
ports by both faculty (who especially noted culture-re- 
lated aspects of the learning process) and trainees (who 
filled out weekly critical incident reports of their most 
and least relevant experiences) would seem to give this 
study an in-depth if not a broad basis for the understand- 
ing of the process of training foreign medical graduates in 
the United States. 

Behavioral and social scientists as well as clinicians 
have learned a great deal about the adaptation and 
changes in attitudes of persons who leave their own coun- 
try. Some observations are based on the experiences of 
temporary residents (sojourners), and others refer to per- 
manent immigrants. Foreign medical graduates can be 
found in both categories. 

It is widely recognized that living and learning in a for- 
eign country are closely related to the maintenance of 
self-identity in an unfamiliar environment. It has been 
suggested that the capacity of sojourners to function ef- 
fectively abroad is related to maintaining a balance be- 
tween involvement with the host country and detachment 
from it. Good coping mechanisms to overcome the wide- 
spread experience of culture shock and cultural fatigue 
among those who are immersed in an unfamiliar culture 
and unprotected by artificially created residential en- 
claves do not necessarily overlap with good intellectual 
and professional qualifications. 

Foreign medical graduates have no special protection 
in psychological responses to an unfamiliar culture. 
Additional pressures may arise because of their uncer- 
tainty about developing an innovative role and about 
their home country's acceptance of new ideas and new 
techniques (9). Beyond the specific experiences of so- 
journers in learning situations are those of migrants who 
intend to remain indefinitely or permanently in a foreign 
country. 


Brody and associates (5) raised some general questions 
about the complexity of individual intrapsychic and inter- 
personal elements in migrants. They approached migra- 
tion from a systems point of view as a process rather than 
an act. This orientation reflects realistically the experi- 
ences that various observers have noted in foreign medi- 
cal graduates. If these personal experiences are seen in 
light of the suggestion that native-born Americans train- 
ing in psychiatry have analogous intercultural experi- 
ences as they learn to deal with mental patients (5), it be- 
comes obvious that the foreign medical graduate, 
whether a sojourner who plans to return to his home 
country or an immigrant who plans to stay in the United 
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States, is faced with learning and adjustment situations 
that require special understanding and responses. 

Foreign medical graduates who have made thodecision 
to migrate permanently encounter different problems 
than do those who plan to return to their own country, 
but many of the experiences coincide. It has long been 
recognized that during his time away from his home 
country the sojourner goes through phases of optimal ad- 
justment and stress. The cyclical nature of adjustment 
and its impact on learning became evident in our close 
monitoring of the training of the two foreign medical 
graduates in psychiatry who spent one year in Hawaii. 

In view of our experience with our trainees, it was not 
surprising that during their year in Hawaii they showed 
cyclical adjustment reactions similar to patterned 
changes and cycles reported in the literature. Becker (10) 
found a U-shaped cycle in which students from a foreign 
country initially assumed a hostile attitude toward the 
host country and its culture that gave way to detachment 
from their home country during the middle phase. A 
more negative orientation toward the host country ap- 
peared again just before they returned home. The cycle 
seemed characteristic of students from countries less 
developed than the United States. 


THE TRAINING PERIOD 


The two foreign medical graduates appeared to experi- 
ence four distinct phases during the training period. 
Phase | can only be described as one of struggle and ad- 
justment in which little was accomplished, partly because 
of the difficulties of adapting to Western culture. Phase 2 
could be characterized as a receptive or collecting 
period, merging with phase 3, an integrative and select- 
ing period in which new identities were built from mate- 
rial and experiences that had accumulated during phases 
2 and 3 (which constituted the bulk of the year). Phase 4 
was a closing-off period in which there was integration, 
but also depreciation and rejection of certain elements of 
the training experience. 

The attitudes of our two foreign medical graduates 
were unquestionably the key variable upon which the out- 
come of the project depended. They determined the kind 
and degree of knowledge and skills that were absorbed, 
that is, overall achievement as well as the integration of 
the knowledge with developing skills. 

The students' attitude at first was that American psy- 
chiatry was too expensive or fancy for them. They were 
reluctant to learn or employ techniques for fear that they 
could never use them at home. This initial period gave 
way to one in which the trainees displayed an attitude of 
new discovery of how to apply the things they were learn- 
ing. Cultural attitudes toward patients, which seemed to 
interfere with the trainees' facility to regress emotionally 
and cognitively in order to reach their patients, were ex- 
pressed in the demand that patients achieve more self- 
control. These attitudes appeared to interfere with learn- 
ing new techniques except on those occasions when a pos- 
itive experience with a patient influenced their attitudes 
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and broke through what appeared to be culture-bound 
constraints. An example of one of these constraints is 
seen in the statement, “Patients can’t talk about their 
feelings at home; it isn't allowed in our country." 

In the latter parts of phase 3 and during phase 4, ques- 
tions as to whether new facilities and programs they had 
seen here could be introduced at home, e.g., whether a 
shelter for runaway teenagers would help runaways or in- 
crease the problem, demonstrated a further healthy de- 
velopment of the questioning of previously superficially 
admired U.S. methods and technology. This led to a final 
critical period in which there was considerable frank re- 
jection of American methods and integration and syn- 
thesis of their own past with their new expertise. 


ACQUISITION OF KNOWLEDGE AND SKILLS 
Knowledge 


As noted before, it appeared that little knowledge was 
accumulated during the first two months. The trainees 
stated that they read assignments over and over but re- 
membered little. This occurred in spite of the faculty's at- 
tempt to very carefully integrate into the readings discus- 
sions of approaches that viewed American experiences 
in the light of applications in the students’ home country. 

After the first two months, an intensive learning phase 
began. The trainees began to discover and collect many 
theories in seminars. While they felt able to make use of 
this information “to see a case from different angles," 
their learning appeared to be more imitative than incor- 
porative. Hypothetical cases were discussed from differ- 
ing developmental points of view, but the faculty could 
not see that the trainees were integrating this information 
into their clinical practice. The trainees began to feel like 
experts in certain areas; they acquired circumscribed 
areas of knowledge about specialized disorders. They 
also experienced an emotional lift from the literature— 
from such discoveries, for example, as the fact that dif- 
ferentiation of autism from mental retardation is a key 
to understanding serious childhood disorders. 

In general, an understanding of the theories they had 
learned during phase 2 began to appear in phase 3. The 
students began to think in terms of multiple causation 
and abandoned their style of automatic labeling. For ex- 
ample, mental retardation, which included many other 
disorders, had been their most frequent diagnostic re- 
sponse in the past, but now the trainees thought in terms 
of multiple causation. The ability to integrate and synthe- 
size functional and organic factors was another major 
milestone that they experienced in the acquisition of 
knowledge. 

Following this period, the trainees began to examine 
various syndromes and concepts transculturally. Com- 
plicated theoretical material such as communications 
theory was absorbed, retained, and at times even applied 
to solving clinical problems. 

This peak of absorption and integration of new infor- 
mation, however, was short-lived. It gave way to a period 
of rejection of new knowledge, particularly during the 
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last phase of training. However, the faculty felt that they 
could still see signs of the integrated effects (e.g., the abil- 
ity to read critically) as proof that changes from the ear- 
lier imitative cognitive style had indeed occurred. 


Clinical Skills 


During the initial shock of the first two months, it ap- 
peared that the trainees were concerned that they were 
actually losing psychiatric skills they had learned in their 
own country and gaining none in return. While they grad- 
ually became more skilled in organizing case material 
into a systematic presentation, incorporating a variety of 
developmental and psychopathological points of view, 
there was no parallel increase in clinical abilities for ac- 
tual data gathering with patients, formulation of a work- 
ing diagnosis, treatment planning, or treatment skills. 
The students were easily discouraged by the difficult 
patients they encountered and concerned by the patients' 
lack of respect for a doctor and their lack of self-control. 
They had marked difficulty in establishing a therapeutic 
alliance, the vehicle through which they could do further 
work. 

During phase 2 the students began to see staff and the 
nonforeign trainees as more skilled in working with 
patients than themselves. They then attempted to identify 
with the American student with whom they were paired. 
They saw the advantages of interdisciplinary team man- 
agement of disturbed patients, using other staf members 
as therapeutic agents. They realistically abandoned the 
expectations they had of being able to do everything 


‘themselves (physicians had been overidealized in their 


home country). 

During phase 2 the trainees rejected a variety of psy- 
chotherapeutic techniques. Psychoanalytic therapy was 
seen as too time-consuming for application in their home 
country, behavior therapy too impersonal and harsh, and 
family therapy impossible because in their home country 
family members could not express feelings toward each 
other. Concern over the independence and autonomy that 
psychodynamic individual and family therapies allege to 
promote was prominent. Interdependence and depen- 
dence are more accepted characteristics and a normal 
part of functioning in their culture, and striving for inde- 
pendence and autonomy was not considered to be a goal 
that should or could be transposed there. 

The trainees wanted practical hints on how to influence 
their patients quickly. Occasionally they saw how they 
could influence a patient through the evolving relation- 
ship. However, the predominant negative attitudes of re- 
jection of new skills with the rationale that patients at 
home would not be able to talk as freely about their feel- 
ings either in the home or in the office continued to pre- 
val. At the same time they suggested that patients in. 
their country would be more treatable by methods that 
rely heavily upon suggestion and advice. 

Occasionally there were indirect evidences of the emer- 
gence of latent clinical identities that we could not di- 
rectly observe. These were noted in the trainees’ admir- 
ation for the way in which neurology and psychiatry 
worked together over cases, the integration of the func- 
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tional and organic components in assessment of cases 
and in approach to treatment, and the interdisciplinary 
approach to therapy. 


CONCLUSIONS 


In summary, if one were to graph the knowledge curve 
of these candidates over a one-year period it would show 
a steep increase in the third month, peaking in the eighth 
or ninth month and then dropping off somewhat until the 
end of the program. A skills curve, on the other hand, 
would begin at the same low level over the first two 
months and would show a much more gradual and slow 
incline. The pairs of curves would be somewhat different 
because of the two candidates involved, but a composite 
would show a great deal more development of knowledge 
than of skills, particularly clinical skills. 

There are several implications from our study for the 
training of foreign medical graduates. Differences in atti- 
tudes and the many dimensions of doctor-patient rela- 
tionships between the two cultures produce difficulties. 
Rejection of therapeutic modalities seemed related as 
much to the American faculty's inability to understand 
patients from the trainees' country as the trainees' inabil- 
ity to understand American patients. These mutual prob- 
lems in attitude and conceptualization between faculty 
and trainee must be further studied because the acquisi- 
tion of knowledge and skills is so dependent on them. 

However, if one considers that foreign medical gradu- 
ates go through phases in their training that are not re- 
lated chronologically to our conceptualizations but to 
their emotional adjustment and adaptation to our culture 
and its training, then planning can be oriented toward 
these phases so that the cultural and conceptual gaps do 
not widen but, rather, close between trainer and trainees. 
The result will more likely show the trainees emerging as 
bicultural psychiatrists who have added and integrated a 
new form of experience into their own background, com- 
paring and contrasting psychiatric problems and treat- 
ment in the United States with those at home. 

Our findings were that trainer and trainee entered the 
program with somewhat divergent goals in spite of a con- 
siderable amount of preplanning. It is our impression 
that in most American training programs, in which this 
kind of planning and attempts to identify differences and 
commonalities in goals is not routine, the discrepancies 
and gaps become obstacles to learning and assimilation 
of knowledge and skills. However, if a period of time 
when personal and professional adjustment is difficult is 
identified at the beginning of training, this critical period 
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can be softened by minimizing the trainee's sudden im- 
mersion with large numbers of patients or readings. | 
Homesickness must be recognized, associations With col- 
leagues from foreign cultures encouraged, and pfessure 
reduced. l 

If this is done, the second phase of receptivity or col- 
lecting experiences and the third phase of integrating and 
selecting a new identity from material and experiences 
accumulated during phases 2 and 3 will be most produc- 
tive and crucial in the formation of a psychiatric identity 
that is maximally effective in either culture. . 

Our phase 4, the closing-off period in which there is de- 
preciation and rejection of certain elements of the train- 
ing experience, is the transition between the end of train- 
ing and the beginning of effective practice. Rejection of 
the training and practice of one's own culture may be a 
frequent counterpart to the rejection of American train- 
ing and values. Sensitivity to and awareness of this as 
well as an attempt to open it up for discussion and ''de- 
compression" would seem useful. This technique could 
be added to the training experience of the foreign medical 
graduate in the United States. We hope that training pro- 
grams throughout the United States will recognize and 
consider the phases experienced by our two foreign medi- 
cal graduates instead of training phases that are largely 
chronological and culture bound and, perhaps, in- 
congruent with the phases the foreign medical graduate 
experiences. 
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Intentional Isoniazid Overdosage Among Southwestern American Indians 


. BY MAURICE L. SIEVERS, M.D., MICHAEL H. CYNAMON, M.D., AND THOMAS E. BITTKER, M.D. 


A 30-month study explored the degree to which self- 
destructive behavior compromised tuberculosis therapy 
and prophylaxis among southwestern American Indians. 
The frequency of isoniazid (INH) overdosage paralleled 
the extent of INH usage in each tribe and the extent to 
which INH was prescribed for each tuberculosis 
category. The authors recommend the careful selection of 
patients for INH prophylaxis, the dispensing of small 
amounts at short intervals, the close monitoring of 
patient compliance with the prescribed drug regimen, 
and, possibly, the dispensing of individually wrapped 
tablets to inhibit the impulsive ingestion of massive 
amounts of the drug. 


THE AMERICAN INDIAN 1s conspicuously vulnerable to 
self-destructive behavior and is also at considerable risk 
for the development of tuberculosis (1, 2). Previous stud- 
ies have shown that suicide occurs twice as frequently 
among Arizona Indians as among their non-Indian coun- 
terparts (3). The new case rate for tuberculosis among In- 
dians in the Phoenix area of the Indian Health Service 
(IHS) is 124 per 100,000 compared to a rate of 14 per 
100,000 for the Arizona non-Indian population (4). 

In order to control the Indians' high prevalence of tu- 
berculosis and tuberculin reactors, the IHS has an exten- 
sive treatment and prophylaxis program involving isonia- 
zid administration for a year or more. Isoniazid (INH) is 
used as the main therapy for active tuberculosis and as 
the only drug in the prevention of morbidity among sub- 
clinically infected people. Although INH is considered 
relatively safe when taken in a closely supervised treat- 
ment program, when ingested in excessive amounts it 
produces signs of acute intoxication, including tonic and 
clonic convulsions and metabolic acidosis (5-8). Over- 
dosage can lead to death (8—9). 
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No adequate data have been published regarding either 
the relative lethality of INH overdosage compared with 
other methods of attempted suicide or the categories of 
people and circumstances at the greatest risk for over- 
dosage. Since INH administration may have potentially 
fatal consequences, we explored the degree to which self- 
destructive behavior among Indian people compromised 
tuberculosis therapy and prophylaxis. This report con- 
cerns the incidence, predisposing risk factors, and pos- 
sible methods for reducing the frequency of intentional 
INH overdosage in American Indians. 


METHOD 


The investigation included all known suicide attempts, 
gestures, and completions occurring between January 
1971 and June 1973 among Arizona Indians residing 
within the Phoenix IHS area (i.e., all those not on the 
Navajo and Papago reservations). This study population 
of 40,361 included the following tribes Apache, Pima, 
Hopi, Maricopa, Yavapai, Hualapai, Havasupai, Chem- 
ehuevi, Cocopah, and Mohave, as well as off-reservation 
Papago and Navajo. Forty-nine percent of this popu- 
lation were men and 51 percent were women; 33 percent 
were 0 to 9 years old, 36 percent were 10 to 29 years old, 
24 percent were 30 to 59 years old, and 7 percent were 60 
years and older. 

Suicide information was obtained from summary 
sheets completed by physicians for hospital admissions at 
the various Phoenix IHS area clinics and hospitals in 
Arizona. Correlative data were obtained from a suicide 
register maintained by the mental health section of the 
Phoenix IHS area and based on original reports from 
mental health professionals and paraprofessionals. 

There were five previously described (10) categories of 
INH overdose patients: 1) cases of tuberculosis, 2) con- 
verters (persons whose tuberculin skin test increased at 
least 6 mm—from less than 10 mm induration to greater 
than 10 mm—within the preceding two years), 3) con- 
tacts (persons who had close contact with an active case 
of tuberculosis for a time period long enough to have be- 
come infected with Mycobacterium tuberculosis), 4) re- 
actors (persons with 10 mm or greater induration on an 
intradermal skin test, using 5 tuberculin units of purified 
protein derivative), and 5) persons for whom INH was 
not prescribed, who usually obtained it from relatives. 
For this study, every Indian patient who ingested, with 
apparent suicidal intentions, at least 1.5 g of INH, either 
alone or along with other substances, was classified as an 


INH overdose case. The amount of INH ingested was 
estimated from information supplied by observers and 
from clinical records of the quantity of medication dis- 
pensed: the number of INH tablets missing but unac- 
counted for by the quantity prescribed as medication 
during the elapsed interval was calculated. 

In most cases, conclusive evidence was available to dif- 
ferentiate between a suicide attempt and an accident; for 
the few equivocal cases, the judgment of the local service 
unit physicians and mental health workers was accepted. 
Similarly, only one type of self-destruction—trauma or 
toxic ingestion— was usually employed, but when a com- 
bination of methods occurred, the patient was assigned to 
the category that, in the opinion of the investigators, had 
the greatest potential for lethality. 


RESULTS 


During the 30-month study period 450 Arizona In- 
dians within the Phoenix area of the IHS were known to 
have attempted suicide, a mean annual rate of 447 per 
100,000. There were 17 deaths, a completion rate of 3.8 
percent, and a mean annual suicide rate of 16.8 per 
100,000. 

Many more Indians attempted suicide by ingestion 
(N =332) than by trauma (N 2118), but the latter method 
more often (10.2 percent) resulted in death than the 
former (1.5 percent). Isoniazid was involved in 8 percent 
of the suicide attempts and in 17.6 percent of completed 
suicides. Whereas INH accounted for 10.8 percent of all 
ingestion attempts, 60 percent of the deaths from in- 
gestion were due to INH. The rate of completion by in- 
gestion of substances other than INH was 0.7 percent; 
the rate of death from INH overdosage was 8.3 percent 
(p«.001). Thus, the risk of dying from INH overdosage 
approached the lethality of trauma (10.2 percent). 
Among the 3 Indians dying from INH ingestion (all were 
dead on arrival at the service unit hospital), the estimated 
amount of INH ingested was large (more than 15 g) and 
the time interval between ingestion and presentation was 
prolonged (more than 4 hours). 

Compared to men, women made many more suicide 
attempts (313 versus 137), used the method of ingestion 
more frequently (255 versus 77) and trauma as often (58 
versus 60), but died from their self-destructive actions in 
smaller numbers (3 versus 14). The women had about the 
same predominance of INH overdoses (77.8 percent) as 
they had for all other ingestion overdoses (76.7 percent). 
Although men attempted suicide by ingestion much less 
frequently than women, INH accounted for a similar 
proportion (about 11 percent) of all of the substances in- 
gested by both sexes. It is noteworthy that ingestion was 
responsible for all 3 female suicides but that 12 of the 14 
male suicides resulted from trauma. 

As shown in figure 1, the age distribution in suicide at- 
tempts was similar for INH and other ingested sub- 
stances, and women had higher rates than men in each 
category. The highest attempt rate with INH, as well as 
with the other ingested substances, occurred among 
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FIGURE I 
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women of the 20- to 29-year-old age group; 10 of the 17 
(58.8 percent) suicide deaths and 4 of the 5 ingestion 
deaths occurred in the 20- to 29-year-old age group, a 
category representing only 21.1 percent of the study pop- 
ulation at risk (p «.01). 

The rates per 100,000 population for total suicide at- 
tempts versus completions were higher among the 
Apaches (932 versus 40) than the Pimas (764 versus 7) 
or the other Phoenix IHS area tribes combined (504 
versus 26) (p<.01). This tribal pattern also occurred for 
INH overdoses, i.e., the Apache rates (per 100,000) were 
significantly higher (101 versus 10) than for the Pimas 
(14 versus 0) or for the other tribes (46 versus 3) (p<.05). 
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FIGURE 2 
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Although the Apaches constituted less than one-third 
(30.6 percent) of the study population, they accounted 
for over half (55.6 percent) of the INH overdoses. By 
contrast, the Pima tribe formed 22.4 percent of the study 
population and had only 5.6 percent of the INH overdose 
cases. For each tribe the frequency of INH overdosage 
paralleled the extent of INH usage. 

Isoniazid had not been prescribed for 11 (30.6 percent) 
of the 36 Indians who had INH overdoses. Among the 25 
overdose patients for whom INH had been prescribed, 17 
(68 percent) were reactors, while the other 8 included 2 
tuberculosis cases, 4 contacts, and 2 converters. The fre- 
quency of INH overdosage for each of the therapeutic 
categories paralleled the extent to which INH was pre- 
scribed for each group. 

Figure 2 compares the monthly frequency of the sui- 
cide attempts for ingestions (INH or other substances) 
and for trauma. Only minor fluctuations occurred in the 
monthly rates for suicide attempts by trauma or by the 
ingestion of substances other than INH. However, INH 
overdosage attempts were significantly concentrated 
(27.3 percent) in July (p «.01). 


DISCUSSION 


Young adult Indians had the highest incidence of sui- 
cide attempts and completions, as has been reported by 
previous investigators (11-14). These Indians are beset 
with unusually disruptive conditions during adolescence 
and early adulthood (1, 11, 14). A constellation of dis- 
content, disenchantment, and disbelief develops from 
various factors, foremost among which are the identity 
struggles of youth, stresses of acculturation, and doubts 
regarding the survival capacity and validity of the culture 
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bestowed at birth (1, 14). These stresses are likely to be 
more severe among Indian tribes that were once nomadic 
hunters, such as the Apache, than among traditionally 
sedentary agrarian tribes, such as the Pima. For the for- 
mer group, whose aggressiveness now is exhibited by 
accentuated self-destructive behavior, opportunities to 
develop positive social roles while constrained by the geo- 
graphic and economic limitations of reservation life seem 
to be inadequate. 

Dizmang and associates (14) have identified prominent 
features associated with high suicide potential among 
young Indians, including a history of multiple caretakers 
in childhood, frequent arrests within the last year (as well 
as initial arrest at an early age), intercurrent arrests of 
the caretakers, recent loss by desertion or divorce, and a 
history of boarding school attendance prior to the ninth 
grade. 

In the present study the Indian women attempted sui- 
cide by ingestion more frequently than the men. How- 
ever, in striking contrast to the Indian men, the women 
had a remarkable absence of any suicides by trauma, al- 
though both sexes made equal numbers of traumatic at- 
tempts. 

The sharp peak incidence of INH overdosage for the 
month of July contrasts vividly with the lack of signifi- 
cant monthly variation in the patterns of Indian suicide 
attempts by trauma or by ingestion of substances other 
than INH. As a result of vacation from school, unavail- 
ability of employment, and lack of recreational activi- 
ties, many young Indians are bored and frustrated in the 
summer. Furthermore, during July new physicians often 
replace experienced ones at IHS health facilities, and 
rapport is not readily transferred. 

It is unlikely that the presence of INH in the household 
or Indian community led to suicide attempts that would 
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not have occurred otherwise. Similar age, sex, and tribal 
distributions occurred among the Indians with INH over- 
dosage and the group that ingested other toxic sub- 
stances. The Indians contemplating suicide apparently 
selected the most readily available acceptable method. 
Southwestern Indians have attempted suicide by in- 
gesting toxic substances with increasing frequency during 
the past 15 years. 

Indians who overdosed with INH were 10 times more 
likely to die than those whose suicide attempts involved 
ingestion of other substances. The probability that tu- 
berculin reactors will develop clinical tuberculosis with- 
out treatment is approximately | in 1,400 per year (10). 
However, the Indians started on INH therapy had a risk 
of INH overdosage within a year of 12 per 1,000, and 1 in 
12 INH overdoses was fatal (1 death per year per 1,000 
patients started on INH). Thus, Indian tuberculin reac- 
tors had a similar degree of risk for developing clinical 
tuberculosis if untreated and for dying from INH over- 
dose if given INH prophylactically. 

Mental health professionals should be aware of the 
possible risk involved in INH prophylaxis in American 
Indians, especially among young women, of the relative 
contraindications to INH administration (high risk for 
suicide attempts and low risk for development of clinical 
tuberculosis), of the need for careful monitoring of 
patients receiving INH, of the desirability of good rap- 
port between the patients and the medical personnel, and 
of the importance of controlling availability of INH, a 
potentially lethal drug. 

The order of priority for INH administration (10) to 
prevent morbidity and mortality from tuberculosis is as 
follows: 1) clinical cases, 2) converters, 3) contacts, 4) 
previous cases that were inadequately treated, and 5) tu- 
berculin reactors. Obviously, the possibility of INH over- 
dosage should not deter treatment of patients with active 
tuberculosis. Nonetheless, precautions are indicated 
among persons at high risk for attempting suicide (young 
Indians, expecially women, and patients with a history of 
suicide gestures, alcoholism, or impulsive behavior). 
Rarely should persons at low risk for developing clinical 
tuberculosis receive INH prophylactically. 

Measures to prevent INH overdosage include super- 
vising drug administration with ambulatory tuberculosis 
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chemotherapy (15) for selected cases, dispensing small 
amounts of INH at short (one month or less) intervals, . 
frequently evaluating patient compliance with*the pre- 
scribed drug regimen to deter any large accumilation, 
monitoring INH prophylaxis programs by paramedical 
personnel (16), and dispensing individually wrapped INH 
tablets to inhibit impulsive ingestion of massive amounts. 
Whether a paucity of reports of intentional INH over- 
dosage in non-Indians relates to the lack of recognition 
or to the rarity of the problem is unknown; we suspect 
that the former is more probable. 
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Conundrum: Another Opinion 


Six: I would agree with Frank Bucknam, M.D., in his book 
review in the May 1975 issue that Conundrum by Jan Morris is 
indeed a fascinating book, especially in regard to what it says 
about sex-role stereotypes. Ms. Morris has been a victim of the 
sexist definitions of the “masculine” and “feminine” attributes 
of individuals. Although she comments on this at the end of the 
book, she does not seem to conclude that perhaps she would not 
have needed to go to such lengths if we had a more humanistic 
and androgynous value system. 

Ms. Morris clearly saw womanhood as an escape from the 
dangers of “male” aggression. By being both male and female, 
she sought a double possession, a “heady sense of universality,” 
a "quest for unity," a "more divine condition," and an "inner 
reconciliation." She had felt deprived of an identity as a young 
male because the stereotyped expectations were not comfort- 
able and acceptable. More information on her childhood would 
be invaluable. One senses a resistance on her part, however, in 
the comment that she felt self-analysis to often be a mistake, 
leading one “down endless and unprofitable paths of specula- 
tion." 

After she felt her conflict was resolved (by the sex-change op- 
eration), she began to feel free to notice the smaller, more in- 
timate facets of life—perhaps by virtue of no longer needing to 
obsess about her sexual identity, feeling at last more acceptable 
as female. She cited “‘a sense of sacrament and fragility,” not- 
ing that eternal womanhood “‘leads us above” (the baser male 
instincts?). 

Ms. Morris is herself sexist, noting about women, “her fragil- 
ity is her strength,” “her inferiority her privilege." Her com- 
ments about penis envy are open to strong challenge from 
today’s liberated women. Unfortunately, Ms. Morris seems to 
attribute intellectual powers to the male sex exclusively. She 
states, **I discovered that even now men prefer women to be less 
informed, less able, less talkative, and certainly less self-cen- 
tered than they are themselves; so I generally obliged them." 
That statement is in itself more than unfortunate. It would be 
more beneficial if Ms. Morris integrated her past and present 
lives for sharing with humanity rather than (as she seems to pre- 
fer) obliterating the way she saw and felt as a man. 

It is difficult to imagine how her family really felt about her 
sexual change, but there would seem to be no way in which a 
wife and four children could comfortably accept what hap- 
pened, not solely in terms of the loss of a husband and father 
but, even more (particularly for the sons), the total rejection of 
a male identity. 

This book seems most strongly to be a plea for humanistic 
values in society rather than the circumscribed and more tradi- 
tional notions of male and female. Perhaps Ms. Morris's son 
Henry's quote says much of this all: "If a man can so innoculate 
himself with the idea he is not a man, but a woman, as to be to 
all intents and purposes a woman, that idea may in turn be 
made to give way to a higher ideal—that there is neither man 
nor woman." 


BERRY BRACKETT, A.C.S.W. 
Hartford, Conn. 
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Politics and Science 

Sir: Upon the solicitation of my support for a prospective 
candidate's bid for APA office I sent the following reply, which 
may be of interest to Journal readers: 


Dear 





I understand that you have contacted a number of colleagues, 
in addition to me, to ask our advice on your possible candidacy 
for presidency of the APA. I think I must withhold my advice 
for the following reasons: 

In recent years I have watched with increasing concern the 
tendency to conduct campaigns for high office in some scientific 
societies along the familiar lines of political campaigns: orga- 
nized sponsorship, mailings, solicitations of support, publica- 
tion of sponsor lists, etc. (In one instance my name was used 
without my knowledge.) In some ways this is better than the se- 
lection of officers by small cliques with arbitrary power, but on 
the other hand it seems to me to be not nearly as good as the se- 
lection of scientific leadership solely on the basis of scientific 
distinction, leadership qualities, stated views on pertinent is- 
sues, and similar considerations. The main trouble with an or- 
ganized campaign is that it gives more assertive and ambitious 
people an advantage over modest and retiring scientists, and it 
makes money demands which many worthy people could not 
meet. 

I would therefore like to discourage all efforts at organized 
electoral campaigns that imitate the common practices of the 
political arena. Candidates should be selected either by formal 
nomination or by petition, their views should be published, and 
the membership should do the rest. If tradition and good taste 
do not restrain other practices, perhaps some formal rules of 
the game need to be made. 


JOSEPH Wortis, M.D. 
Stony Brook, N.Y. 


4 


Social Disintegration in the American Community in Bangkok: 
Another View 


Sir: I write in reference to the article by George Kojak, 
M.D., entitled “The American Community in Bangkok, Thai- 
land: A Model of Social Disintegration” (November 1974 is- 
suc). 

I believe it reflects poorly on the editorial policy of your jour- 
nal to have published a discursive article such as this, with its 
many adverse comments on Thai society, without requiring 
from the author a more testable scientific hypothesis, one sus- 
ceptible to documentation or proof. Dr. Kojak does make many 
accurate comments on the experiences of the American “‘offi- 
cial" community in Bangkok, but he is also guilty of many 
omissions, as well as some general biases, which I believe cast 
serious doubt on his judgment. 

First, Dr. Kojak fails to mention that the International 
School of Bangkok (ISB) provides a stable social framework 
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for many American teenagers. Most American families with 
school-age children send them to ISB, which must be consid- 
ered an integrating force and worth mentioning. 

Second, Dr. Kojak refers to the lack of a “sense of mission or 
meaningful purpose" and to the "serious goals of Americans in 
Southeast Asia" in successive sentences. Surely this con- 
tradiction, which he has stated clearly, is largely responsible for 
the unease among the American community in Bangkok. Dr. 
Kojak has not identified the official organizations to which 
Americans are attached in Thailand, which include the U.S. 
Army, Air Force, and Navy, the Department of State, Depart- 
ment of Defense, the CIA, UNESCO, the Population Coun- 
cil, the Ford Foundation, the Peace Corps, the Smithsonian In- 
stitution, the U.S. Agency for International Development, and 
a variety of others. Is there any reason to expect that in 1971- 
1972 people representing such diverse groups should have 
shared a sense of common purpose or should have felt (or 
wished to feel) part of an "American Community’’? Is there any 
reason to be surprised that parents and children in all these 
groups should have had doubts and conflicts of conscience over 
the U.S. presence in Thailand (and Southeast Asia generally) at 
a time when the war in Indochina was under increasing attack 
in the United States itself? Dr. Kojak totally avoided comment 
on the larger issues to which the American community in Bang- 
kok was extremely sensitive. Rather, he implied that difficulties 
in negotiating a foreign urban culture were primarily respon- 
sible for the psychopathology found among Americans in 
Bangkok. 

I am not denying the existence of psychopathology and social 
disintegration among Americans in Thailand (and I am not at 
all sure that the U.S. Army Hospital in Bangkok was ade- 
quately prepared to manage these problems). My main point is 
that as an American resident of Bangkok during the period 
1969-1973 (as a staff member of the Rockefeller Foundation, 
an "unofficial"! agency), it was my perception that the majority 
of problems among American families were due not to the '*ad- 
verse circumstances" of life in Bangkok but to the inability of 
American families to adjust to any kind of cultural change or to 
cope with social demands that required something other than a 
supermarket, a push-button telephone, and an air-conditioned 
bedroom. 

Dr. Kojak also did not mention language as a potentially in- 
tegrating force. Those Americans who learn at least conversa- 
tional Thai have found their lives considerably enriched by life 
in Bangkok. 

The “PX culture" (there is indeed a large post exchange in 
Bangkok) and the tendency of official U.S. agencies to try to re- 
create the United States abroad are probably contributing 
causes of anxiety, unhappiness, and social distress among 
Americans in Thailand. It hardly seems fair to blame every- 
thing on the Thais. Moreover, the “R & R” atmosphere has 
been partly due to consumer demand on the part of U.S. serv- 
icemen flown in from Viet Nam for a week of uninterrupted 
pleasure seeking. Whose fault is that? 

Most of all, 1 am distressed that The American Journal of 
Psychiatry has published an article which demonstrates very 
little, while arguing, both directly and indirectly, that Thai ur- 
ban society is an evil force. I would urge the Journal, in recom- 
pense, to solicit a personal testimony from a Thai intern or resi- 
dent at a hospital in New York City, inviting a statement as to 
how urban U.S. society disrupts and affronts the close-knit 
bonds among Thais living in the United States. Dr. Kojak 
might learn something. 


MICHAEL M. STEWART, M.D. 
Elmhurst, N.Y. 


LETTERS TO THE EDITOR 


Dr. Kojak Replies 


Sir: Dr. Stewart has misunderstood and misinterpreted my 
article and its theoretical basis. He draws conciusiogs based. 
upon implications that have no basis in my article, offers sub- 
jective opinions that are not appropriate to scientific work, 
and—paradoxically—he contends with me on points upon 
which we both agree. 

Alexander Leighton's hypothesis regarding the relationship 
of social disintegration to the prevalence of psychopathology al- 
ready has much basis, which has been established by examining 
the factors of integration/disintegration of a community, mea- 
suring the prevalence of psychopathology, and comparing these 
with other communities. Leighton and associates' studies are 
widely regarded as classics in the field of psychiatric epidemiol- 
Ogy. 

Examining a society with a bias of what "should" exist, what 
one would "expect" to find, or with a judgmental, fault-finding 
attitude would, of course, have no place in scientific work. One 
attempts to describe what one finds, not what one wants to see. I 
do not feel I judged Thai society to be "evil" —unless Dr. Stew- 
art believes that a culture which (compared to Western culture) 
does not emphasize work, regimentation, discipline, and regu- 
larity and does emphasize pleasure and good times with friends 
is evil. Dr. Stewart's statements appear to reflect this type of 
ethnocentric cultural bias. In several instances in which I de- 
scribed aspects of the city of Bangkok (not all of which neces- 
sarily represent traditional or usual Thai society), I leaned 
heavily upon the judgments and data of Thai professionals (as 
per my references). The studies regarding the changing social 
values in Thailand were done by a Thai anthropologist. The re- 
port on the prevalence of rabies virus was done by a group that 
included a Thai professional. The information and the opinions 
regarding the traffic problems were from another Thai profes- 
sional—the Chief of the Traffic Division of the Metropolitan 
Police Department of Bangkok. 

Dr. Stewart’s meaning in his comment regarding the “‘serious 
goals of Americans" is not clear to me. My full statement was, 
“The serious goals of Americans in Southeast Asia were 
blurred and questioned.” My point was that this situation prob- 
ably did have much to do with the unease among the Ameri- 
cans, since it probably contributed to a lack of integration of 
the community. I felt that discussing and judging U.S. political 
and military activities and their effects in Southeast Asia be- 
yond that statement in my article would have been discursive 
and probably less objective. 

I would empathize with any Thai student who would come to 
live in one of the insecure, disintegrated cities of the United 
States and undergo the cultural confusion and alienation that is 
prevalent in some of them. It is almost trite to report that those 
metropolises (hardly communities") have significant psycho- 
pathology. The Midtown Manhattan study by Srole and asso- 
ciates (1) documented this observation more than a decade ago. 
My article concluded as it began, with the idea of the American 
community in Bangkok as a dramatic model of social dis- 
integration which could be applied generally and especially to 
American cities "that suffer from greater or lesser degrees of 
disintegration.” 

My American friends and I feel strongly that we learned of 
some of the most valuable parts of ourselves in Thai culture— 
the parts of openness, warmth, closeness, and pleasure. It is 
truly tragic that much of our own society appears to be quite 
stressed and threatened by such personal needs. Unfortunately 
there was no place in my article for such a discussion. 

Finally, it strikes me as sad and ironic that this interaction 
between Dr. Stewart, who was with the Rockefeller Founda- 
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tion, and me—an ex-U.S. Army physician—may represent a 

continuation of the “suspiciousness and hostility" between the 
' various organizations in Bangkok which I referred to in my 
- article. , 
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GEORGE Kojak, M.D. 
Seattle, Wash. 
Editor's Note: | plan to address questions of Journal selection 
procedures and editorial policy such as those raised in Dr. Stew- 
art's letter in an editorial in a forthcoming issue. 


Recognizing Somatopsychic Symptomatology 


Sig: John Gatewood, M.D., and associates in their article 
"Mental Changes Associated with Hyperparathyroidism" 
(February 1975 issue) brought to mind the importance of de- 
tecting somatopsychic phenomena. The mental changes and be- 
havioral manifestations secondary to organic disease can be so 
dramatic that they overshadow the primary source of illness in 
adults as well as children and adolescents. 

For example, several years ago a 14-year-old girl was re- 
ferred for psychotherapy by the guidance department of her 
school because she was obnoxious, undisciplined, hyperactive, 
quarrelsome, and inattentive in class. The parents reported that 
her behavior at home had deteriorated in the previous 6 months 
and that she was extremely touchy, suspicious, and a “pain in 
the neck." The change in her personality had occurred both in 
school and at home in a relatively short period of time. [n the 
written report that I received prior to seeing her, it was also 
stated that she constantly opened the windows at home and at 
school, even though it was winter at the time. The mother com- 
plained that the patient ate voraciously and without concern for 
other people in the family. 

The patient was tall, thin, and agitated. Her speech was rapid 
and her eyes bulged. Her pulse was racing (180 a minute), and 
there was a noticeable tremor of her hands. Laboratory tests 
confirmed severe hyperthyroidism. Medication alone did not 
suffice and she required surgery. 

Postoperative follow-up showed an excellent adjustment and 
return to premorbid behavior and function. There was no need 
for psychotherapy other than a few sessions with the family to 
help put things in perspective. 

I believe that psychiatrists must always be aware of somatic 
illnesses as a possible etiological factor in mental disorders as 
well as in behavioral difficulties in children, adolescents, and 
adults. This is why I oppose the abolition of the internship for 
future psychiatrists. I believe that a medical internship provides 
a clinical experience which can make a significant difference in 
the psychiatrist's diagnostic skills. 


LEON Tec, M.D. 
Norwalk, Conn. 
On the Advantages of Private Practice 
Sir: I was pleased to see the article entitled "Private Psychia- 


try and Accountability: A Response to the APA Task Force on 
Private Practice" by Steven Sharfstein, M.D., and associates 
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(January 1975 issue). Although I agree with the conclusions set 
forth in that article, it seems to me that more should be said 
concerning the advantages of the private practice of psychiatry. 

My average case load over a 10-year period of full-time prac- 
tice has been approximately 300 patients—the same as that re- 
ported in the task force report. I am presently charging $40 per 
hour of patient service. The best of the public outpatient clinics 
in this area have a case load per professional that is approxi- 
mately one-third of mine, and their costs per patient hour are 
more than twice what I charge. The task force report cited four 
failures of the private sector—but the public sector of psychia- 
try had made no further progress to solve these failures of 
patient care. I therefore wish to stress the conclusions of Dr. 
Sharfstein and associates that “‘it is premature at this time to 
assert the superiority of private care over public care"—a pos- 
sible exception to this being the areas of cost and personnel effi- 
ciency. 


RONALD A. SHELLOW, M.D. 
Miami, Fla. 


Research on Chinese Health Care 


SIR: I was pleased by the appearance in the Journal of *Psy- 
chiatric Training and Practice in the People’s Republic of 
China” by Philip D. Walls, M.D., and associates (February 
1975 issue). There is no doubt that China offers important alter- 
natives to Western definitions and treatment of mental illness. 
Most of the firsthand accounts of visits to China by U.S. medi- 
cal personnel published in the past three years have been limited 
to descriptions of visits to China's major cities and larger insti- 
tutions. As I have suggested elsewhere (1), it is now appropriate 
to venture beyond these descriptive accounts to a more basic 
analysis. The middle and lower levels of the health care system 
and the cultural, social, and political variables relevant to the 
definition and treatment of mental illness remain largely unex- 
plored. I wish to describe three areas I consider crucial. 

First, although the Chinese medical care system emphasizes 
primary contacts at the periphery of the system, these are the 
areas about which we know thc least (with the exception of de- 
scriptive material on the “barefoot doctors"). We lack studies 
of pathways to treatment and referral within the organization 
with reference to mental illness. 

Second, while it has been stated (by Walls and associates and 
others) that no one consistent theory of mental illness is ac- 
cepted by the Chinese, the boundaries between their concep- 
tions of types of deviance— criminal, political, and psychiatric 
—have not been explored. Analysis in this area should center 
on the influence of current conceptions of deviance on the 
actions of professional groups and the general population. 

Third, we know sadly little about the mental health of the 
vast majority of Chinese, who have no contact with the few 
trained mental health workers. Data have related to the eradi- 
cation of certain forms of mental and social pathology (e.g., | 
drug addiction and prostitution) and to the diagnosis and treat- 
ment of the severely ill. China is a particularly interesting case 
because of its policy of intense social integration and political 
awareness and its continuing social and cultural revolution. One 
possible study would be an application of our current literature - 
on life events and symptomatology to segments of Chinese so- 
ciety undergoing relocation from urban settings to the country- 
side. 

Restrictions on travel and on access to records make it diffi- 
cult to study China. However, many American authors have ac- 
knowledged the cooperation and interest of the Chinese in their 


research. Future visitors should carefully define researchable 
topics in order to obtain the most broadly relevant and analyti- 
cally sound information on the fascinating People’s Republic of 
China. 
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Putting a Stop to “Wizardry” 


Sir: Judge David L. Bazelon's timely paper, “The Perils of 
Wizardry" (December 1974 issue), provides us with a unique 
opportunity to find out how our profession looks through the 
eyes of a distinguished and perceptive lawyer who has long 
watched us closely, and to compare his perception with our self- 
image. (Periodic catharsis is supposed to be good for the soul.) 
It is not surprising to me that the look from up there does not 
quite correspond to what we would like to believe and to what 
we see down here. 

It is my impression that the statement “Most psychiatrists 
did not acknowledge the limits of their expertise" is a gener- 
alization which may apply to a relatively small group 07 psychi- 
atrists who find their gratification in pursuit of activities outside 
the traditional medical model. If we occasionally do serve “to 
weed out the ‘undesirables’ from government and industry, the 
‘troublemakers’ from the schools, the ‘character disorders’ 
from the mental health centers, and the ‘disciplinary problems’ 
from the military," we do so because everybody else, the courts 
included, appears unwilling or incapable of performing this 
function. Almost every psychiatrist I know agrees that we may 
not be very efficient at or best qualified for this jab, but the job 
has to be done. Putting the terms in quotation marks does not 
make the problem disappear. 

Similarly, I hope most psychiatrists are sensible enough to 
acknowledge their lack of expertise in combating inflation, 
unemployment, or poverty. These are roles of our duly elected 
officials. We should have no difficulty in the courts if we stick to 
the facts and refrain from making “interpretations.” Where we 
failed most miserably was in presenting the public with a sen- 
sible description of what psychiatry can and cannot do. 

With this lack of limit setting, the field became wide open to 
new therapies providing new cures for old ills, which the public 
bought with great expectations. Needless to say, the ex- 
pectations did not materialize. The stage for the Wizard of Oz 
image was set a long time ago. 

What we need to do now is to take off the wizard’s hat and re- 
turn to the language of facts. Mental illness is increasingly rec- 
ognized as being caused by biochemical or structural] disorders 
of the brain. As such, it cannot be cured by manipulating the en- 
vironment, changing the social system, or providing a minimum 
income. It can be made more bearable, less visibl2, and less 
tragic, but it cannot be cured. I don’t know if we shauld tell the 
public this. It might take away the illusion of hope and weaken 
the will to fight and endure. But this I know; i? we don't tell it, 
we will always suffer from the accusation that we resemble the 
Wizard of Oz—either stupid or bad or both. 


JANUSZ JOHN GARWACKI, M.D. 
Austin, Tex. 
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On the Moon Again 


Sir: Alex D. Pokorny, M.D., and Joseph Jachimezyk, M.D., ` 
in The Questionable Relationship Between Homicides and the. - 
Lunar Cycle" (July 1974 issue), criticized the methodology of a : 
study I coauthored (1) and then presented findings of a similar 
study they conducted. Since they were unable to demonstrate a 
statistically significant lunar periodicity in their data, they con- 
cluded that “the effect of moon phases on homicide, suicide, 
and mental illness should be viewed as a myth." 

The method of time-window analysis that we used is a simple 
mathematical comparison between cases occurring during à 
given time period on either side of a specified time point (a lu- 
nar phase instant in this case) and the remainder of the cases oc- 
curring during the rest of the lunar cycle. Hence, we did indeed 
look at the lunar month as a whole. The lunar phase interval 
scale was carefully designed to avoid contaminating lunar time 
with known solar calendar periodicities such as variations re- 
lated to season, time of day, etc. That we accomplished this was 
proved by Drs. Pokorny and Jachimczyk when they tested for 
the possible influence of known high- and low-homicide hours 
on their data distribution. They found that cases occurring only 
during daily and weekly high-homicide times (solar periodicity) 
were evenly distributed throughout the lunar cycle over any 
long period. They questioned our assignment of the time 12:00 
noon when the day but not the precise hour of injury was 
known. Because our aim was to keep within a lunar time frame, 
the hour is irrelevant since the case will fall within either the ap- 
propriate lunar phase interval or the adjacent one on either side 
no matter what hour is selected. Time-window analysis there- 
fore assures that the statistical comparison will be unaffected. 

I would like to comment on Drs. Pokorny and Jachimezyk’s 
methodology. The validity of any scientific study depends on 
the accuracy and appropriateness of 1) the variable being mea- 
sured and 2) the tools used in the measurement. It is reasonable 
to use time of injury as the variable when one measures the oc- 
currence of violent events—Pokorny and Jachimczyk's use of 
time of death is not justified by their supposition that 85 percent 
of Houston's homicide victims die within one hour after injury. 

A 15 percent error that is always in the same direction (death 
is always later than injury) would certainly affect the frequency 
distribution in these data. In order to test this, we reevaluated 
our own data using time of death. We also retested the Ohio 
data and analyzed a sample of New York City homicides (over 
8,000 cases) using this variable. Overall chi-square tests on each 
sample showed no significant variation among lunar phase in- 
tervals from the frequency expected by chance. In other words, 
when measured according to lunar time, violent injuries show a 
lunar periodicity, but deaths are distributed randomly through- 
out the lunar cycle. 

Pokorny and Jachimczyk's statistical approach is somewhat 
puzzling. The overall chi-square test indicates whether at some 
point in time the frequency deviates significantly from an ex- 
pected value, but this test is not sensitive enough to test the sig- 
nificance at any given point (i.e., it should not be used to test 
peaks on a curve). I do not understand the rationale for their 
use of correlation coefficients, which are useful only in measur- 
ing the tendency of two different curves to rise and fall together. 
We have never claimed that homicide curves from different 
cities parallel one another. If anything, our findings imply that 
the curves would be expected to differ on the basis of geographi- 
cal location (2) and other factors. 

The opinions of Drs. Levy and Pokorny (3) notwithstand- 
ing, investigating the possible influences of the natural geo- ' 
physical environment on human behavior is a serious matter. 
Dr. Sherin and I had hoped that our paper would stimulate 
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high-quality objective research in an area long a subject of sci- 
entific controversy. Much work is now being done, and more is 
requiredebefore we will find useful answers. 
° e 
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Training Psychiatrists To Care for the Elderly 


Sir: "The Psychiatrist’s Involvement with Aged Patients" 
(January 1975 issue) by Floyd K. Garetz, M.D., is an interesting 
contribution to our understanding of why it is that although 
many elderly people in the United States experience mental and 
emotional disorders, the elderly as a group seem to underutilize 
psychiatric services. There are many reasons for this phenome- 
non. Dr. Garetz implies that some of them may be found in fac- 
tors influencing psychiatrists’ attitudes toward the aged, one of 
which is the limited or nonexistent attention given in medical 
school curricula and in psychiatric residency training programs 
to the psychological and psychiatric aspects of later life. 

The Bronx-Lebanon Hospital Center is attempting to remedy 
this situation in the clinical clerkship in psychiatry offered to 
students from the Albert Einstein College of Medicine. The 
clerkship, which uses recent texts (1, 2) and includes field trips 
to long-term care facilities for the aged, provides medical stu- 
dents with a unique opportunity to become familiar with the 
special medical and psychiatric problems of the elderly. The 
students' interest in this segment of our population has in- 
creased proportionately. 

If programs such as this were adopted more generally, a sig- 
nificant barrier to the appropriate utilization of psychiatric 
services by the elderly would be removed. 
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Dealing with Dying Patients 


Sir: I would like to comment on Dr. Peritz Levinson’s aptly 
titled article, "Obstacles in the Treatment of Dying Patients" 
(January 1975 issue). It is a truism that many of the obstacles to 
any type of psychotherapeutic treatment lie within ourselves 
rather than our patients. Treatment of the dying patient is no 
exception. If Dr. Levinson practiced his excellent precepts, he 
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would find fewer obstacles. However, there is ample evidence in 
his article that he neglected at least two of the most important. 

First, Dr. Levinson stated, “It is particularly urgent that the 
psychiatrist establish rapport with the primary care physi- 
cian...." Does the psychiatric consultant contribute to this 
rapport by accepting referrals from the nursing staff rather than 
from the physician? Isn’t it more conducive to rapport with 
both physician and patient to accept referrals only from the 
physician? Couldn’t -nurses be requested to tell the patient's 
physician of their concerns and to ask him to request psychiat- 
ric consultation? Shouldn't the patient's physician, rather than 
the nurse, inform the patient that psychiatric consultation has 
been requested, and why? How would Dr. Levinson feel toward 
the internist who examined and treated his hospitalized patient 
without first obtaining his consent? Shouldn't the physician who 
is responsible for the patient's care be given the opportunity to 
refuse the services of a psychiatric consultant? Isn't refusal of 
psychiatric consultation appropriate in instances where patients 
may have been, as Dr. Levinson reports, “referred by the nurs- 
ing staff because they were not experiencing the level of feeling 
associated with fatal disease"? I wonder what that level of feel- 
ing is—despair? Patients were referred "who manifested stoi- 
cism. ...” Is stoicism pathological? 

If it is true that “pathological defenses usually must be sup- 
ported rather than challenged,” what advantage to the patient is 
there in treating a 6l-year-old truck driver who is dying of 
metastatic carcinoma who “employed massive denial toward 
his fatal disease.” What does the therapist have to offer him 
that is superior to his “total denial of a sense of. . . inferiority” 
and "ongoing and grandiose monologue of former physical 
strength, emotional stability, and vocational feats”? Was this 
patient projecting or being paranoid when after being referred 
for psychiatric consultation by his nurses he viewed physicians 
as “sadistic, negligent, and inadequate?" Was he unrealistic be- 
cause he was overwhelmingly resistant to any behavioral con- 
sultation, whether it was from a nurse, social worker, or physi- 
cian, or because he felt suspicious of all educated people and of 
anything that seemed at all intellectual? I think he had an ex- 
cellent reason for these attitudes. 

Discussion by the medical and nursing staffs of their atti- 
tudes toward psychiatrists will not help if they correctly per- 
ceive that psychiatrists are more harmful than helpful to the 
comfort of dying patients. 

I would like to add one suggestion to those offered by Dr. 
Levinson. The foundation for the ability to recognize and re- 
spond to the emotional needs of patients who are terminally ill 
can only be acquired at the bedside during the experience of 
being the physician who is responsible for their care. 

Dr. Levinson states we must influence “‘official attitudes” to 
improve the care of dying patients. Unfortunately, he is again 
looking outside the purview of psychiatry for the cause of the 
impediments he met. One "official attitude" we must influence 
is that of the American Board of Psychiatry and Neurology, 
which in August 1974 decreed that four months of non- 
psychiatric clinical experience are enough for a medical student 
to grow into a physician. 


LEWIS GLICKMAN, M.D. 
Brooklyn, N.Y. 


Dr. Levinson Replies 


Sir: Dr. Glickman’s stimulating critique focuses on two main 
points. The first is that the failure to go through traditional 
channels of referral undercuts rapport with the primary care 


physician and that this, rather than the patient’s psycho- 
pathology, contributes to obstacles in treatment. I have two re- 
sponses. 

First, the surgical service is a more acute one and the nurses 
spend more time with patients and work in more crisislike situ- 
ations. Their work is directly affected by the consequences of 
psychopathology in a patient, such as lack of cooperation or 
apathy, and they freely seek help from the psychiatrist. Once a 
problem case is identified, the attending physician is consulted 
and included in the learning process. 

My second response centers on the blurring of roles in con- 
temporary medical care. Nurses are beginning to be regarded as 
members of a team rather than subordinates in a heirarchy. In 
no instance I reported did the attending physician resent the 
fact that the nursing staff initiated the referral. In fact, these re- 
ferrals led the surgeons to become more aware of psychiatric 
complications and better able to detect them in their patients. 

Dr. Glickman asks whether a patient who is faced with the 
overwhelming reality of death suffers less by having mental 
health care than by being allowed to retain such defenses as de- 
nial and withdrawal. Is the gain worth the pain of giving up de- 
fenses and confronting reality? It is important to emphasize 
that each problematical dying patient must be carefully eval- 
uated as to his/her capacity to confront adversity and need for 
denial. Some patients will have to retain all of their defenses, 
but even these individuals can often be helped by understanding 
without intervention. Moreover, the patient’s need for denial is 
often coordinated with the doctor’s need for denial. Whether 
they are explicitly told their prognosis or not, most patients are 
aware of it. They are eager to not have to face their illness 
within the isolation that is mandated by schizoid and.paranoid 
defenses. The dying patient wants to be helped from his state of 
inner panic and desperation to one of acceptance and calm, al- 
though it will be appropriately sad. Kübler-Ross's conclusion 
that a majority of patients can be helped to “die in the stage of 
acceptance, an existence without fear and despair" (1) has often 
been confirmed in clinical practice. 

Finally, I agree with Dr. Glickman that the physician's bed- 
side experience is of prime importance in refining the manage- 
ment of the terminally ill patient. However, here (as in any area 
of medicine) the doctor's effectiveness is also dependent on ad- 
vances in the science. 
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A Response to the Doomsayers 


Sir: After listening to much talk and reading recent contribu- 
tions on the subject of recertification for psychiatrists (and 
other specialists), I find myself again and again reminded of 
what seems to be a developing (or galloping?) consumption of 
the professional spine and backbone—not to mention profes- 
. sional pride— within our specialty and some of its representa- 
tives. I am getting very tired of the monotonous alarmist out- 
cries concerning our alleged failure to respond to what are 
called “obvious social and political pressures" and of state- 
ments to the effect that if we do not do it (i.e, recertification 
and relicensure) ourselves, others will do it for us. 

Not so! Those who think they can “‘do it for us" are wrong. 
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Bureaucrats, politicians, consumer advocates, etc., cannot treat 
patients with psychiatric problems, as they would discover very ` 
quickly (so would any of our critics if he/she were te one 
some mental disorder). 

The crux of the matter is not the impending death of des 
try projected by questionable self-appointed prophets or a fail- 
ure to respond to obvious social pressures (which I often find 
highly nebulous and debatable) but the continuing need to de- 
velop more rational data and basic research in order to make 
our specialty less of an art and more of a teachable science. 


F. PAUL KosBas, M.D. 
Northport, N.Y. 


Back on the Boards 


SIR: The article "How To Avoid Taking the Boards but Save 
Face" by Daniel Y. Patterson, M.D. (January 1975 issue) is a 
good example of what it takes to pass the American Board of 
Psychiatry and Neurology exam: say what you want, but be cer- 
tain it is acceptable to the board of examiners. Examinees need 
not go so far as to take an oath that they believe what Dr. X had 
to say about this or that—they merely have to recite it all, be- 
cause the examiner happens to like Dr. X's comments (even 
though they are probably irrelevant to patient care and to the 
individual's own special interests). Deviants must be careful— 
so must those with new ideas who are too busy to play ‘Guess 
what I am thinking now." Other than canine pedigrees, I can 
think of no area where credentialism is so meaningless. 

With all the unsatisfied needs extant in our society, it is in- 
sulting and abhorrent to waste one's time preparing to play par- 
rot for the Board examiners: there is too much to do and learn 
in accordance with one's own personal wishes and aims. 

The assessment of patient care capability in the Board exam- 
inations is unsatisfactory. Current methods appear to be arti- 
ficial contrivances and in vitro alibies to prevent a few from 
passing the Boards. In reality, only patients and their families 
know what good any of us are, regardless of the prognostica- 
tions of the elite. 

I will provide a confirmatory example: a colleague of mine 
studied intently for months but did not pass the Boards—and he 
was and is an excellent clinician, a better teacher, and an in- 
novative thinker. When he did not pass, I realized more than 
ever that the whole Board mystique was another Freudian, 
pseudoscientific fiction, a comedic "our gang" rendered impor- 
tant only because some are excluded. 

A final issue in taking Boards relates to personal conscience. 
There are some individuals (a minority of at least one) who no 
longer want to belong to any organized agency of science. For 
us (or at least me), the Board is indeed intolerable because it is 
part of the American scientific establishment, which has 
brought about a degree of death and destruction of human and 
nonhuman creatures that far surpasses that caused by all other 
groups in the history of man. Without an allegiance to life, any 
group (regardless of its successes) becomes merely another ter- 
rorist organization with the '"thanatismo"' attitude not only 
sanctioned but, in some cases, authored by psychiatry. 

To call the current era anything other than a scientific In- 
quisition is to be mentally blinded by the most primitive of psy- 
chological mechanisms. Nowhere is the Inquisition more evi- 
dent than in the necessity to take psychiatric Boards and recite 
what the examiners want to hear. 


SAMUEL A. NIGRO, M.D. 
Cleveland, Ohio 
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Guide to Psychiatry, 3rd ed., by Myre Sim, M.D., D.P.M. Lon- 
don, England, Churchill Livingstone ( New York, N.Y., Long- 
man, distributor), 1974, 1,191 pp., $21.00. 


Myre Sim describes this third edition of his British text as “a 
considerable improvement on its predecessors." Had the pre- 
vious editions been poorly written or badly researched, this 
statement would not, mean very much. However, they were ex- 
cellent works, and this one is still a considerable improvement. 

It is some index of the progress of psychiatry in the past two 
decades that a textbook can contain 1,133 pages, plus references 
and index, without excessive verbiage and, indeed, without 
seeming particularly massive. Sim takes particular note of the 
changing role of psychiatry in modern medicine and observes 
that he has tailored his book accordingly. Despite its length, 
Sim views his work as a "handy benchbook" that can and 
should be supplemented by the liberal supply of references. 

Sim demonstrates clearly how the British have earned a repu- 
tation for first-class medical writing. The prose is not lyrical or 
pretentious; it is simple and straightforward and free of jargon. 
If there is any disappointment for the reader, it may be that 
there are too many citations from other authors and too little of 
Myre Sim. This is particularly tantalizing because those obser- 
vations he does make are so often provocative. 

In the conclusion of his chapter on "Psychopathic Person- 
ality," for example, Sim says, 


Modern society has many disagreeable tasks and one is 
the humane rehabilitation of the psychopath. It frequently 
turns to the psychiatrist for help but all it receives is an ac- 
ceptable formula. Whether it works or not does not appear 
to cause society much concern but psychiatrists should 
carefully assess their competence in this field and if they 
are satisfied that they have no competence they should say 
so and direct their energies into those fields where their 
work is of proven value. This does not mean that there 
should be no experiment. It does mean that it was pre- 
mature to legislate before the factual information was 
available. (p. 448) 


Similarly, in “The Psychopathology of Research," he ob- 
serves, 


There is an increasing tendency to transfer the inter- 
pretations of psychopathology from the field of clinical 
psychiatry to social situations, such as the political field, or 
to interpersonal relationships. While this may prove a sat- 
isfying exercise for the practitioner and permit him to 
score against his adversary, it can have overtones which are 
not only undesirable for the field in which they are used, 
but can contribute to undesirable changes in society itself. 


(p. 68) 


Sim obviously foresaw, before many of us, the increasingly 
* complex interweaving of psychiatry and the law. In recognition 
of that fact, he has provided not one but two chapters on “Legal 
Aspects of Psychiatry." One discusses the state of affairs in 
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Great Britain, and the other, written by John Donnelly of the 
Institute of Living, reviews the same topic from the American 
point of view. Taken together, these twin chapters are a special 
highlight of a book with many highlights. Sim and Donnelly 
have perceived that forensic psychiatry is much more than a 
listing of laws, rules of evidence, or court decisions. It is a mir- 
ror—sometimes distorted to be sure—of our society and its atti- 
tudes toward human behavior. 

The psychiatrist is occasionally oppressed by the plethora of 
textbooks, each with its own special merit and each bearing 
some stamp of the author. This one ranks with the very best and 
is worth every penny of the price. 


JouN H. Houck, M.D.e 
Hartford, Conn. 


Themes and Variations in European Psychiatry: An Anthology, 
edited by Steven R. Hirsch, M.Phil., M.D., and Michael 
Shepherd, D.M., D.P.M. Charlottesville, Va., University Press 
of Virginia, 1974, 429 pp., $20.00. 


Differences between European and American psychiatry 
have often led to semantic or practical misunderstandings. The 
differences are not only in terminology but in the delineation of 
nosologic entities and even in basic concepts. This book at- 
tempts a much-needed clarification. It contains translations of 
about 20 papers from European psychiatrists, mostly French 
and German. 

A few among these papers are of mainly historical interest. 
Such is K raepelin's "Comparative Psychiatry" (1904), a found- 


ing stone of what is now called transcultural psychiatry. There 


is also Ganser's original description of “‘a peculiar hysterical 
state," now called Ganser's syndrome, and Gaupp's summary 
of the case of Wagner, a paranoiac mass murderer, which in- 
cludes an exhaustive anamnesis and a 24-year follow-up. 

More directly relevant are those papers of methodological, 
conceptual, and epistemological interest: Kraepelin's discus- 
sion of clinical research in psychiatry, Jaspers' famous distinc- 
tion of causal "explaining" and empathic "understanding," 
Birnbaum's no less crucial distinction of the “pathogenic” and 
"pathoplastic," Conrad's views on how to apply Gestalt prin- 
ciples in psychiatry, and those of Kurt Schneider on the concept 
of delusion and on primary and secondary symptoms in schizo- 
phrenia. The concept of psychogenic reaction is discussed by 
Bonhoeffer. It would also have been appropriate to include Jas- 
pers’ distinction of "process" and “faulty development” (Feh- 
lentwicklung). 

Papers devoted to the etiology of mental diseases represent a 
third group. Among these are Gjessing's summary of his clini- 
cal and biological findings in periodic catatonia, Dupré's theory 
of "cenesthopathia" (disorders of subjective experience related 
to troubles of general bodily sensations), Strómgren's concept * 
of psychogenic psychoses, Kleist's distinction of "typical" and 
"atypical" psychoses, and Sjóbring's theory, little known out- 
side Sweden, which explains mental disorders by means of a 
system of four characteristic features pertaining to the mental 
activity of the individual. 


In the fourth group are those papers devoted to clinical, de- 
scriptive psychiatry. European psychiatrists are more prone 
than their American colleagues to distinguish among acute 
mental conditions those of organic and psychogenic origin. This 
accounts for the interest of Bonhoeffer’s paper in exogenous 
psychosis and of a number of French authors in the bouffées 
délirantes. A good deal of what Americans would include in 
chronic schizophrenia is called “systematic chronic delusions” 
by the French and divided into various nosological entities. 
Nihilistic delusions are described by Cotard as a specific illness 
occurring as a complication in severe melancholia. French psy- 
chiatrists have also been concerned with finding out the various 
mechanisms involved in chronic delusions. De Clérambeault's 
concepts of délire passionnel and the delusions based on '*men- 
tal automatism" are expounded in this volume, the former by 
Baruk, the latter by Nayrac. 

This section of the book could have been more complete if 
the editors had also referred to Sérieux and Capgras's concept 
of délires d'interprétation and to Dupré's délires d'imagination. 
Kretschmer's idea of "sensitive delusion of reference," para- 
noiac delusions as the slow progressive interactions of a "sensi- 
tiVe" makeup and specific life situations, also belongs here. 

Hirsch and Shepherd's anthology, besides being a most valu- 
able sourcebook, is a timely contribution to the efforts being 
made nowadays to establish a universal psychiatric frame of 
reference. 


HENRI F. ELLENBERGER, M.D. 
Montreal, Que., Canada 


The Death of Psychiatry, by E. Fuller Torrey, M.D. Radnor, 
Pa., Chilton Book Co., 1974, 228 pp., $8.95.' 


What can one say about a book by a psychiatrist possessed of 
manifest intelligence, erudition, and literary skill, yet written 
with such bias, misrepresentation, illogic, and sophistry that no 
informed reader can peruse it without regretting that col- 
league's misuse of a trusted position? Although the title page of 
this book notes that "the opinions set forth in this volume... 
do not represent the policy of the National Institute of Mental 
Health or the U.S. Public Health Service," this hardly balances 
the display of Torrey's official appointments on the book's 
jacket. 

Torrey implies that because psychiatrists use such terms as 
“melancholia” and “hysteria,” they must believe that the 
former is caused by an excess of black bile and the latter by a 
wandering uterus. Had Torrey consulted contemporary 
sources (1-3), he would have learned that even Greisinger and 
Kraepelin were fully aware of the direct relevance of individual 
and social dynamics in the etiology of deviant behavior. 

Torrey dismisses psychoanalysis and behavior therapy in two 
half-pages each. Group, existential, Rogerian, transactional, 
and other modalities are allotted a few sentences. All are merely 
“different brands of toothpaste,” valid only insofar as they may 
be unintentionally educational. Especially horrifying to Torrey 
Is sex therapy, which he presents as if it were as widely con- 
doned and practiced as are most of the other therapies he men- 
tions. 

Torrey agrees with my own definition of the word 
“mind” (4, 5) as a verb denoting the processes of attention, 


! A more detailed review of this book can be obtained from Dr. Mas- 
serman at 8 S. Michigan Ave., Chicago, Ill. 60603. 
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stored experience, and adaptation rather than as a noun. Unfor- 
tunately, he then proceeds once more to confuse “mind” as an 
abstraction for experientially determined conduct with “brain” 
as a neural substance. Torrey also seems unable to sensethe hy- 
phen implicit in the word *'dis-ease" as literally implying psy-: 
chologic uneasiness as well as physical discomfort. 

Torrey proceeds to the following partially justifiable attack 
on DS M-II (6); 


[It is] a nosological mishmash [of undefined] etiology, 

. intelligence levels, ... personality traits, ... age, . 
sexual choices, ... deviated affects, ... drug.intake, ... 
[and] legal responsibility. (p. 43) 


In ostensibly stark contrast, he states, 


A bacteria [sic] which causes pneumonia, a fall which 
causes a broken leg, a deposit of fat which causes a heart 
attack ... provide the basis for classifying [true] disease. 


(p. 43) 


According to this monothetic approach, whether or not a 
patient continues to expose himself to infections, walks care- 
lessly, or overeats has little relevance to prognosis or compre- 
hensive therapy. 

Torrey avers that holding mental patients not responsible for 
their behavior leads to their losing self-esteem and a Pandora's 
box of social confusions that would have “discredited . . . Jesus 

. as hallucinated and delusional.” Medvedev, Ezra Pound, 
and Gen. Edwin Walker are then classed with Jesus as having 
also been deprived of their "right to trial." 

Further generalizing from alleged legal abuses that even the 
American Bar Foundation considers rare (7), Torrey asserts 
that because of court decisions based on psychiatric exam- 
inations “lasting only a few minutes," 350,000 individuals are 
now involuntarily confined in mental hospitals. Paradoxically, 
Torrey then laments that if the precedents of the M'Naghten 
rule, the 1954 Durham rule, or even the new concept of “lack of 
capacity to judge" were fully applied, all criminals would be 
held not responsible and set free. 

Torrey believes that the only valid model for preventing “true 
disease" was set by John Snow, who capped a London well in 
1849 to eliminate the "sole source of a local outbreak of chol- 
era." (This was actually done by the Board of Guardians of St. 
James Parish.) By implication, we can regard as irrelevant René 
Dubos's brilliant elucidation (8) of the role of deprivation, over- 
work, ethnic stresses, war, and many other psychological and 
social factors in the etiology of even infectious diseases. 

Torrey states that “schizophrenia is ... a brain disease and 
not caused by a cold, rejecting mother, an unresolved Oedipus 
complex, or ambiguous messages"; rather, it is an “affliction to 
be treated only by neurologists” (p. 158). Therefore, When sui- 
cide is put in its true perspective [as not a brain disease] the con- 
cept of ‘sick’ loses meaning altogether." Ergo, suicide is not in 
the province of neurologists, let alone psychiatrists, social 
workers, or, apparently, anyone else. 

In the Utopian future, according to Torrey, "clients" (not 
patients) will voluntarily enter “retreats” (not hospitals) where 
they would be governed only by their own rules, although they 
would be ‘“‘obligated ... to help... others." The issue of health 
insurance would be solved by having all retreats supported by 
the state, since “three quarters of the problems of living would 
not be covered any more than is unhappiness on a rainy day” (p. 
173). Budgets would then be further reduced by having suicidal 
patients select “tutors” who would agree that any person who 
wants to kill himself has the right. 
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But because many people who attempt suicide, as well as 
_ their families and friends, live to regret this act, modern juris- 
prudence usually frowns on self-destruction. So the law, too, is 
- “ta field whose current methodologies have produced the near 
: bankruptcy of justice... and only more criminality.” 

I recognize Dr. Torrey’s abilities, sincerity, and professional 
courage, and I concede that he may stimulate some rethinking 
and reform in psychiatry. I, too, have written on the need to re- 
vise our outmoded diagnostic system, review and integrate our 
welter of therapies, and clarify our roles vis-a-vis the fields of 
anthropology, history, education, sociology, and jurisprudence. 
But I have tried to be constructive in these critiques rather than 
hostile to my chosen specialty (4, 5). 

Finally, I feel no defensive need to rehearse the many theo- 
retical, therapeutic, and social achievements of modern psychi- 
atry. Nor need I further deplore Torrey’s Viet Nam war sole- 
cism, “To save our field, we must destroy." Iconoclasm of false 
images is occasionally permissible, and valid criticism is wel- 
come, but vandalism is not. I recommend to Dr. Torrey deeper 
reflection to the effect that, however still imperfect our spe- 
cialty, the behavioral sciences, Torrey’s colleagues, and the pub- 
lic deserve far better service than he renders in The Death of 
Psychiatry. 
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Normality: Theoretical and Clinical Concepts of Mental Health, 
revised ed., by Daniel Offer and Melvin Sabshin, with the assis- 
tance of Judith Offer. New York, N.Y., Basic Books, 1974, 255 
pp.. $8.95. 


This book is a revised edition of a predecessor with the same 
title published in 1966. The first section of the revised version, 
titled The Disciplines, includes chapters on “*Medical-Psychiat- 
ric Thinking and Gross Normality,” **Epigenesis of Normal- 
Neurotic Behavior: Psychoanalysis,” "Normative and Ideal 
Concepts in Psychology," “The Cross-Cultural and Cross- 
Societal Perspective," and “The Structural Perspective in the 
Biological Sciences." These chapters have been modified very 
slightly from the 1966 edition and remain a historical in- 
troduction for the second part of the book, titled The Emerging 
Trends. 

Chapter 6, “The Four Perspectives of Normality: A Syn- 
thesis," and chapter 7, “Ethics, Aesthetics, and Normality,” are 
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very important transitional chapters. J found chapter 6 espe- 
cially well conceptualized and well organized. Here the authors 
discuss the four perspectives of normality in detail, i.e., normal- 
ity as health, as Utopia, as average, and as transactional sys- 
tems. 

The greatest revision in this edition is seen in chapter 8, ““Em- 
pirical Research on Normality: A New Look," and chapter 9, 
“Toward an Increased Understanding of Normality and Men- 
tal Health." In their summary of chapter 8, the authors in- 
troduce the following theoretical possibilities for the use of the 
data collected: 


1. The compilation of all the criteria and extraction of 
certain commonly occurring items that could be regarded 
as the core of normality. 

2. The compilation of all these studies and the consid- 
erations of each as exemplifying a different aspect of one 
holistic definition of normality. 

3. The separate consideration of each definition of nor- 
mality as valid within the circumstances that were particu- 
lar to its derivation. (p. 159) R 
In discussing the first possibility, they observe that the con- 

clusion is ideal but that there are no acceptable criteria for nor- 
mality. The authors believe that a ray of hope is present in the 
second proposition but that more research is needed before the 
hypothesis can be tested. They state that according to the third 
position, “‘it is possible that definitions of normality will never 
serve ... to make ‘normality’ a singular rather than a plural 
term" (p. 160). 

The authors state that their aim is to offer an “analytic” ap- 
proach to the problem of identifying normality. I believe that 
they succeeded admirably in this endeavor. For those of us who 
are continually confronted with one form of psychopathology 
or another, it is very refreshing to stop and examine the oppo- 
site end of the continuum. 


JAMES A. Davis, M.D. 
Omaha, Neb. 


The Meaning of Criminal Insanity, by Herbert Fingarette. 
Berkeley, Calif., University of California Press, 1974, 265 pp., 
$3.25 (paper). 


The back cover of this paperback quotes praise from Prof. 
Sanford Kadish of Berkeley and Abraham Goldstein of Y ale as 
well as an accolade from Dr. Jonas Rappeport, Chief Medical 
Officer, Supreme Bench of Baltimore. The book is an impres- 
sive endeavor by a well-trained mind operating in the main- 
siream of contemporary forensic thought about criminal re- 
sponsibility. Unfortunately, this mainstream of thought runs 
profoundly astray and, therefore, so does Professor Fingarette 
in this book. 

In an admirable summary of the long-standing confusion 
about criminal responsibility, Professor Fingarette recognizes 
that there is something very wrong in this field. He quotes sev- 
eral others who have noted the chronic vagueness and lack of 
analysis of fundamentals that characterize its literature. Profes- 
sor Fingarette rejects superficial solutions and insists that an | 
underlying rationale must be developed. However, he then pro- 
ceeds to accept "intuitive" conceptions about what criminal re- 
sponsibility is, never attempts a precise definition of it, and, 
without further analysis, proceeds to center his attention on 
clarifying the concept of criminal insanity. This 1s a fatal error 
because there is little prospect of getting the concept of criminal 


insanity straight until we have a precise definition and explicit 
rationale of criminal responsibility. 

What Professor Fingarette accepts intuitively is the judicial 
process of moral judgment of the accused. This places him on 
the side of the angels and jurists. It is not long before psychia- 
trists are discovered to be living in sin in their ghetto of natural 
events, obstructing the smooth operation of the courts with 
their naive and intractable views about mental illness and be- 
havioral causation. Dragged into this cosmic business of moral 
judgment of individuals, the psychiatrists have been virtually 
defenseless, their hapless gropings providing plenty of footnote 
fodder for unjustified scolding. 

Since man is the only entity in the universe subject to moral 
judgment, we might well be suspicious that this ancient pre- 
occupation is the source of the unique difficulties attending 
criminal responsibility. Committed to the moral judgment of 
individuals, Professor Fingarette flounders around in a swamp 
of metaphysics, trying to stay afloat with the skillful strokes of 
a philosopher. 

In need of a legal reality separate from natural causation, he 
seeks it in the careless teleology that mars a great deal of psy- 
chiatric theory, derives it by implying that diverse levels of dis- 
course entail diverse realities, imports it from the ontological 
confusion of Platonism in a chess-versus-physics analogy, and 
generally, like a conscientious lawyer saddled with an indefen- 
sible case, embarrasses his best ploys because there is no way to 
invest our courtrooms with a reality other than the behavioral 
realism of science. 

When Professor Fingarette finally formulates his concept of 
criminal insanity, he opts for emphasis on irrationality of moti- 
vation as well as cognition. Why the irrational motives of the 
psychopath, thinly veiled by his mask of sanity, do not qualify 
as criminally insane remains unexamined. Nor is it explained 
why such perverted acts as sadistic murder, as irrational in their 
way as the paranoid delusions of M'Naghten, seldom exempt 
the perpetrator from criminal responsibility. 

The basic failure here is the lack of an explicit, naturalistic, 
and precise rationale as to just why irrationality, mental illness, 
or even childhood has anything to do with criminal responsi- 
bility. As the last sentence of this book states, "Without clarity 
on the principle, all else suffers.” 

Were Professor Fingarette to experiment with a strictly secu- 
lar approach to criminal law that considers our moral values as 
represented in law by its proscription of certain acts rather than 
by moral judgment of individuals, he would find himself exam- 
ining courtroom business as the humane prevention of crime 
under the rule of law. Determining criminal responsibility 
would then appear to be a selection process in which the court 
decides whether or not deterrence, rehabilitation, and in- 
carceration, its means of preventing crime, are to be applied in 
the case of the accused. 

This selection process requires an explicit rationale as to why 
and how various violators of the law are to be handled so that 
crime can be prevented. Such a rationale would provide natu- 
ralistic, deterministic concepts appropriate to this mundane 
problem in social engineering. The rationale will get exactly the 
same job done as does the moral judgment of individuals, but 
without the metaphysical confusion and inefficiency that have 
haunted criminal responsibility over so many generations. I 


* have attempted to provide this kind of rationale in two pa- 


pers (1, 2). 
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Psychobiology of Convulsive Therapy, edited by Max Fink, Sey- 
mour Kety, James McGaugh, and Thomas A. Williams. Wash- 
ington, D.C., V.H. Winston & Sons (New York, N.Y., Halsted 
Press, John Wiley & Sons, distributor), 1974, 294 pp., $11.95. 


Careful reading of this book is thought provoking and there- 
fore time-consuming. It is an excellent compilation of research 
data on electroconvulsive therapy. The editors even cover their 
sociological reasons for preferring the term “electroconvulsive 
therapy." 

The conscientious reader of this volume can easily pick up 
from 10 to 50 quotations, truths, or aphorisms about ECT that 
are supported by appropriate research and clarified by an hon- 
est appraisal of their limitations. The density of the data input, 
however, is such that I was reminded of the first two Kinsey re- 
ports. This is not a textbook to be read and understood at one 
sitting and then laid to rest but, rather, an excellent book to 
skim, retain, and have on the shelf for intermittent study and 
reference. 

The editors are major investigators in the area of ECT. Their 
essays on basic research in people and animals with appropri- 
ate, accurate, and limited generalizations are combined with re- 
ports from about 25 other investigators. 

The first 12 articles all have excellent and useful brief sum- 
maries. The subjects covered include “Induced Seizures and 
Human Behavior,” “Unilateral Electroconvulsive Therapy," 
“Is EEG Slowing Related to the Therapeutic Effect of Con- 
vulsive Therapy?" *Electroconvulsive Therapy and Sleep," 
“EEG and Neurophysiological Studies of Convulsive Thera- 
pies," "Inhalant Convulsive Therapy," “Multiple ECT: What 
Have We Learned?" “Electroconvulsive Shock: Effects on 
Learning and Memory in Animals,” “Retrograde Amnesia and 
Brain Seizures in Rodents: Electrophysiological and Neuroana- 
tomical Analyses," “Effects of Flurothyl (Indoklon) Upon 
Memory in the Chick,” “Effects of Electroconvulsive Shock on 
Norepinephrine Turnover and Metabolism: Basic and Clinical 
Studies,” and “Effect of Repeated ECS on Brain Weight and 
Brain Enzymes.” 

The following seven essays cover such subjects as "The Effect 
of Electroshock on Brain RNA and Protein Synthesis and Its 
Possible Relationship to Behavioral Effects," “Memory and 
ECT," “Systemic Biochemical Effects of ECT," “Effect of 
Electroshock on Indoleamine Metabolism and Aggressive Be- 
havior,” "Effects of Repeated Electroconvulsive Shock on 
Brain Catecholamines," “Effects of Electroconvulsive Shock 
on Cerebral Protein Synthesis," and “Brain Acetylcholine and 
Seizures." These articles lack useful summaries. 

Readers looking for an index work on current research areas 
and names of active investigators in the field of convulsive ther- 
apies will find this a comprehensive, excellent, and useful vol- 
ume. Readers seeking aid in modifying indications for ECT or 
in determining relative evaluations of its effectiveness in the 
treatment of various syndromes will be disappointed. However, 
if one is looking for scientific data to justify modification of 
ECT techniques to achieve greater effectiveness in the treat- 
ment of depression with decrease in memory loss, he may be 
satisfied. 

The reader should not expect this book to provide a major 
compilation of data justifying the use of ECT or to provide fac- 
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ile answers to the recent attacks on this mode of therapy. The 
articles were written before the attack, by clinicians and re- 
. searchers who generally accept the efficacy of the convulsive 
“therapies because of their own experience. 

I would suggest that many readers might prefer the “detec- 
tive story" method of reading this book: after reading the first 
two introductory chapters and comments, progress to the three 
final summary chapters. Then, if still interested in details, go 
back to the intermediate, data-filled chapters. 

The reader should not expect to find the answer to the prob- 
lem of how or why ECT is effective. Each of the investigators is 
able to establish the presence or absence of specific changes in 
other systems (e.g., EEG, memory, indoleamine metabolism, 
brain catecholamines, and norepinephrine metabolism) during 
ECT; in some cases the investigators are able to establish a de- 
gree of correlation with behavior change. However, none of 
them makes any claim that the related system changes have a 
direct and causal relationship with clinical improvement after 
ECT. 

Alf of the authors clearly caution against the dangers of a di- 
rect application of animal research findings to human behavior. 
This attitude is perhaps best summarized by the following state- 
ment of Dornbush and Williams: 


These findings are difficult to relate to outcome in man 
and the relevance of these studies to the mechanism of ac- 
tion of ECT is difficult to judge, since few studies provide 
similar dosage and duration of stimulations, seizures fre- 
quency, and electrode locations to those assessed in man. 
Additionally, effects on language ability, so critical in stud- 
ies of memory tasks in man, are essentially untestable in 
animals. (p. 202) 


Valzelli and Garattini point out the following divergent re- 
sults from common stimulations even in rats and mice: 


From the behavioral point of view, electroshock is un- 
able to modify the aggressive behavior produced in mice by 
isolation, but is very effective in blocking the muricidal re- 
action produced in rats by isolation. (p. 227) 


A number of valuable essays that explore ECT in relation to 
memory processes and behavioral changes are presented in this 
book. It is a good summary of the current status of the field, 
and it makes it clear that more can and must be learned to ex- 
plain the whys of the clinical applications of convulsive thera- 
pies. 


DONALD F. Moore, M.D. 
Indianapolis, Ind. 


The Schreber Case: Psychoanalytic Profile of a Paranoid Per- 
sonality, by William G. Niederland, M.D. New York, N.Y., 
Quadrangle/ New York Times Book Co., 1974, 166 pp., $8.95. 


The outlines of the case history of Daniel Paul Schreber are 
well known to the majority of the readers of this journal. 
Freud’s famous study, “Psycho-analytic Notes Upon an Auto- 
biographical Account of a Case of Paranoia (Dementia Para- 
noides)” (1), has been the focus of thoughtful arguments con- 
cerning the psychodynamics of paranoid thinking since its 
publication in 1911. 

Dr. Niederland has written a “handbook” of the Schreber 
case in a way possible for him alone. His long, meticulous, and 
exhaustive search of all the written material about Schreber and 
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his contacts with relatives and friends of the family make this 
volume a unique contribution. That Dr. Niederland received his 
medical training in Germany and is intimately acquainted with 
German culture, history, and, most of all, nuances of language 
allows him a special perspective that is clear in his written work. 

The author's major theme, simply stated, is that the "kernel 
of truth" in delusions and hallucinations can often be discov- 
ered when the psychoanalyst is able and willing to view the de- 
luded person's life history in depth. This means that the per- 
son's verbal productions, his behavior in general, and his 
personal and family histories must be taken into account with 
the appropriate emphases. And that is not all. That behavior 
and those histories must be viewed in a way relevant to the state 
of the society in which the person lives. 

All of this makes the study of psychobiography very difficult 
indeed. Furthermore, the psychoanalyst stretches his science to 
a limit when he seeks to understand the dynamic meaning of the 
behavior of a person who is communicating only in writing, and 
not even writing to a psychoanalyst in order to obtain under- 
standing. When the writer has been dead for many years, the 
problems are even greater. e 

Careful workers in the field of psychobiography are aware of 
how risky it is to arrive at solid hypotheses, let alone valid con- 
clusions. However certain the analyst may think he can be, he 
must always remind himself and his audience that the person in 
question is not available for comment. The writer was not 
trying to be understood by the analyst, and he was not com- 
mitted to the effort of free association as is a patient in psycho- 
analysis. That, after all, is the situation in which the analyst's 
formulations have the greatest validity. 

It seems to me that Dr. Niederiand is very aware of these lim- 
itations and functions well within them without completely sti- 
fling his creative imagination. 

Dr. Niederland gives historical weight to Freud's original 
formulations and speculations. His researches have established 
beyond a doubt the enormous importance Dr. Schreber held for 
his son Daniel. The relationship between the son's many delu- 
sions about his body and the father's fanatical preoccupation 
with physical fitness, growth, and development is quite clear. 
The son's strong identifications with his father are underlined, 
as are the son's unconscious castration anxieties and hostility 
toward the father. Dr. Niederland draws striking parallels be- 
tween the times of illness of father and son. 

From a metapsychological point of view, the author empha- 
sizes the ego aspect of the construction of a delusion. That is, 
specific infantile traumata are cast in a particular form not by 
instinctual pressures alone but by the stage of development of 
the ego and its perceptual capacities vis-à-vis these external 
events. Dr. Niederland has been able to document psycho- 
analytic constructions with historical fact. It is rare for the clin- 
ical psychoanalyst to have such an opportunity. 

In the third section of the book, composed of excerpts of 
writings by other authors, Arthur Carr recounts some of the 
challenges to Freud's early formulation of the nature of projec- 
tion. Many authors refuting the relationship between paranoia 
and homosexuality do not take into account that what is pos- 
tulated in the formulation is that projection occurs as a defense 
against unconscious homosexual impulses, not conscious homo- 
sexual inclinations. 

I found the single distracting element of this book to be the 
fact that it remains a collection of papers. Although the first 
two sections are organized around Dr. Niederland's own re- 
search, the papers are excerpted. This makes for disruptive 
reading. It also results in a considerable amount of repetition of 
facts and historical material in each paper. In the third section 
there are a number of important articles by other authors. A 


wi 


lengthy paper by Maurits Katan and the two rather well-known 
papers by Robert White on Schreber’s mother and his life 
viewed from the standpoint of psychosocial concepts are partic- 
ularly deserving of a response by Dr. Niederland. 

I wish Dr. Niederland had quoted these papers in a review of 
literature and then discussed them in the context of his own re- 
search. If he had then brought his own work together in the 
form of a new book, the presentation would have been more 
cohesive. 

In summary, this is a remarkable piece of work that only Dr. 
Niederland has the knowledge to write. He is to be commended 
for getting thts material together tnto one volume. It is a book 
that should be read by the serious student of psychoanalysis. 
The author writes well and with enthusiasm. His papers are a 
pleasure to read and should serve as a model for psycho- 
biographers who study writers, their works, and their lives. 
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Clonotherapy: A Manual for Convulsive Therapies, by Lionel H. 
Blackman, M.D. Lake Worth, Fla., Lionel H. Blackman, 1974, 
104 pp., no price listed (paper). 


The literature on convulsive therapy is very limited because 
interest in somatic treatments in psychiatry centers around 
pharmacotherapy. Therefore, the publication of a manual on 
this subject should be welcome. The author uses the term “‘clo- 
notherapy," introduced by the English psychiatrist Louis Rose, 
in an attempt to avoid the unpleasant connotations of the terms 
"shock" and "*convulsive." 

One objection to the term "clonotherapy" is that the tonic 
rather than the clonic phase is the essential evidence of a 
complete generalized seizure that is necessary for a therapeutic 
response. It is doubtful that any attempt to make the name of 
the treatment more palatable to the patient will be successful or 
even legally acceptable. It is interesting that the consent form 
used by Blackman requests authorization for “‘clonotherapy 
(electro-convulsive and/or Indoklon).” 

Treatment with both electrically induced convulsion and in- 
halation of the fluorinated ether Indoklon is described. In- 
doklon is a useful alternative to ECT in refractory cases. The 
author’s experience has been that young schizophrenic patients 
respond better to Indoklon. Although no comparative study ex- 
ists, many psychiatrists who have used Indoklon tend to agree 
with this idea. It is therefore regrettable that the company that 
manufactured Indoklon discontinued its production. 

This manual ts essentially based on the practical application 
of "clonotherapy," documenting it with a large number of pic- 
tures and case reports. In a theoretical chapter Blackman 
claims that incomplete convulsions (subconvulsive petit mal, 
sleep-type responses) require a greater number of treatments. 
This is contrary to the view of most psychiatrists that subcon- 
vulsive treatment is actually ineffective. It is an open question 
as to how unilateral ECT with the usually bilateral convulsive 
response compares with the efficacy of bilateral ECT. If Black- 
man discusses the effects of unilateral ECT with '*hemiconvul- 
sion," it must be said that there is no way to produce such uni- 
lateral response at will. 
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Another chapter is dedicated to "multiple monitored electro- 
convulsive treatment.” This treatment requires the continuous, 
drip application of succinylcholine by an anesthesiologist. How- 
ever, the author does not seem to use an anesthesiologist ‘in’ 
practice. 

The book ts written for the practitioner of ECT. Although it 
contains many useful suggestions, one finds some statements 
that cannot be easily accepted, e.g., such remarks on indications 
as that optimal results are seen in “‘acute depressions such as re- 
active depressions.’ While it is not justified to eliminate ECT in 
reactive depressions, as has been done in the model criteria is- 
sued by APA (1), the response of reactive depressions to ECT is 
certainly inferior to the response of endogenous depressions. 
Blackman’s contention that agitation as such is an indication 
for ECT, including agitation found in severe forms of anxiety 
neuroses, where the diagnosis is agitated depression, is even 
more questionable. 

Blackman provides 36 case reports showing that strict adher- 
ence to classification and indications is not indispensable for 
satisfactory therapeutic results with ECT. 

One cannot ignore some mistakes in spelling such as the re- 
peated use of the word “‘curari” for curare" and the name Cel- 
litti for Cerletti. 

It is generally regretted that the student in psychiatry, both 
undergraduate and postgraduate, receives extensive training in 
psychological methods of treatment but little or no training in 
somatic modalities, including the vast field of pharma- 
cotherapy, which is so important in psychiatric practice and re- 
search. Considering the particular lack of any teaching of con- 
vulsive therapy, a manual like this is welcome, even if it has 
shortcomings. It should be helpful for psychiatrists applying a 
treatment that continues to be most successful with some of the 
sickest psychiatric patients. 
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Season of Birth in Schizophrenia and Other Mental Disorders, 
by Per Dalén. Goteborg, Sweden, Psychiatric Research Centre, 
St. Jórgen's Hospital, University of Goteborg, 1974, 123 pp., 
no price listed (paper). 


The author addresses himself particularly to variation in the 
season of birth of schizophrenic patients. As an introduction, he 
provides a comprehensive bibliography of studies of season of 
birth that should be of use to any investigator starting out in the 
field. The analysis is based on all discharges from Swedish men- 
tal hospitals from 1962 to 1968, more than 400,000 in all. Also 
included in the analysis, in order to ensure the incluston of 
patients who were in the hospital throughout the period of study 
and not discharged, are patients obtained from the annual cen- 
sus of mental patients. 

Variation by season of birth for any condition is highly sug- 
gestive of the operation of an environmental determinant. It is 
difficult to hypothesize any plausible genetic factor that could 
produce such an effect. On the other hand, many plausible envi- 
ronmental factors, including infection, temperature, weather, 
and nutrition, vary by season. In this regard Dalén provides a 
set of data that cannot be ignored. 

He takes account of and is able to dismiss two important 
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sources of confounding. The first is variation in fertility by so- 
. cial class, which was more likely to suppress than to confound 
the result” The second is that variation in mortality (especially 
‘infant rhortality) by season may produce among survivors a 
spurious appearance of variation by season of birth. An analysis 
of infant mortality for the study cohorts showed that its effects 
could not account for the demonstrated finding that there is an 
excess of births in the months of January through April among 
schizophrenic patients. The removal of this source of con- 
founding is, I believe, unique to the study. 

This finding is consistent with those of several previous stud- 
ies in northern and western Europe. Dalén also provides a 
unique test of the generality of the phenomenon by seeking out 
a sample of mental hospital patients in South Africa, in the 
southern hemisphere. Again he found a similar season of birth 
for birth effect, although it does not precisely mirror the effect 
in the northern hemisphere and is somewhat more irregular, 
possibly because of the smaller number of subjects involved. 

Although the size of the sample and the completeness of the 
data on the general population from which expected distribu- 
tions were obtained are great strengths of this study, the data 
source also has a major weakness. The weakness lies in the fact 
that the investigator was unable to segregate first admissions 
from others. He is therefore dealing with data that resemble a 
measure of prevalence much more than incidence of the dis- 
eases studied. Prevalence data, of course, are not efficient in the 
search for etiological factors. 

In this study, however, the bias introduced by this measure- 
ment is more likely to suppress the result than to exaggerate it. 
This becomes clear in the analysis of duration of stay in the hos- 
pital by season of birth: schizophrenia relates more closely with 
season of birth among admissions of short duration than among 
those of longer duration. Dalén interprets these results as show- 
ing that season of birth relates to the prognosis of schizophre- 
nia. In my view, a sounder interpretation would be that season 
of birth is likely to be related to the incidence of schizophrenia 
but not to those circumstances which lead to chronicity and 
chronic disability with schizophrenia. 

The presentation and discussion of these data are somewhat 
disappointing. Explication done in shorthand tends to obscure 
rather than illuminate. The description of the actual sample 
used is somewhat confusing: previously Dalén used a sample of 
discharges from 1962 to 1964 and published data on these, and 
the distinction between this first sample and the complete sec- 
ond sample is not always clear. The labeling of tables is in- 
adequate and far from self-contained. Despite these problems, 
however, this analysis contributes a confirmatory result to the 
literature that must be taken into account in framing hypothe- 
ses about environmental factors in schizophrenia. 


MERVYN Susser, M.B., B.Cu. 
New York, N.Y. 


Dementia in the Presenium, by Andrew Edmund Slaby, M.D., 
M.P.H., and Richard Jed Wyatt, M.D. Springfield, Ill., Charles 
C Thomas, 1974, 214 pp., no price listed. 


This is a short, well-organized, and competent review of the 
dementias in the presenium, clinical entities with which many 
contemporary psychiatrists and mental health professionals 
have little experience. The authors point out the importance of 
. the early recognition of these syndromes so that treatable cases 
are, in fact, treated and so that the patient does not undergo 
long, wasteful periods of useless psychotherapy with in- 
appropriate expectations. 
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The authors effectively define the boundaries of the syn- 
drome, discuss how the presenile dementias might be classified, 
and, in a chapter titled "General Conditions," review their his- 
tory and diagnosis. They review findings on physical and mental 


status examinations as well as blood, urine, cerebrospinal fluid, 


and X-ray examinations. Electroencephalography, cerebral 
angiography, isotope encephalography, neuropsychological 
studies, cerebral biopsy, and studies of cerebral vascular blood 
flow are also discussed. Following a tightly written, 40-page 
general introduction, the diseases are considered one by one, 
and their clinical course, diagnosis, and pathology are dis- 
cussed. 

Although it provides a very valuable reference, this book suf- 
fers from the absence of clinical vignettes. As a result, some of 
the subtleties of differential diagnosis and the use of psychologi- 
cal tests, for example, are not adequately brought into focus. 
Had the authors presented the details of clinical material, the 
reader would have a more vivid appreciation of the presentation 
and clinical course of patients with presenile dementias. 

The book thus provides an orientation to these illnesses and 
alerts the practitioner to the likelihood of coming across such 
patients. The book would be of particular help in deciding how 
to proceed with a differential diagnosis when dementia is sus- 
pected in a patient. Without case history material, however, the 
subject does not quite come to life. 


JACK DURELL, M.D. 
Washington, D.C. 


Sexual Identity Conflict in Children and Adults, by Richard 
Green, M.D. New York, N.Y., Basic Books, 1974, 319 pp., 
$15.00. 


Throughout history, people who have lived their entire lives 
as members of the opposite sex have occasionally been de- 
scribed. However, this rare but striking phenomenon, trans- 
sexualism, has been studied intensively only in this century. A 
major figure in the science of normal and aberrant gender iden- 
tity is Dr. Richard Green, who, with Dr. John Money, edited 
Transsexualism and Sex Reassignment (1). In that book the ed- 
itors brought together a good deal of what was known about the 
surgical procedures, endocrinology, treatment, and etiology of 
the adult disorder. 

In Sexual Identity Conflict, Dr. Green focuses on innovative 
clinical studies of young boys and girls who wish to change sex. 
We now know, and the data supporting this knowledge are set 
forth in this book, that at least some of these children grow up 
to become adult transsexuals. 

Dr. Green's method of presenting clinical material is in- 
triguing: transcripts of recorded interviews with the children in 
therapy sessions are presented along with the clinician's behav- 
ioral overview and the parents' descriptions of the same chil- 
dren. Dr. Green then comments on his interpretation of the 
patients’ statements. Hearing" young boys describe their feel- 
ings, through the medium of the transcripts, will be an eye- 
opener for those not familiar with the clinical presentation of 
gender identity disorders. In effect, we sit beside Dr. Green as 
he does his work; we are then able to make our own observa- 
tions of the data and draw our own inferences. 

The book includes some important chapters on the psycho- 
logical testing of feminine boys, including extensive discussions 
of new instruments designed by Dr. Green and his coworkers 
for these investigations. 

One fascinating chapter concerned a study of genetically 
identical twin boys, one of whom was masculine and one of 
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whom was feminine. Dr. Green elegantly describes the multi- 
plicity of potentially etiologic factors and their variants in the 
lives of these boys. We are left with the same puzzle about the 
etiology of the condition but with deepened insight into the 
problem. This chapter alone made the book worth reading for 
me. 

There are excellent reference chapters on historical and 
cross-cultural reports of individuals with gender disorders as 
well as chapters on psychological theories and biological studies 
of individuals manifesting gender identity problems. Dr. Green 
also reports some research on the role of the temporal lobe, hor- 
monal factors during gestation, and studies of individuals with 
sex chromosome anomalies and aberrant sex behavior. 

The book also contains chapters on masculine girls, on 
women who became men, and on the girlfriends and wives of 
these individuals. Dr. Green again makes use of the technique of 
recorded transcripts to bring home powerfully to the reader the 
impact that interviewing such persons firsthand makes on the 
clinician. 

Finally, there is a chapter on problems for further research. 
Here the multifaceted problems and the lines of present re- 
search are described. If the book has any weakness it is that Dr. 
Green refuses to point toward a direction—to indicate the in- 
vestigatory strategy that he believes is most likely to yield suc- 
cess in uncovering presently unknown factors.-Rather, he 
makes us think deeply about the problem of the nature and de- 
velopment of gender identity, not only in regard to the rare ab- 
errant individuals but, by implication, in regard to normal indi- 
viduals as well. The book is mind expanding in the best sense of 
the word, and 1 recommend it to all who struggle for a deeper 
understanding of the nature of human sexuality and sexual 
identification. 
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Psychiatric Disorders in Adolescents, by Richard W. Hudgens, 
M.D. Baltimore, Md., Williams & Wilkins Co., 1974, 228 pp., 
$15.50. 


This book contains useful information, but its title is mislead- 
ing. The book is based on a study of a very narrow adolescent 
population clearly identified as such in the introduction, which 
states, 


[The study] does not deal at length with some of the dis- 
orders commonly found among psychiatrically ill adoles- 
cents, such as chronic brain syndromes, mental deficiency, 
or severe and repetitive criminal behavior. . . . [It] does not 
discuss in depth those disorders for which teenagers are sel- 
dom admitted to a psychiatric hospital, for example, hys- 
teria, anxiety neurosis, obsessive-compulsive neurosis, 
phobias, sexual deviation, and relatively uncomplicated 
learning disorders. 


Thus the title implies a breadth and scope not attempted 
within the pages of the book. 

The author presents a detailed study of 220 adolescents, 110 
of whom were psychiatric inpatients and 110 of whom were hos- 
pitalized controls. He identifies three purposes for this study of 
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adolescents who were hospitalized at least once before they 
were 20 years old. One purpose was to “‘provide a more com- 
plete systematic classification and description of psychiatric 
disorders among teenagers." It would seem difficult,to fulfill 
this purpose, because a significant cross-section of psychiatric 
teenage patients was not studied. 

A second putpose was to gather information to provide a 
basis for comprehensive follow-up study of psychiatrically ill 
adolescents into adulthood. The third was to provide a “pro- 
spective study with systematic attention to the chronology of 
positive and negative psychiatric, sociologic, and medical fea- 
tures.” : - 

It is always frustrating for one to review a book that has use- 
ful and interesting information and yet find that certain basic 
features may mislead the reader. Given the facts that the book 
concerns a study of inpatient psychiatric adolescents only and 
that the possibilitv of prospective studies and a comprehensive 
follow-up would be only for a narrow population, the book then 
progresses toward its stated purposes. 

A discussion of diagnostic problems and a brief review of 
treatment considerations for the adolescent are presented com- 
pactly. However, although it is noted in chapter 9 that "most 
adolescents who need psychiatric treatment will never be in- 
patients," the treatment section then deals specifically with 
problems commonly encountered in an inpatient hospital set- 
ting. 

With these factors in mind, this book offers useful informa- 
tion on an adolescent inpatient population, with good demo- 
graphic and statistical information provided on both the psychi- 
atric group and the control group. 


RICHARD E. Davis, M.D. 
Norfolk, Va. 


Masked Depression, edited by Stanley Lesse, M.D., Med.Sc.D. 
New York, N.Y., Jason Aronson, 1975, 367 pp., $12.50. 


The World Health Organization has concluded that depres- 
sion is a major public health problem throughout the world. 
This was announced at an international symposium on depres- 
sion and its treatment held in Switzerland in January 1974. Dr. 
N. Sartorius, senior medical officer of WHO’s Office of Mental 
Health, told the assembled doctors that there are almost 100 
million people in the world who suffer from some form of de- 
pression and who could benefit from help. 

This impressive statistic does not include the equally if not 
more numerous people with masked depressions (also referred 
to as depressive equivalents or affective equivalents). Despite 
the high incidence of masked depression, there is a paucity of 
literature on the subject. However, this woeful lack of author- 
itative information on masked depression, its many clinical 
manifestations, and its treatment is more than adequately com- 
pensated for by the 18 expert contributors to this well-edited, 
very readable, comprehensive book. 

Various psychosomatic disorders or hypochondriacal com- 
plaints in different organ systems are the best known clinical 
manifestations of masked depression. However, Stanley Lesse 
stresses, 


Depressions may also be disguised by various types of 
"acting out” or behavioral disturbances. These behavioral 
masks may take the form of antisocial acts, impulsive sex- 
ual behavior, compulsive gambling, temper outbursts, de- 
structiveness, sadistic or masochistic acts, compulsive 
work or behavior patterns, accident-proneness, histrionic 
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dramatizations, and more. Less commonly, referential or 
delusional patterns may be discerned as masking proc- 
esses. Tle depressive masking may also take the form of 

- -ácute er chronic alcoholism or bulimia. Finally, it may 
: manifest itself in the form of narcotic addiction, barbitu- 
rate habituation, the use of stimulant drugs, and the use of 
psychedelic agents such as lysergic acid or mescal deriva- 
tives. 


A masked depression may occur at any age. This book there- 
fore contains chapters on this disorder in children, adolescents, 
‘adults, and the elderly. There are also chapters on cultural vari- 
ations of depression, genetic factors associated with affective 
equivalents, masked depression and suicide, and the treatment 
of masked depression with psychotherapy alone and in com- 
bination with antidepressant drugs. 

Despite its prevalence, masked depression is seldom recog- 
nized quickly, if at all, by many physicians and psychiatrists, 
partly because of a lack of awareness of this disorder and its 
myriad manifestations. There is a wealth of invaluable informa- 
tion in this book that will enable doctors to recognize and treat 
masked depression. Clinicians and teachers would be enriched 
by careful study of this book’s contents. I therefore unreserv- 
edly recommend it. 


FRANK J. AYD, JR., M.D. 
Baltimore, Md. 


Serve the People: Observations on Medicine in the People’s Re- 
public of China, by Victor W. Sidel and Ruth Sidel. Boston, 
Mass., Beacon Press, 1974, 307 pp., $4.45 (paper). 


Here is a book by individuals with a deep respect for the Chi- 
nese people and their heroic attempts to provide optimum 
health care for all members of China’s society. Through their 
personal observations and a careful survey of the available sta- 
tistical data, Victor W. Sidel, a physician specializing in com- 
munity medicine, and his wife, Ruth Sidel, a psychiatric social 
worker, have put together a most informative volume describ- 
ing health care delivery in the People’s Republic of China. 

Tracing the evolution of the current health care organization 
within the context of changes in the political and social struc- 
ture of that vast land, the authors attempt to interpret the natu- 
ral growth of China’s efficient health care system. The authors 
carefully delineate public health trends and methods of medical 
education. They describe in detail the changed role of the physi- 
cian, who seems now to be perceived as a medical **worker" like 
the rest of the labor force. 

Using the Chinese slogan *'Serve the People" as its title, the 
book explores the highly utilitarian and practical character of 
modern Chinese medical practice. It explains how this has been 
achieved by a blending of Western medicine with traditional 
Chinese medicine as well as by the harnessing of all the natural 
resources opportunely present in the people and in the land. The 
authors describe how new physicians, supported by their double 
medical heritage, are brought closer to the people and the land 
and how this leads to the delivery of first-rate medical attention 
to people in the cities as well as in the countryside. The role of 
the political leadership in inculcating the idea that mental 
work and manual work are equally productive and deserving of 
respect is also described. 

The authors! commitment to Sinitic studies opened the hearts 
' of their Chinese hosts, who in turn responded trustingly with a 
considerable amount of information about medical and social 
practices. The Sidels’ attempt at comparing the system in China 
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with health care delivery systems in other countries—particu- 
larly Israel and the Soviet Union— provides interesting insights 
into the changing role of physicians, the training of physician's 
assistants, and the concept of social work. 

For the psychiatrist this book lacks adequate description of 
the social work services in psychiatric settings. It would be in- 
teresting to know how these services are absorbed by the other 
components of the system in the absence of professional psychi- 
atric social workers. There is also scant reference to the thera- 
peutic applications of group phenomena, which are pervasive 
forces in everyday life. 

A large body of facts is assembled in this book, some as a 
catalog of figures provided by the Chinese medical authortties. 
Considering the relatively recent reopening of the gates between 
China and the Western world, it is some wonder that the au- 
thors have collected so much. 

The book covers a great many facets of Chinese life. It would 
be stimulating for medical professionals, teachers, students, and 
health care administrators. Western physicians, who practice in 
a free enterprise system, would be inspired by the relationship 
between provider and consumer in matters of health care. The 
public, who justifiably complain of the shortage of doctors, their 
unavailability at short notice, and the high cost of medical care, 
might also ask how some of the Chinese innovations might be 
transferred to their own communities. 


DaviD N. RATNAVALE, M.D. 
Norfolk, Va. 


A Child's Parent Dies: Studies in Childhood Bereavement, by 
Erna Furman. New Haven, Conn., Y ale University Press, 1974, 
308 pp., $15.00. 


The jacket of this book states, 


This study of twenty-three children who suffered the 
death of a parent during childhood seeks to understand the 
psychological impact of bereavement on the young and to 
offer concrete suggestions for helping children to cope with 
their loss. 


This study does very well what it seeks to do, in terms of both 
understanding and advice. The thought of a grieving child is so 
painful that some therapists might rush to be massively sup- 
portive. The author makes the point repeatedly that the child 
cannot be spared the pain and distress of mourning. The care 
and support from the surviving parent help the child to bear it. 
Furman urges that we help the child “to understand the con- 
crete realities of death and to distinguish between what we can 
objectively perceive ... [and] what we believe about death pri- 
vately or according to our religion." 

The use of developmental levels and the combining of emo- 
tional and cognitive experiences are comprehensive and make 
the book's content logical, memorable, and usable for thera- 
pists of many persuasions. Object loss is given a good deal of 
recognition, and distinctions among the kinds of partial object 
loss are made. The author keeps in perspective the ways in 
which bereavement is different for children than for adults. 

Extensive case histories provide "clinical" data to illustrate 
the author's theoretical considerations. Many readers will find 
these excessively long. A few case reports, although detailed, 
are not representative of research. There are, however, many 
short clinical vignettes woven into the theoretical discussions. 
Most readers will appreciate these for their pointed illustration 
of principles. 


«e. 


. The second chapter highlights what is to follow in more de- 
tail. It also offers some very useful advice on helping bereaved 
children. If one has time to read only one chapter, he would do 
well to choose this one. More likely, he will be persuaded to 
read on. 

Mourning is defined as “the mental work following the loss 
of a love object through death." The questions of whether it has 
to be the loss of a love object or, for example, the loss of body 
functions or inanimate objects and whether the loss must occur 
through death or, for example, through permanent separation 
are thoughtfully explored. The process of mourning is discussed 
in relation to withdrawal of attachments (decathexis), remem- 
bering and longing (hypercathexis), and identification. Coping 
with the fear of death, the significance of the form of death, and 
stressful events preceding death are also given attention. 

After the death of a loved one, the bereaved faces three tasks: 
"to cope with the immediate impact of the circumstances, to 
mourn, and to resume and continue his emotional life in har- 
mony with his level of maturity." If the bereaved is a child, the 
difficulties of the tasks may be particularly great. Completion 
gf tasks is not time limited, and the child may experience diffi- 
culties in resolving any one of them, either during the period im- 
mediately following the death or in subsequent years, as new de- 
velopmental milestones require age-appropriate methods of 
coping. The author discusses a variety of these difficulties and 
illustrates them with case material. 

In a chapter titled “Observations on Depression and 
Apathy," the author attempts to gain a better metapsychologi- 
cal understanding of the phenomena of depression and apathy 
as well as to clarify their clinical pictures. The first task proves 
very difficult, but the second is more successful. The last portion 
of the text contains an extensive and quite readable review of 
the literature on studies of mourning and a discussion of their 
relationship to the work described in A Child's Parent Dies. 
While it is more readable than many reviews of the literature, it 
is perhaps overly long. 

This is not a book that would be helpful to any but the most 
sophisticated parents or lay people. It is a very good book for 
clinicians who are attempting to understand bereavement in 
childhood and to deal therapeutically with it. 


JOSEPH M. GREEN, M.D. 
Tucson, Ariz. 


Clinical Prediction in Psychotherapy, by Leonard Horwitz. 
New York, N.Y., Jason Aronson, 1974, 365 pp., $15.00. 


Nowadays “psychotherapy” encompasses at least 30 avow- 
edly discrete methods. Twenty years ago a student could feel 
competent if he mastered the distinction between psychoanaly- 
sis and psychotherapy, one being pure gold, the other an alloy 
and, by metaphoric implication, baser stuff. This book reports 
in some detail the differences in two technical approaches prac- 
ticed by a group of fully trained psychoanalysts over a 15-year 
span. One of the therapeutic approaches is called “‘psychoanaly- 
sis" and the other “‘psychoanalytically oriented supportive ther- 
apy.” 

In our clinic, social workers, psychologists, residents, and 
medical students sit side by side week after week at intake con- 
ferences making guesses about who will do best with which 
therapist and which therapy. Marriage therapy, drug therapy, 
behavioral modification, progressive relaxation, long-term ther- 
apy, and crisis intervention are tricks every psychiatric resident 
tries to include in his bag. Psychoanalysis and psychoanalytic 
psychotherapy still occupy a special niche somewhat outside of 
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the general ken. 

Yet all of us are vitally concerned with clinical prediction. 
We observe people who seem to get better after a few inter- 
views; we observe others who return year after year*for this 
therapy and that. We know the embarrassment of stalemates 
and the shock of unexpected suicide. Therefore, a book with this 
title promises much. The question is whether the conclusions of 
the psychotherapy research project begun in 1954 at the Men- 
ninger Clinic and reported, in part, in this text have general ap- 
plicability and more than subspecialist interest. In my opinion, 
this book does have general value, but to read it requires some 
forbearance for psychoanalytic vocabulary amd clinical re-‘ 
search. 

The opening chapters are taken up with an overview by Wal- 
lerstein and a discussion of methodology. The aim of the re- 
search was to make specific predictions about what would hap- 
pen during psychoanalytic treatment and to later sum up the 
outcome of all prognostications. In order to accomplish this 
goal, a research team studied the process notes of a group of 
psychoanalysts who were treating a group of 42 nonpsychotic 
patients. 

The durations of treatment were very long by typical out- 
patient clinic standards. The shortest case entailed 46 interviews 
within a year; the longest persisted for 10 years. The usual dura- 
tion seems to have been about 4 years. Perhaps this major dif- 
ference between psychoanalyst-dominated treatment centers 
and community mental health clinics reflects an underlying con- 
cept: the psychoanalyst may think of himself as a perfect parent 
while the community clinic imagines itself to be a general store 
providing supplies to a deprived neighborhood. 

In any event, the gross results of the two differing approaches 
are difficult to compare. What psychiatric residents often won- 
der is whether this or that patient might "really" improve if he 
or she were to continue indefinitely with a senior psychoanalyst 
in depth therapy. The conclusion Horwitz reaches is a qualified 
yes. One of the qualifications is that structure does not change 
or, more precisely, that the concept of structural change is use- 
less. Instead, he opines that diverse forces such as a wish to 
please and introjection of the therapist's traits may combine 
with a rewarding environment to produce relatively stable 
adaptive changes. Another qualification would be that "'narcis- 
sistic" patients do not improve; this conclusion has led the Men- 
ningers to institute a policy of elaborate psychological testing 
before starting psychoanalytic treatment. 

One line of thought in psychoanalysis has been the refine- 
ment of accuracy of interpretations. Àn unusual section of this 
book is an appendix that contains some 500 predictive state- 
ments as well as a hierarchically structured outline of the inter- 
relationship of these psychoanalytic propositions. Psycho- 
analysts will be interested in comparing this section with the 
theoretical expositions of David Rapaport and Edward Glover. 
The general reader, who may not appreciate how analysts have 
struggled to distinguish “exact” from “inexact” interpretation, 
may find this section tedious. The close reader will enjoy the 
postdictive propositions (about 150 out of the 500) that indicate 
subtle shifts in explanations to account for unpredicted changes 
in the psychoanalytic encounter. 

But what about general relevance? If one contrasts the de- 
tailed formulations of this psychoanalytic study team with the 
determinedly vague approximations of a typical intake confer- 
ence, the gap seems wide indeed. Yet Horwitz' theory of 
psychotherapeutic influence bridges the gap; his idea is that 
patients are unpleasant folks who alienate others and who 
would not need a psychotherapist if they were able to make 
friends. Thus, whether a succession of “bought” friends is sup- 
plied by a health clinic or one analyst continues to treat the 
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patient for 10 years, the potential is the same. 

Horwitz concludes that the person who is helped by psycho- 
therapy Comes with a disposition to “experience a good object” 
' (fall in dove with an upright therapist?), attracts special atten- 
‘tion, and, when all goes well, begins to feel enhanced and to act 
more like the therapist. If feeling enhanced and acting this new 
way is rewarded by other people, then relatively permanent 
changes occur. It would be difficult to quibble with this descrip- 
tion of what happens. It is difficult, however, to anticipate who 
will work well with whom or who will take inspiration and hope 
from whom. What therapists, like golf pros, try to find is a re- 
» peating swing-that works in unexpected as well as average ex- 
pectable environments. What patients hope for is someone who 
will understand and give aid—a friend in need is a friend indeed. 

The implications of this research will comfort neither psycho- 
analysts nor community clinic administrators. As I understood 
it, the research concludes that if two people commit themselves 
to one another for a few years, both may profit. Psychoanalysts 
will mourn the loss of technical trappings; community mental 
health will wonder about short-term help and the idea that ther- 
apists are interchangeable soldiers on the lines against the 
enemy (the sick). Similarly, researchers committed to micro- 
analysis must dismiss the conclusions as a gloss, as missing the 
process. But the clinician, who is unlikely to read this particular 
volume because of stylistic mannerisms and peculiar typeface 
variations, will find support here. 

Finally, there is no discussion of the redemptive aspect of 
psychotherapy. It is important to have a friend, but is a friend 
enough? Many of us who are therapists have hoped to provide 
more. We have hoped to provide salvation through science; if 
we have been but bought friends, no matter. We have sharpened 
the focus on the issue of commitment. 


ROBERT VosBURG, M.D. 
Hanover, N.H. 


The EEG in Acute Cerebral Anoxia: Assessment of Cerebral 
Function and Prognosis in Patients Resuscitated After Cardio- 
respiratory Arrest, by Pamela F. Prior. Amsterdam, The Neth- 
erlands, Excerpta Medica, 1973, 314 pp., $36.95. 


This is a proper book of a type no longer in fashion. It re- 
places what could have been a multiplicity of short reports by 
different authors in a variety of journals or isolated chapters in 
symposium volumes. It allows various subsections of studies on 
its chosen topic to be integrated and presented in depth. It bene- 
fits from the advantages of one author with a uniform and clear 
style, which results in a comprehensive report on a subject with 
genuine personal implications. The author's gracious acknowl- 
edgments clearly indicate the degree to which this book is a re- 
sult of careful collaborative effort. The subtitle, Assessment of 
Cerebral Function and Prognosis in Patients Resuscitated Af- 
ter Cardiorespiratory Arrest, indicates a concern with predic- 
tion of outcome. 

The EEG department of London Hospital had 127 patients 
referred for examination for assessment of damage following 
cardiac or respiratory arrest over a period of five years. Ade- 
quate data on 115 of these patients constitutes the basis for this 
report; 93 of these patients were selected for more detailed anal- 
ysis. 

One of the book’s appendices lists 49 EEG variables with up 
_ to 9 points for each that were subjected to both linear and non- 
linear function analysis by computer to yield a set of discrimi- 
nators to predict survival versus brain damage in these patients. 
A 32-variable classifier was then further reduced to a 13-vari- 
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able system, each item having a usefulness factor given as a per- 
centage. Whereas a simple 5-point visual-rating EEG score 
yielded an 80 percent accurate prediction of outcome, the use of 
more (up to 13) variables resulted in accurate and virtually 
complete separation of the two groups. 

The clinical and EEG items are described in sufficient detail 
to allow others to adopt the technique. The translation of the 
EEG features into words is greatly facilitated by the inclusion 
of a large number of EEG figures. These are meticulously docu- 
mented with respect to montage and all recording measure- 
ments. There is somewhat more emphasis on preservation of a 
wide range of frequency response, with the honest inclusion of 
artifact, than on gain or sensitivity. Other features of particular 
interest to the EEG professional and technologist include the 
type of reference recording used, the frequent absence of other 
indicated physiologic monitors (the tracings are remarkably 
free of EKG contamination), and the use of the cerebral func- 
tion monitor. 

The horizontal page layout is well adapted to the display of 
EEG figures. Much can be learned from these, although the ar- 
rangement of topics creates some difficulties in following the sg- 
quence of events for some patients. Different aspects of the data 
may be entered under a variety of headings, so that one has to 
search out the sequence of EEG changes on widely separated 
pages. However, replication of the data in text and legend is 
helpful, and there is a more compact presentation of case mate- 
rial in an appendix that deals with 41 of the patients. 

This is a book for serious reading, not for browsing or quick 
reference. It includes a very extensive survey of the pertinent 
world literature. In view of the author’s manifest technical com- 
petence in EEG, this review of the literature is paradoxically 
noncritical. Prior has made a genuine contribution by showing 
that high-quality EEGs, intelligently used, can be an effective 
predictor of outcome following cardiorespiratory arrest. The 
pathological findings indicate that the basic event is that of the 
degree of perfusion failure, with related cerebral anoxia. 

There is good value in this book. No EEG laboratory in- 
volved in the bedside study of acutely ill patients, which is where 
the action is, can afford to be without ready access to these data. 


CHARLES E. HENRY, PH.D. 
Cleveland, Ohio 


A Strategy for Handling Executive Stress, by Ari Kiev, M.D. 
Chicago, Ill., Nelson-Hall, 1974, 169 pp., $7.95. 


During the past three to four years, several books have been 
published on the subject of executive stress (1-3). Dr. Kiev's 
short book attempts to provide a strategy for handling this 
stress, making it somewhat different from its predecessors. Kiev 
states, 


[I am not] concerned so much with pathological patterns 
of behavior [which manifest themselves in psychological or 
physical symptoms and show up in all levels of the organi- 
zation] but with subtle patterns of self-defeating behavior 
which show up in interpersonal and intrapsychic conflict; 
and in patterns of nonperformance that are reinforced by 
the bureaucratic nature of a large corporation. (pp. 7, 8) 


The study includes information gathered from 150 executives 
chosen from Fortune's list of large corporations. These execu- 
tives represented a variety of financial, industrial, and service 
industries. Half of the group were interviewed and the other half 
responded to an open-ended questionnaire. 


r 


Dr. Kiev is most sensitive to the demands of external reality 
placed upon the executive, e.g., the need to generate capital, the 
role of government regulatory agencies in determining corpo- 
rate policy, the need to respond to customer demands, and the 
need to deal with competitors. At the same time, he expresses 
the importance of the executive’s developing insight into his in- 
ternal needs, to defend against strong impulses. Kiev reempha- 
sizes the difficulty executives have in coping with anger, greed, 
envy, ambiguity, loneliness, and guilt—feelings that all individ- 
uals have trouble dealing with at various times. l 

Jourard focused on the inability of the corporate man to ade- 
quately discharge feelings in an organizational setting in a pa- 
per titled “Some Lethal Aspects of the Male Role” (4). He 
stated that this inability results in a variety of psycho- 
pathological reactions. Dr. Kiev discusses various types of self- 
defeating behavior (e.g., too many meetings, an open-door pol- 
icy) designed to avoid or delay important decisions. He men- 
tions what needs to be emphasized in any book on the subject of 
executive stress—the classic soft signs of depression—to alert 
the executive to the subtle symptoms of stress. Kiev’s brief 
chapters on corporate limitations, the management of men, the 
mechanism and difficulty of change, and the stress of firing and 
retirement provide some valuable insights for the executive. 

In spite of the cogent insights in this book, there are some 
major flaws that should be noted. Although I can identify in 
spirit with what Kiev is trying to say, some of the statements are 
nevertheless too generalized and unrealistic, e.g., “The older ex- 
ecutive shouldn’t be afraid of competition from the more active 
junior, who may be destined for a greater responsibility and 
may some day repay him for his support" and “The mid- 
dle manager must learn to transmit alf information, good and 
bad, to his supervisor." 

For reasons that are unclear, Kiev distinctly separates the ex- 
ecutive from the middle manager. It seems to me that a middle 
manager could be an executive as well. There is also no signifi- 
cant discussion of the female or black executive —two groups 
that face unique stress reactions in organizational life. 

Because this book appears to be written primarily for the ex- 
ecutive, mention should be made of specific strategies for deal- 
ing with stress, including a regular regimen of exercise and re- 
laxing habits. The recent techniques used in the treatment of 
stress, including transcendental meditation, autohypnosis, bio- 
feedback, progressive muscular relaxation, and a host of other 
behavioral techniques, are not discussed. There is also no spe- 
cific bibliography to further assist the reader. 

This book emphasizes the need for primary prevention in 
dealing with stress, a concept that almost everyone agrees with 
but few practice. As Kiev states, 


Executives and managers must learn how to avert the 
accumulation of tensions by developing habits of self-reli- 
ance, self-control, goal direction, avoidance of argument or 
overreaction to the behavior of others and the acceptance 
of responsibility for self. (p. 169) 


One hopes that this useful book will serve as a catalyst for 
further exploration and will be read not only by the executive 
but by those physicians who treat executives in the corporate 
complex. 
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Anticipatory Grief, edited by Bernard Schoenberg, Arthur C. 
Carr, Austin H. Kutscher, David Peretz, and Ivan K. Goldberg. 
New York, N.Y., Columbia University Press, 1974, 374 pp., 
$12.50. 


This is another of the rapidly produced symposia sponsored 
by the Foundation of Thanatology. Fifty-nine authors contrib- 
uted 41 chapters addressed to the topic of anticipatory grief. 
Only two of the authors, Reed and Nolan, allude to the fact that 
grief is a response to all separations and not only to the loss of a 
loved one. I would suggest that grief and the expression of the 
mental part of grief, mourning, are responses to any actual or 
threatened loss or separation, i.e., loss of a loved one, position, a 
possession, or a body part, aging, dying, graduation from high 
school or college, children leaving for school, retirement, loss of 
finances or social position, illegitimate pregnancy of a daughter, 
or the end of a particularly good book. 

The pertinent issue of whether or not anticipatory grieving 
obviates or alleviates conventional mourning after the loss is 
not answered satisfactorily in any of these articles, although Sil- 
verman, in her chapter “Anticipatory Grief from the Per- 
spective of Widowhood," thinks not. Her data indicate that 
widows who had been aware of their husband's terminal illness 
did not grieve in advance. 

There is disagreement on interpretation throughout this vol- 
ume. The appendix is a chapter on terminology, meaning, use, 
and connotations of "anticipatory grief." Definitions are of- 
fered by the various medical, paramedical, and theological dis- 
ciplines. There are eight different views written by psychiatrists. 

This book is a veritable potpourri with something for every- 
one. There are six major sections: Introductory Concepts, in 
which Aldrich's chapter on dynamics is worthwhile, Clinical 
Aspects, Childhood [lIness, in which Brenda Comerford's chap- 
ter recalling her loss of a child and giving recommendations for 
parents and professionals is interesting, The Health Profes- 
sions, The Mangement of Anticipatory Grief, and Pastoral As- 
pects. 

I can give this work only a limited recommendation. Those 
who find a particular section appealing will perhaps read that 
section. As in any symposium, the material is irregular in style 
and content. The reader has the sensation that an explosion of 
intellectualizations and verbiage has been set off. It seems to me 
that a monograph would be more appropriate to the topic of an- 
ticipatory grief. In fact, two complementary articles would suf- 
fice to supersede this book: Fulton and Fulton's article (1), 
which was published in a previous volume of the Foundation of 
Thanatology, and Berezin's article (2), which is not included in 
any of the chapter references in the book under review. 
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i A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center. serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and. equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed. 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 

* child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor... . Bevond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children... . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psychiatric Services for Children 





Please send me . — copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 


Send coupon to: 














Publications Services Division URS, SELES GROSA 
American Psychiatric Association Name | 
1700 18th St., N.W., 
Washington, D.C. 20009 Address . — 
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ANTABUSE: “Social security” - 
for the alcoholic who wants - 


to stop drinking... 















The temptation is resisted, i 


ANTABUSE (disulfiram) represents 
the security alcoholics need 


in any situation. They are i i 
better able to abstain from  * 
drinking because they know the 

consequences of taking “even one.” | 


until psychiatric support 


can do the rest 
TUM Undoubtedly it will take 
» considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 
"T selected the patients 

who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 

` portive resources in the community. 
In the meantime, ANTABUSE can help "eee 
the chronic alcoholic abstain from drinking. j 
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BRIEF SUMMARY 
(For full prescribing information, 
éee package circular.) 


ANTABUSE ( disulfiram) in Alcoholism 


INDICATION: ANTABUSE is an aid inthe manage- 
ment of selected chronic alcoholic patients who 
want to remain ina state of enforced sobriety so 
that Supportive and psychotherapeutic treatment 
may be applied to best advantage. (Used alone, 
without proper motivation and without Suppor- 
tive therapy, ANTABUSE is not a cure for alco- 
holism, and it is unlikely that it will have more 
than a brief effect on the drinking pattern of the 
chronic alcoholic.) 


CONTRAINDICATIONS: Patients who are re- 
ceiving or have recently received metronidazole, 
paraldehyde, alcohol, or alcohol-containing 
preparations, e.g. cough syrups, tonics, and the 
like, should not be given ANTABUSE. 


ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, or hypersensitivity. 


WARNINGS: ANTABUSE should never be 
administered to a patient when he is in a state 
of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives 
accordingly. 





The pgtient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol up to 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, 
produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 
In severe reactions there may be respiratory 
depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varies with each 
individual, but is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcohol 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcohol concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcohol level reaches 125 to 

150 mg. 


The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 


DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenylhydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reported during concomitant 
disulfiram therapy. 


It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulfiram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of un- 
steady gait or marked changes in mental status and 
the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 









reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 

the possible risks. 


PRECAUTIONS: It is suggested that every pa- 


tient under treatment carry an Identification Card, 


stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur asa 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 


days) are suggested to detect any hepatic dysfunc- 


tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 

a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANJABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity an@ without 
any symptomatology. All appearances to the cor 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupt 
administration of ANTABUSE must be continu 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenanc 
therapy may be required for months or even yea 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for eac 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction he 
been largely abandoned. Furthermore, such a 
test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 
and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 02.) of whiskey. Once a reaction develop: 
no more alcohol should be consumed. Such test: 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recon 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.? 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels shoulc 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 


HOW SUPPLIED: No. 809 — Each tablet (scored 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES yers " 
New York, N.Y. 10017 Ayerst. 
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In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in expression, he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 
the core emotional problems of the 

depression itself, he may for ex- g 
ample go on at length about how 
broken his sleep is or keep 4 
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barrier 





reiterating (while the therapeutic hour ips 
by) how physically miserable he feels. 
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(AMITRIPTYLINE HCI , MSD) 





to help 
penetrate the 
symptom bar rier 
in depression 
requiring 
medication 












ELAVIL, a highly effective tricyclic antidepres- 
Ne will often alleviate these symptoms. With 
the help of ELAVIL, sleep disturbance— 
so common in clinically depressed 
patients and often the symptom 
that distresses them most—as 


well as other “barrier symptoms" may be 
lessened to the point where they no longer 
come between you and the patient. 


‘OER err UIS E E a 


psychotherapy 
takes 
direction 











As these preoccupying complaints are lifted, 
psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
»ume or purSue more efficiently the necessary 
activities in their personal lives. 








meeting 
therapeutic 
goals 














And as the antidepressant activity of ELAVIL 
(Amitriptyline HCl, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
times only a minimum of actual psychotherapy 
Is required. The patient may experience a 
more rapid recovery—while you conserve valu- 
able time. 


Prescribe ELAVIL then, to help 
lighten the patient's burden 


e 
In depression—and yours in its management. `. 


should not be used during the acute recovery 
phase following myocardial infarction; in pa- 
tients hypersensitive to it: in those who have 
received an MAOI within two Weeks; or in chil- 
dren under 12. Patients with cardiovascular 
disorders should be watched Closely. Safe use 
during pregnancy and lactation has not been 
established. The drug may impair mental or 
physical abilities required in the performance 
of hazardous tasks and may enhance the re- 
sponse to alcohol. Since suicide isa possibility 
in any depressive illness, patients should not 
have access to large quantities of the drug. 
Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


helps increase 
your effectiveness 
in managing 
clinically 
Significant 
depression 
















For a brief summary of prescribing 
information, please see following page. 





In adult outpatients 


with clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HCI | MSD) 





ONCE ss sivided 
aday ^ deus 
AT BEDTIME | DAILY 


25 mg (yellow) 
This tablet may prove useful 
for initial therapy in adult out- 
patients. Starting dosage iS 
usually 75 mg daily in divided doses or 50 to 
100 mg once a day at bedtime. If necessary, 
this dosage may be increased gradually to a 
total of 150 mg a day. When doses are di- 
vided, dosage increases are made preferably 
in the late afternoon or at bedtime. A sed- 
ative effect may be apparent before the 
antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 
days to develop. 


50 mg (beige) 

The 50-mg tablet may be ad- 

vantageous whenever higher 

dosages are required, or when 
the single daily dose is given at bedtime. 
The 50-mg tablet may also be convenient for 
many hospitalized patients who may need 
100 mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small number 
of hospitalized patients may need as much 
as 300 mg a day. 


10 mg (blue) 
Because lower doses are gen- 
erally recommended for ad- 
olescents and elderly patients, 
the 10-mg tablets may be most serviceable. 
Ten mg three times a day with 20 mg at 
bedtime may be satisfactory in adolescent 
and elderly patients who do not tolerate 
higher doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the in- 
jectable form may be suitable 
initially. The tablets should 
replace the injection as soon 
as possible. Initial intramus- 
cular dosage is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL is ad- 
ministered intramuscularly, the effects may 
appear more rapidly than with oral admin- 
istration. 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCl may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. r 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 


Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 fng 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 
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l 0 ? | a difficult child, a distraught mother 
e o o 
è 
Medical diagnosis: MBD 

Robert Boynton,* second of 
five children, born October 7, 
1963. Normal pregnancy and 
delivery. ' 

From the age of 3, Robert’s 
mother found him “hard to 
handle,” “wilder” than his 
brothers and sisters. ! 

At age 6, after an "ex- 
tremely difficult" experience ir. 
kindergarten, Robert was re- 
ferred to a pediatric neurologist. 
The examination and later 
psychological testing revealed 
a host of the neurologic “soft 
signs,” plus an abnormal EEG. ' 

The diagnosis: average 
intelligence, but multiple signs 
of an underlying organic dys- 
function.’ 

At age 7, Robert was placed 
in a special first-grade class 
called an “extended readiness 
program.” ! 

Later that year, her child's 
continued problems at school 
and at home made Robert's 
mother “increasingly desperate" 
for help. 





An MBD child on the road to maturity. 


7 
„a regular fourth-grader, 


19 14 accepted at home | 


In the opinion of the physician, methylphenidate 
(Ritalin) was called for to help the child over the obsta- 
cles of hyperactivity. So he initiated a trial of the drug, 
which was then implemented on school days only. ! 

The improvement in classroom perform- im 

ance and behavior was “prompt and dra- 
wnatic.” Robert's teacher could "scarcely be- 
Nieve" that he was the same child. ! 
For the past 4 years (as of April 1974), 
Robert has been maintained on 15 mg 
gnethylphenidate daily during school 
periods. During the summer he attends 
«lay camp and is not on medication. He 
is in a regular fourth-grade class, and 
behavioral problems at home have 
lessened. Robert's parents now find 
at much easier to accept their son. ! 
"Note: In this presentation, clini- 
cal material has been used factu- 
ally with the permission of the physi- 
cian. However, identities have been con- 
cealed and names changed. 

















How other children with MBD can benefit 
“rom methylphenidate therapy 
Of course, medication is not indicated for all 
MBD children; nor will all such children respond 
to drug therapy. 

However, when pharmacotherapy is clearly 
indicated, the use of a widely successful drug such 
as Ritalin (methylphenidate) may prove to be a significant element in many 
complete remedial programs. 

Over a decade of controlled studies has underlined the beneficial effects of 
Ritalin in producing improved behavior ratings,?? better motor coordination, 24 
and cognition and learning.2»4 Indeed, it is currently the drug of choice in many 
MBD situations.’ 

And side effects with Ritalin have occurred less frequently than with other 
stimulant drugs. 46,7 
. Dosage should be periodically interrupted in the presence of improved motor 
coordination and behavior. These interruptions often reveal that the child's 
behavior shows some "stabilization" even without chemotherapy, permitting a 
reduction in dosage and gradual elimination of drug therapy. 

Of course, Ritalin is not indicated for childhood personality and behavioral 
disorders not associated with medical diagnosis of MBD. 


For brief prescribing information, please see following page. 








Rit alin (methylphenidate) 
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Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 

INDICATION 

Minimal Brain Dysfunction in Children—as ad- 
junctive therapy to other remedial measures 
(psychological, educational, social) 

Special Diagnostic Considerations ? 
Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diag- 
nostic test. Adequate diagnosis requires the use 
not only of medical but of special psychological, 
educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, dis- 
tractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neuro- 
logical signs and abnormal EEG. Learning may 
or may not be impaired. The diagnosis of MBD 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these characteristics. 
Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary to 
environmental factors and/or primary psychiatric 
disorders, including psychosis. Appr‘ priate edu- 
cational placement is essential and psycho- 
social intervention is generally necessary. When 
remedial measures alone are insufficient, the 
decision to prescribe stimulant medication will 
depend upon the physician's assessment of the 
chronicity and severity of the c hild's symptoms. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also con- 
traindicated in patients known to be hypersensi- 
tive to the drug and in patients with glaucoma. 


WARNINGS 

Ritalin should not be used in children under 

six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. Although 
a causal relationship has not been established, 
suppression of growth (ie, weight gain and/or 
height) has been reported with long-term use of 
stimulants in children. Therefore, children re- 
quiring long-term therapy should be carefully 
monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in ab- 
cence of seizures. Safe concomitant use of anti- 
convulsants and Ritalin has not been established. 
If seizures occur, Ritalin should be discontinued. 
Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 


AAA 


date) 


Only when medication 4 







Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
3nd MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anti- 
convulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic anti- 
depressants (imipramine, desipramine). Down- 
ward dosage adjustments of these drugs may be 
required when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to estab- 
lish safe use of Ritalin during pregnancy have 
not been conducted. Therefore, until more infor- 
mation is available, Ritalin shouid not be pre- 
scribed for women of childbearing age unless, 
in the opinion of the physician, the potential 
benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or alco- 
holism, because such patients may in- 
crease dosage on their own initiative. 
Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be un- 
masked. Long-term follow-up may be re- 
quired because of the patient's basic 
personality disturbances. 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; ab- 
dominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. AI- 
though a definite causal relationship has not been 
established, the following have been reported 

in patients taking this drug: leukopenia and/or 
anemia; a few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over) 





Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 
mg weekly. Daily dosage above 60 mg is not 
recommended. If improvement is not observed 
after appropriate dosage adjustment over a one- 
3onth period, the drug should be discontinued. 
If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 
Ritalin should be periodically discontinued to 
assess the child's condition. Improvement may 
be sustained when the drug is either temporarily 
or permanently discontinued. 
Drug treatment should not and need not be 
indefinite and usually may be discontinued after 
puberty. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 


References: 
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Pharmaceutical Company, Summit, New Jersey. 
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Bee MH: NY State J Med 16:2058-2069, 
1972. 

6. Paine RS: Pediatr Clin North Am 15:779-800, 
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7. Conners CK: Pediatrics 49:702-708, 1972. 
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PSYCHIATRISTS 


Board eligible and board certified to 
fashion positions within innovative 
programs. New medical school affilia- 
tion with medical students and 
residents training within -clinical 
programs. Research and formal 
teaching opportunities are available. 
Positions in the Triage-Crisis Interven- 
tion, Acute Psychiatry and Intermediate 
Psychiatry, Out-patient Psychiatry 
Programs. Salaries from $29,846 to 
$36,000 based upon qualifications. No 
discrimination in employment. Apply to 
Chief of Psychiatry, VA Hospital, 
Downey, Illinois 60064. 














PSYCHIATRISTS 


COMPREHENSIVE COMMUNITY 
MENTAL HEALTH CENTER 


To carry treatment and Supervisory 
responsibilities in comprehensive community 
mental health center. 

Free-standing comprehensive center 
located in greater Knoxville-Oak Ridge area, 
serves varied population and offers multiple 
treatment modalities. 

Strong community interest a must. Center is 
accredited by JCAH and is undergoing major 
physical and service expansion. 

Located in TVA lake country, near major un- 
iversity in a scientific research community with 
excellent schools. 

Board eligible or Board certified. Salary 
open, excellent fringes. 


Contact: John F. Byrne, Ph.D. 
Executive Director 
Regional Mental Health Center 
of Oak Ridge 

240 West Tyrone Road 

Oak Ridge, Tennessee 37830 
Tel: 1-615-482-1076 
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The TRIAVIL Potential 
in the management of |. - 
moderate to severe anxiety 


with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
amxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


...TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
ettectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 





likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 

TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


MSD 


SEA For a brief summary of prescribing 
OHME information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 





® 
RIAVIL perphenazine 
and amitriptyline HCl) 


an antidepressant tranquilizer 


when patients exhibit moderate to marked anxiety or agitation with depression 


Triavil 4-25 


Each tablet contains 
4mg perphenazine and 
25 mg amitriptyline HCI 


. a forpiulation particularly suited to psychiatric practice when higher doses are required. 


Also Avallable: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
«afi MG Perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) ti.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, aicohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
Increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. in patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
ponam including amitriptyline HCI, particularly in high doses, have 
een reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
AS 151,115 aaa es | 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 
its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given In reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 


Amitriptyline: in manic-depressive psychosis, depressed patients . 


may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
ge yh and careful adjustment of dosages are required. 

aution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
pir treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 

| : 


Amitriptyline HCl may enhance the response to alcohol and the 
- effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possibie. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 
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henothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
ogyric crisis, hyperreflexia, dystonia, akathisia, acute kinesia, 
ataxia, parkinsonism) can usually be controlled by th ncomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
Stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if rrf&di- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
been dt tachycardia, and ECG abnormalities (quinidine-like 
eifect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil- 
ia); liver damage (jaundice, billary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
States; disturbed concentration; disorientation; delusions; hallucina- 
tions; excitement; anxiety; restlessness; insornnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth; blurred vision; disturbance of accommodation; constipa- 
tion; paralytic ileus; urinary retention; dilatation of urinary tract. 
Allergic: Skin rash; urticaria; photosensitization; edema of face and 
tongue. Hematologic: Bone marrow depression including agranulo- 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas- 
trointestinal: Nausea; epigastic distress; vomiting; anorexia; 
stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male; breast 
enlargement and galactorrhea in the female; increased or decreased 
libido; elevated or lowered blood sugar levels. Other: Dizziness, 
weakness; fatigue; headache; weight gain or loss; increased perspi- 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecia. 
Withdrawal Symptoms: Abrupt cessation after prolonged administra- 
tion may produce nausea, headache, and malaise. These are not 
indicative of addiction. 

OVERDOSAGE: Al! patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat- * 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-3 mg of physostigmine salicylate has been 
reported to reverse the symptoms of tricyclic antidepressant poison- 


ing. On this basis, in severe overdosage with perphenazine-ami- 


triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 
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MEDICAL DIRECTOR 


COMPREHENSIVE COMMUNITY 
MENTAL HEALTH CENTER 











Board certified psychiatrist to direct 
treatment programs of community mental 
health center serving population of 156,000 in 
greater Knoxville-Oak Ridge area. Strong com- 
munity orientation required. 

Center is a free-standing comprehensive 
facility undergoing major physical and service 
expansion. The Center is accredited by JCAH. 
Located in TVA lake country near a major uni- 
versity. Oak Ridge is a scientific research com- 
munity with excellent schools and high stan- 
«lards of living. 

Salary is open, excellent fringes offered. 















CONTACT: JohnF. Byrne, Ph.D. 
Executive Director 
Regional Mental Health Center 
of Oak Ridge 

240 West Tyrone Road 

Oak Ridge, Tennessee 37830 
Tel: 1-615-482-1706 










The Prince George 
Regional Hospital 


Is urgently requesting applications from a 
1) Psychiatrist 
2) Internist 
3) Neurologist 
4) Neurosurgeon interested in setting 
up a neurosurgical unit. 
9) General Practitioners 











The Prince George Regional Hospital currently 
expanded to a 370 bed fully accredited active 
treatment Regional referral hospital, located in 
Central B.C. The Hospital is situated in the City 
of Prince George that has a population of 65,000 
and serves an area of 150,000. There are 70 
practicing physicians, 36 of which are 
Specialists. Prince George is one of the fastest 
growing Communities in the Province and offers 
excellent educational and recreational facilities 
with easy access to Vancouver and other parts of 
Canada. 




















Please direct enquiries to: 
Dr. P. J. Konkal, Chairman 
Medical Manpower Committee, 
Prince George Regional Hospital, 
Prince George, B.C. 

V2M 182 Canada 

































OHIO DEPARTMENT OF 
MENTAL HEALTH AND 
MENTAL RETARDATION 


Division of Mental Health 


Mental Health Superintendent — The position 
of superintendent at Cambridge State Hospital 
will become vacant effective October, 1975. A 
Search Committee is now accepting letters of 
application for this position. We are seeking a 
professional who wishes to participate in the 
developmental of a mental health delivery 
system fully coordinated with community- 
based services. 


All inquiries confidential 
An Equal Opportunity Employer 


Letters of application or inquiry should be sent 
to: 


Ms. Anne Cope, Staff Assistant 
Search Committee 

District 9 Office 

Division of Mental Health 
Cambridge State Hospital 
Cambridge, Ohio 43725 


CHILD PSYCHIATRIST 


The Dallas County Mental Health and 
Mental Retardation Center is in need of 
a Medical Coordinator for its com- 
prehensive child and adolescent men- 
tal health program. The Center 
Operates numerous community based 
programs and has excellent growth 
potential. License to practice in the 
State of Texas and Board eligibility in 
Child Psychiatry is required. Send vita 
or contact the Director of Personnel, 
1200 Stemmons Tower North, 2710 
Stemmons Freeway, Dallas, Texas 
75207, telephone (214) 630-6100 for 
additional information. Excellent salary 
and fringes. An Equal Opportunity 
Employer. 
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See last page for prescribing information. 
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The cost of Imavate 
Tablets to the pharma- 
cist is 20-25% lower 
than the leading brand. 


" ANTIDEPRESSANT 
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imipramine hydrochloride. 
tablets USP......... 


See last page for prescribing information. 
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Imavate tablets meet 
all the standards of 
identity, purity and 
strength stipulated in 
the United States 
Pharmacopeia (U.S.P.) 
for imipramine hydro- 
chloride tablets. 


ANTIDEPRESSANT 





imipramine hydrochloride 
[a b ets, U N 


See last page for prescribing information. A-H-ROBINS 





10 mg, 25 mg, 50 mg 
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Your Robins Repre- 
sentative will provide 
you with a supply of 
prepaid prescriptions. 
These enable your pat- 
ients to receive a week’s 
therapy at no cost. 


Also, for selected 
depressed patients 
this booklet "Under- 
standing Depression" 
may be helpful in sup- 
porting your therapy 
and reassuring the 
patient. 
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escribing Information: 
tions: For the relief of symptoms of depression. En- 
enous depression is more likely to be alleviated than 
er depressive states. 
ontraindications: The concomitant use of monoamine 
oxidase inhibiting compounds is contraindicated. Hyper- 
oyretic crises or severe convulsive seizures may occur in 
'atients receiving such combinations. The potentiation of 
. perse effects can be serious or even fatal. When it is 
= gWesired to substitute imipramine hydrochloride, in patients 
* receiving a monoamine oxidase inhibitor, as long an interval 
should elapse as the clinical situation will allow, with a 
minimum of 14 days. Initial dosage should be low and 
increases should be gradual and cautiously prescribed. 
The drug is contraindicated during the acute recovery 
period after a myocardial infarction. Patients with a known 
hypersensitivity to this compound should not be given the 
drug. The possibility of cross-sensitivity to other diben- 
zazepine compounds should be kept in mind. 
Warnings: Usage in Pregnancy: Safe use of imipramine 
hydrochloride during pregnancy and lactation has not been 
established; therefore, this drug should be administered to 
z4women who are or who might become pregnant, or to 
nursing mothers, only when the potential benefits clearly 
eign possible hazards. There have been clinical reports 
of congenital malformation associated with the use of this 
drug, but a causal relationship has not been confirmed. 
Animal reproduction studies with imipramine HCI have 
yielded inconclusive results. Oral studies in rats and mice at 
\ doses up to 2% times, and in rabbits at doses up to 25 times 
she maximum human dose, showed no clear evidence of 
eratogenic potential, but subcutaneous studies showed a 
teratogenic effect in rabbits and equivocal teratogenicity in 
mice at respective doses up to 5 and 6% times the maximum 
human dose. Increased resorptions and stillbirths and de- 
creased neonatal weights were seen in the oral as well as 
subcutaneous studies. 
~Ja xtreme caution should be used when this drug is given to: 
+ patients with cardiovascular disease because of the possi- 
bility of conduction defects, arrhythmias, myocardial infarc- 
tion, strokes and tachycardia; 


* patients with increased intraocular pressure, history of 
irinary retention, or history of narrow-angle glaucoma be- 
ause of the drug's anticholinergic properties: 


* hyperthyroid patients or those on thyroid medication be- 
rause of the possibility of cardiovascular toxicity; 


* patients with a history of seizure disorder because this 
rug has been shown to lower the seizure threshold; 


patients receiving guanethidine or similar agents since 
nipramine hydrochloride may block the pharmacologic ef- 
cts of these drugs. 

Usage in Children: Pending evaluation of results from 
clinical trials in children, this drug is not recommended for 

* use in patients under twelve years of age. 
Since this drug may impair the mental and/or physical 
abilities required for the performance of tasks such as opera- 
on of an automobile or hazardous machinery, the patient 
sould be cautioned accordingly. 
Precautions: Itshould be keptin mind that the possibility of 
suicide in seriously depressed patients is inherent in the 
lliness and may persist until significant remission occurs. 
Such patients should be carefully supervised during the early 
phase of treatment with imipramine hydrochloride and may 
require hospitalization. Prescriptions should be written for 
the smallest amount feasible. 

Hypomanic or manic episodes may occur, particularly 
in patients with cyclic disorders. Such reactions may necessi- 
tate discontinuation of the drug. If needed, imipramine hyd- 
rochjoride may be resumed in lower dosage when these 
episodes are relieved. Administration of a tranquilizer may 
be useful in controlling such episodes. 

Prior to elective surgery, imipramine hydrochloride 

- should be discontinued for as long as the clinical situation will 
allow. 

An activation of the psychosis may occasionally be 
observed in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 


anticholinergic drugs (including antiparkinsonism agents) in 
addition, the atropine-like effects may become more pro- 
nounced (e.g. paralytic ileus). Close supervision and careful 
adjustment of dosage is required when this drug is adminis- 
tered concomitantly with anticholinergic or sympathomime- 
tic drugs. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine hydroch- 
loride with electroshock therapy may increase the hazards: 
such treatment should be limited to those patients for whom 
it is essential, since there is limited clinical experience. 
Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not been 
reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs require 
that each of the reactions be considered when imipramine 
hydrochloride is administered. 

Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart 
block, stroke, falls. 

Psychiatric: Confusional states (especially in the el- 
derly) with hallucinations, disorientation, delusions; anxiety, 
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restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors: peripheral 
neuropathy; extrapyramidal symptoms; seizures, alterations 
in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated 
sublingual adenitis; blurred vision, disturbances of accom- 
modation, mydriasis; cnstipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross-sensitivity 
with desipramine. 

Hematologic: Bone marrow depression including ag- 
ranulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever or sore throat during 
therapy: the drug should be discontinued if there is evidence 
of pathological neutrophil depression. 

Gastrointestinal: Nausea and vomiting, anorexia, 
epigastric distress, diarrhea; peculiar taste, stomatitis. ab- 
dominal cramps, black tongue. 


Endocrine: Gynecomastia in the male: bre 
largement and galactorrhea in the female: increase: 
creased libido, impotence: testicular swelling; elev 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive): alter 
function; weight gain or loss, perspiration; flushing; 
frequency; drowsiness, dizziness, wegkness and 
headache; parotid swelling; alopecia. » m 

Withdrawal Symptoms: Though not indicative 

diction, abrupt cessation of treatment after prc 
therapy may produce nausea, headache and mala: 
Dosage and Administration: Lower dosages are 
mended for elderly patients and adolescents. Lower c 
are also recommended for outpatients as compared 
pitalized patients who will be under close supervisioi 
age should be initiated at a low level and increased 
ally, noting carefully the clinical response and any ag 
of intolerance. Following remission, maintenance n 
tion may be required for a longer period of time, at the 
dose that will maintain remission. 
Oral: Usual Adult Dose: Hospitalized patients— li 
100 mg/day in divided doses gradually increased 1 
mg/day as required. If no response after two weeks, in 
to 250-300 mg/day. 

Outpatients—Initially, 75 mg/day increased t 
mg/day. Dosages over 200 mg/ day are not recomme 
Maintenance, 50-150 mg/day. 

Adolescent and geriatric patients— Initially, 
mg/ day; itis generally not necessary to exceed 100 mc 
Overdosage: Symptoms: These include drows 
stupor, tachycardia, ataxia, vomiting, cyanosis, hy] 
sion, shock/coma, restlessness, agitation, hyperpyrex 
vere perspiration, hyperactive reflexes, muscle ri 
athetoid movements, convulsions, mydriasis. There m 
cardiac arrhythmia, EKG evidence of impaired condi 
and signs of congestive heart failure. 

Treatment: There is no specific antidote. Ini 
emesis and gastric lavage are recommended. It m. 
helpful to leave the tube in the stomach, with irrigatio 
continual aspiration of stomach contents, possibly pr: 
ing more rapid elimination of the drug from the body 
room should be darkened, allowing only a minimal an 
of external stimulation, to reduce the tendency to cc 
sions. 

l. Hyperirritability and convulsions have been 
cessfully treated with parenteral barbiturates in sever 
stances. However barbiturates should not be employ 
drugs that inhibit monoamine oxidase have also been 1 
by the patient in overdosage or in recent therapy. Simi 
barbiturates may induce respiratory depression, partict 
in children. It is therefore advisable to have equipment: 
able for artificial ventilation and resuscitation when bar 
rates are employed. Paraldehyde has been used effect 
in some children to counteract muscular hypertonus 
convulsions without causing respiratory depression. Ar 
data indicate that an internuncial neuron blocker, suc 
methocarbamol, may be an effective treatment for cor 
sions and muscular hypertonus. 

2. Shock (circulatory collapse) should be treated 
supportive measures such as intravenous fluids, oxy 
and corticosteroids. 

3. Hyperpyrexia should be controlled by what 
means available, including ice packs, if necessary. 

4. Signs of congestive heart failure have been sati: 
torily treated by rapid digitalization. 

5. If an extremely large overdose has been inges 
use of the artifical kidney may be helpful in eliminating 
drug from the body. However, due to low plasma leve 
the drug and a high rate of secretion in the stomach, it is 
that a more efficient technique is continuous gastric lava 
How Supplied: Imavate Tablets, brand of Imipran 
Hydrochloride Tablets, USP (film-coated). 10 mg (white 
bottles of 100 (NDC 0031-5610); 25 mg (coral) in bot 
of 100 and 1000 (NDC 0031-5625): and 50 mg (fuchsie 
bottles of 100 and 1000 (NDC 0031-5650). June 1‘ 
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When did the insomnia begin l 
and how does the patient u 
react to it? 





evolution of the 
insomnia 


It has been said that insomnia is a way of 
striking out at another person. As in a 
marriage that has developed problems. 
Or a work situation troubled by stormy 
relations. More inclusively, insomnia 

is often a continuing reaction fo 

events that are psychologically 
disturbing. With psychotherapy, 

you try to find them. 





the patient's 
reaction 


While some patients exaggerate 
their discomfort due to insom- 
nia, others bear up remark- 

ably well. When a patient 

with insomnia is overly con- 
cerned, or behaviorally in distress, 
you may want to give him symptomatic 
relief until psychotherapy 

can help improve sleep. 
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"uu o hypnotic is called for 7 


” NOLUDAR 300 





(methyprylon) & 


helps patients with insomnia 
slip gently into sleep 


As an adjunct to psychotherapy, Noludar 300 

can help relieve insomnia of varied etiology. 
Within 45 minutes, the patient is generally 
asleep. 


offers a reliability 
that is assuring 1 


ne) 


You can rely on Noludar to promote Bn 


an uninterrupted sleep of from 5 to 8 hours. 
The patient usually awakens with little or 
no “hang-over.” While Noludar 300 is a 
Schedule Ill controlled medication, it is not 
a barbiturate or methaqualone. 


Before prescribing, please consult Complete Product Infor- 
mation, a summary of which follows: 


INDICATION: As a hypnotic for relief of insomnia of varied etiology. 
CONTRAINDICATIONS: Patients with known hypersensitivity to the drug. 


WARNINGS: Caution patients about combined effects with alcohol 
and other CNS depressants. Caution against hazardous Occupa- 
tions requiring complete mental olertness, such as operating 
machinery or driving a motor vehicle shortly after ingesting the drug. 
Physical and Psychological Dependence: Physical and psy- 
chological dependence have been reported infrequently. With- 
drawal symptoms, when they occur, tend to resemble those 
associated with withdrawal of barbiturates and should be treated 
in a similar fashion. Use caution in administering to individuals 
known to be addiction-prone or those whose history suggests 
they may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate medical 
supervision. 

Usage in Pregnancy: Weigh potential benefits in pregnancy, 
during lactation, or in women of childbearing age against pos- 
sible hazards to mother and child. 





Usage in Children: Not recommended in children under 3 
months of age. 


PRECAUTIONS: Total daily intake should not exceed 400 mg, as 
greater amounts do not significantly increase hypnotic benefits. 
Observe usual precautions in hepatic or renal disorders. Perform 
periodic blood counts if used repeatedly or over prolonged 
periods. 


ADVERSE REACTIONS: At recommended dosages, there have 
been rare occurrences of morning drowsiness, dizziness, mild to 
moderate gastric upset (including diarrhea, esophagitis, nausea 
and vomiting), headache, paradoxical excitation and skin rash. 
There have been a very few, isolated reports of neutropenia and 
thrombocytopenia; however, the evidence does not establish that 
these reactions are related to the drug. 


SUPPLIED: Capsules containing 300 mg methyprylon. Tablets 
containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of ikiii 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 





JA The Reiter MODEL SOS—THE ONE INSTRUMENT 


FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 












i) 


The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 





—- The Reiter Compact MOL-AC lI— The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
See us at Booth E6 at the Annual Meeting 
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. THE DEVEREUX FOUNDATION 
i 1 DEVON, PA. 
Sixty c MA. nie to exceptional children 


have reassured us that the latest educational tool 
is second to the value of the. human resource. 
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